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Olmstead Decision

• In 2009, the Civil Rights Division launched an aggressive effort to 
enforce the Supreme Court's decision in Olmstead v. L.C., a ruling that 
requires states to eliminate unnecessary segregation of persons with 
disabilities and to ensure that persons with disabilities receive 
services in the most integrated setting appropriate to their needs

• In Missouri there was a Federal Court Decision in regards to 
segregation of persons with disabilities in 2009 regarding a northern 
MO nursing home.

Olmstead

• The story of the Olmstead case begins with two women, Lois Curtis 
and Elaine Wilson, who had mental illness and developmental 
disabilities, and were voluntarily admitted to the psychiatric unit in 
the State-run Georgia Regional Hospital. Following the women's 
medical treatment there, mental health professionals stated that 
each was ready to move to a community-based program. However, 
the women remained confined in the institution, each for several 
years after the initial treatment was concluded. They filed suit under 
the Americans with Disabilities Act (ADA) for release from the 
hospital.

Olmstead

• On June 22, 1999, the United States Supreme Court held in Olmstead 
v. L.C. that unjustified segregation of persons with disabilities 
constitutes discrimination in violation of title II of the Americans with 
Disabilities Act. The Court held that public entities must provide 
community-based services to persons with disabilities when
• such services are appropriate; 

• the affected persons do not oppose community-based treatment; and 

• community-based services can be reasonably accommodated, taking into 
account the resources available to the public entity and the needs of others 
who are receiving disability services from the entity. 

Section Q: 

• The items in this section of the MDS are intended to record the 
participation and expectations of the resident, family members, or 
significant other in the assessment, and to understand the resident’s 
overall goals.  

• Uses a person-centered approach to ensure all individuals have the 
opportunity to learn about home- and community- based services 
and to receive LTC in the least restrictive setting possible.

Section Q

• The goal of follow-up action is to initiate and maintain collaboration 
between the nursing home and the local contact agency to support the 
resident’s expressed interest in talking to someone about the possibility of 
leaving the facility and returning to live and receive services in the 
community. This includes the nursing home supporting the resident in 
achieving his or her highest level of functioning and the local contact agency 
providing informed choices for community living and assisting the resident in 
transitioning to community living if it is the resident’s desire. The underlying 
intention of the return to the community item is to insure that all individuals 
have the opportunity to learn about home and community based services 
and have an opportunity to receive long term services and supports in the 
least restrictive setting. CMS has found that in many cases individuals 
requiring long term services, and/or their families, are unaware of 
community based services and supports that could adequately support 
individuals in community living situations. Local contact agencies (LCAs) are 
experts in available home and community-based service (HCBS) and can 
provide both the resident and the facility with valuable information. 

https://www.justice.gov/cgi-bin/outside.cgi?http://www.law.cornell.edu/supct/html/98-536.ZS.html
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Section Q 0100:  Participation in Assessment
• Whenever possible, the resident should be actively involved-

except in unusual circumstances such as if the individual is 
unable to understand the proceedings or is comatose.

• While family, significant others, or, if necessary, the guardian 
or legally authorized representative can be involved, the 
response selected must reflect the resident’s perspective if 
he or she is able to express it.

Section Q
Coding Tips

• While family, significant others, or, if necessary, the guardian or 
legally authorized representative can be involved, the response 
selected must reflect the resident’s perspective if he or she is able to 
express it, even if the opinion of family member/significant other or 
guardian/legally authorized representative differs. 

• Coding other than the resident’s stated expectation is a violation of 
the resident’s civil rights

Section Q

Q0300: Resident’s Overall Expectation

• The resident should be asked about his/her own expectations 
regarding return to the community and goals for care.  

Section Q:  Q0300: Resident’s Overall 
Expectation

•This item focuses on exploring the resident’s 
expectations; not whether or not the staff considers 
them to be realistic.
•The resident should be provided options, as well as, 

access to information that allows him or her to 
make the decision and to be supported in directing 
his/her care planning.
• If the resident is unable to communicate his/her 

preference, or has been legally determined 
incompetent, the info can be obtained from the 
family, significant other, guardian or legally 
authorized representative.  

Section Q  Q0400. Discharge Plan
“Active”  What does that mean?

• There is no definition in the RAI Manual on what “active” means so what do 
we do?

• Each situation in unique

• Any discharge from the nursing home needs to be planned from the time 
they are admitted till when they leave which could mean days, weeks or 
months!

• The reality of the question it is asking is “Does the resident want to return to 
the community” whatever that means for them

• Depending on the circumstances they may can/could return home with 
appropriate assistance and referrals.

• Short stay residents with home health needs, DME, medical follow-up and 
appointments set up a LCA may not be necessary

• So bottom line the answer is NO if this is the forever home at the resident’s 
request OR YES and we are working towards home whatever that may be
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Discharge Planning

• If the resident’s discharge needs cannot be met by the nursing 
facility, an evaluation of the community living situation to see 
whether it can meet the resident’s needs should be conducted by the 
LCA (Local Contact Agency) and again we mark yes and then we go to 
Q0500 and make the referral.

• The family and the resident can explore what else is out there 
through the LCA:  It could be funding, accessible housing,  supervised 
living situations, etc.  You don’t know what can be done if you don’t 
ask.  It is not a guarantee that they will be able to leave

• It is simply a request for information, not a request for discharge

Section Q

• Each state has a process for referral to an LCA, and it is vital to 
know the process in your state and for your facility. In most cases, 
further screening and consultation with the resident, their family and 
the interdisciplinary team by the nursing home social worker or staff 
member would likely be an important step in the referral 
determination process.

• Missouri:  https://apps.dss.mo.gov/mfpnursinghome/Login.aspx

Section Q

• Should a planned relocation not occur, it might create stress and 
disappointment for the resident and family that will require support 
and nursing home care planning interventions. However, a referral 
should not be avoided based upon facility staff judgment of potential 
discharge success or failure. It is the resident’s right to be provided 
information if requested and to receive care in the most integrated 
setting. 

Section  Q0490. Resident’s Preference to Avoid 
Being Asked

•This item directs a check of the resident’s clinical 
record to determine if the resident and/or family, 
etc. have indicated on a previous OBRA 
comprehensive assessment that they do not want 
to be asked question Q0500B until their next 
comprehensive assessment.  Let the resident know 
they can change their mind at any time and should 
be referred to the LCA if they voice their request, 
regardless of MDS assessment.

Section Q: Q0500. Return to Community

•Residents have the right to receive services in the 
least restrictive and most integrated setting.
•This ensures the resident’s desire to learn about the 

possibility of returning to the community will be 
obtained and appropriate follow-up measures will 
be taken.
•This step in no way guarantees discharge (DC) but 

provides an opportunity for the resident to interact 
with LCA experts.

Section Q  Q0500. Return to Community

•A “yes” response will trigger follow-up care planning 
and contact with the LCA about the resident’s request 
within approximately 10 business days of the “yes” 
response being given.  

• Talking with the resident regarding discharge goals and 
plans before referral to the LCA is a critical step. 

• The SNF/NF should not assume the resident cannot 
transition out due to their level of care needs.  The 
SNF/NF can talk with the LCA to see what is available 
that does not require family support.

https://apps.dss.mo.gov/mfpnursinghome/Login.aspx
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Section Q:  Q0550. Resident’s Preference to 
Avoid Being Asked Question Q0500B Again

Gives residents a voice and a choice about the 
services they receive, while being sensitive to those 
individuals who may be unable to voice their 
preferences or be upset by being asked question 
about if they would like to talk to someone about the 
possibility of leaving the facility and returning to 
community.

Section Q  Q0600. Referral

•Code 0, No – referral not needed if: determination 
has been made by resident and the care planning 
team that the LCA does not need to be contacted; if 
the resident’s DC  planning has been completely 
developed by facility staff, and there are no 
additional needs that the SNF/NF cannot arrange 
for; or if resident responded “no” to Q0500B.

Section Q:  Q0600. Referral

•Code 1, No – referral is or may be needed if 
determination has been made by the resident that 
the LCA needs to be contacted but the referral has 
not been initiated at this time. If the resident has 
asked to talk to someone about available 
community services and supports and a referral is 
not made at this time, care planning and progress 
notes should indicate the status of DC planning and 
why a referral was not initiated.  This response 
triggers CAA #20, Return to Community Referral.
•Code 2, Yes – referral made if the referral was made 

to the LCA.

Section Q

• State Medicaid Agencies (SMAs) are required to have designated 
Local Contact Agencies (LCA) and a State point of contact (POC) to 
coordinate efforts to implement Section Q and designate LCAs for 
their State’s skilled nursing facilities and nursing facilities. These 
local contact agencies may be single entry point agencies, Aging 
and Disability Resource Centers, Money Follows the Person 
programs, Area Agencies on Aging, Independent Living Centers, or 
other entities the State may designate. LCAs have a Data Use 
Agreement (DUA) with the SMA to allow them access to MDS 
data. It is important that each facility know who their LCA and 
POC are and how to contact them.

• MO contact information:  
https://apps.dss.mo.gov/mfpnursinghome/Login.aspx

Section Q

• The NF is responsible for making referrals to the LCAs under the 
process that the State has set up. The LCA is responsible for 
contacting referred residents and assisting with providing 
information regarding community-based services and, when 
appropriate, transition services planning. The nursing facility 
interdisciplinary team and the LCA should work closely together. The 
LCA is the entity that does the community support planning, (e.g., 
housing, home modification, setting up a household, transportation, 
community inclusion planning, etc.). A referral to the LCA may come 
from the nursing facility by phone, by e-mails or by a state’s on-
line/website or by other state-approved processes. 

Section Q:  Q0600. Referral

•MO has contracted with Centers for Independent Living 
and Area Agencies on Aging to serve as the LCAs.  

•Make an Online Section Q referral by going to:
- https://apps.dss.mo.gov/mfpnursinghome/Login.aspx
- Only “yes” responses to Section Q should be entered 

here.
- Can refer residents with Medicaid AND Non-Medicaid 

payers through this website.
- If time has lapsed since the MDS was completed and 

this is for a referral for transition only, please contact 
your DSDS Regional Office.

- You should receive confirmation that the referral has 
been sent after completing the online referral.

https://apps.dss.mo.gov/mfpnursinghome/Login.aspx
https://apps.dss.mo.gov/mfpnursinghome/Login.aspx
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New Web site for Section Q Referrals

•Old Website
https://dssapp3.mo.gov/mfpnursinghome/Login.aspx

•New Website:

https://apps.dss.mo.gov/mfpnursinghome/Login.aspx

Section Q Referral is made at:
https://apps.dss.mo.gov/mfpnursinghome/Login.aspx

Section Q

Q0600. Referral
- Once a referral has been made through the online 

system, the selected LCA will schedule a time to 
meet with the resident and provide them info via an 
Options Counseling session.  Usually within 10 
working days

- If any nursing facility staff have questions about 
making the Section Q referral, they can call 573-
522-1591 for technical assistance.

Example Return to Community CAA

• Mrs. M triggered for this CAA because she indicated she would like to 
talk to someone about the possibility of returning to the community 
but the LCA referral has not been made yet. 

• The resident has right sided paralysis and dementia and was recently 
admitted by family because of safety concerns because of falls and 
difficulties cooking and proper nutrition.  

• The family does not think a LCA referral should be done at this time 
due to the residents dementia, need for ADL assistance and recent 
falls.  The family would like to see her complete her rehabilitation 
therapy and regain her strength and ability to transfer before 
deciding whether or not the resident’s return to the community 
would be an option.   

Section Q Resources

• For additional guidance, see CMS’ Planning for Your Discharge: A 
checklist for patients and caregivers preparing to leave a hospital, 
nursing home, or other health care setting. 
https://www.medicare.gov/pubs/pdf/11376-discharge-planning-
checklist.pdf

MDS Section Q, Options Counseling 
and MFP Quick Reference 

• Developed by MOHealthNet

• Includes information about:
- How to make an Online Section Q Referral;

- How Q+ Index Algorithm is used as a way to reach 
potential Medicaid individuals to learn about their 
options to return to the community;

- The Options Counseling Process;
- MFP and the Direct Referral Process. 

30

https://dssapp3.mo.gov/mfpnursinghome/Login.aspx
https://apps.dss.mo.gov/mfpnursinghome/Login.aspx
https://apps.dss.mo.gov/mfpnursinghome/Login.aspx
https://www.medicare.gov/pubs/pdf/11376-discharge-planning-checklist.pdf
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Referrals out of MDS sequence

• You can contact the LCA through the following numbers

• Region 1 Southwest:  417 895 5789

• Region 2 Southeast:  573 290-5150

• Region 3 St Louis City/County  314 340-7495

• Region 4  Northwest  816 889-2724

• Region 5  Mid Missouri  573 441-6217

What Happens after the referral?

• Information will be provided to the resident/family via Options 
Counseling

• Documentation will be provided to the nursing home on the outcome 
of the counseling.  If you do NOT receive the documentation you 
need to call the number on the previous slide or the Agency that 
actually came out.

• The Nursing Home is part of the team in regards to discharge 
planning that does not change with the Agency

• Communication between the agencies is key to the resident’s 
successful transition to the community

Money Follows the Person

• Medicaid eligible individuals transitioning to the community

• Recent legislation may impact this service in the future BUT make the 
referrals to see if the resident would be eligible.  Never assume

Eligibility Criteria

• Must have been in a nursing facility at least 90 days

• Must be Medicaid eligible at least one day and remain eligible

• Must move into qualified housing

• Participant or guardian must sign the MDP participation agreement

• A referral can be made at any time by any person 
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Minimum Discharge Instructions

• The individuals preference and needs for care and supports
• Personal ID and contact information including Advance Directives

• Provider contact information of primary care physician, pharmacy and 
community care agency

• Brief medical history

• Current medications, treatments, therapies and allergies

• Arrangements for durable medical equipment

• Arrangements for housing

• Arrangements for transportation to follow up appointments

• Contact information at the nursing home if problems arise

• Follow up appointment with primary care provide and specialists as 
appropriate

• Medication education

Successful Discharge Suggestions

• Home evaluation with the therapy team

• Trial home visit/overnight with the family/caregivers

• Delivery of equipment before the resident gets home

• Encouraging independence while still a resident.  If you can’t do it 
here what will happen when you get home  Reality Check

• Prescriptions given prior to discharge to ensure family have them at 
home prior to leaving the home

• Written our how meds are given at the nursing home and what was 
given prior to discharge

• Phone follow up by the nursing home:
• Next day
• Next week
• Individualized

Successful Discharge

• Set up post discharge with local physician or write down for family to 
make the call

• Who is following Coumadin or similar drugs that requiring lab follow 
up, who is drawing the labs and what MD is making decisions.

• Who is following blood sugars?

• This should all be written out and gone over

• Do NOT give all this to family/resident the day of discharge.  This 
should have been discussed prior the last day

Survey and Discharges

• Discharge Critical Element:  
https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/GuidanceforLawsAndRegulations/Nursing-Homes.html

Critical Element:  Discharge  

Did the facility: 

• Involve the IDT, resident and/or resident representative in developing 
a discharge plan that reflects the resident’s current discharge needs, 
goals, and treatment preferences while considering caregiver 
support; 

• Document that the resident was asked about their interest in 
receiving information about returning to the community; 

• Assist the resident and/or resident representatives in selecting a 
post-acute care provider if the resident went to another SNF (skilled 
nursing facility), NH (nursing home), HHA (home health agency), IRF 
(inpatient rehab facility), or LTCH (LTC hospital); and/or 

• If No, cite F660 Discharge Planning Process

Critical Element:  Discharge 

• Did the facility: 

a. Develop a discharge summary which includes a recapitulation of 
the resident’s stay, a final summary of the resident’s status, and 
reconciliation of all pre- and post-discharge medications? 

b. Develop a post-discharge plan of care, including discharge 
instructions? 

• If No, cite F661  Discharge Summary

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/GuidanceforLawsAndRegulations/Nursing-Homes.html
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Critical Element:  Discharge 

3) Does the resident’s discharge meet the requirements at 483.15(c)(1) 
(i.e., for the resident’s welfare, the resident’s needs could not be met 
in the facility, the resident no longer required services provided by the 
facility, the health or safety of the individuals in the facility was 
endangered, non-payment, or the facility no longer operates)? 

• If No, cite F622 Transfer and Discharge Requirements

Critical Element:  Discharge 

4) Was required discharge information documented in the resident’s 
record and communicated to the receiving facility? 

• If No, cite F622 

5) If this was a facility-initiated discharge, was the resident and 
resident representative notified of the discharge in writing and in a 
manner they understood at least 30 days in advance of the discharge? 
Did the notice meet all requirements at 483.15(c)(3) through (6) and 
(c)(8)? 

If No, cite F623 Notice Requirements before Transfer/Discharge

Critical Element:  Discharge 

• Other Tags, Care Areas (CA) and Tasks (Task) to Consider: 
• Participate in Care Plan F553, 

• Notification of Change F580, 

• Professional Standards F658, 

• Medically Related Social Services F745, 

• Resident Records F842

• QAA/QAPI (Task), Orientation for Transfer or Discharge F624.

QIPMO Team

•Clinical Educators
• Carol Siem:  St Louis & Team Leader  636 482 4894

• Wendy Boren:  Cape/SE  217 474 8070

• Katy Nguyen:  KC/NW  816 255-5272

• Melody Schrock:  Spg/SW  417 298 2963

• Crystal Plank:  Mid MO   573 819-0173 

• Leadership Coaching
• Nicky Martin  573 217-9382  St Louis and southern half of state

• Libby Youse  660 651-3778   Kansas City and northern half of state

Let’s do a Role Reversal
You are now the 
resident/family Nursing Home Discharges

You’ve Been Told to Leave……..Now What?
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Many facility-initiated discharges can be resolved successfully.

You have rights. Become informed and act. 

Why Is This Topic Important? 

• Discharges* that violate residents’ rights can be unsafe, harmful, and 
traumatic. They can result in:
• Being uprooted from a familiar setting

• The ending of relationships with other residents and staff

• Fewer visits from family and friends, especially if relocation is a long distance 
away

• Remaining in the hospital for months

• Homelessness

• Discharges are the #1 complaint received by Long-Term Care Ombudsman 
Programs across the nation.

*For the purpose of this presentation, the term “discharge” will be used to include transfers.

Protections Against Inappropriate Discharge

• There are only 6 reasons why a facility can transfer or discharge a resident against 
their will: 
• The facility cannot meet the resident’s needs; 
• The resident no longer needs nursing facility services; 
• The resident’s presence endangers the safety of others in the facility; 
• The resident’s presence endangers the health of others in the facility; 
• The resident has failed to pay; or 
• The facility is closing.

• Tips
 The law requires the nursing home to problem-solve the reason for discharge and make attempts to 

address the issue(s). 
 A doctor must document the reason for discharge in your medical record. 
 The facility must state the reason for discharge in the written notice. 

Five Facts to Know Right Away

1. All notices of discharge must be communicated in writing, in a language                    and manner 
you understand.

2. Most discharge notices must be given 30 days before the discharge date.

3. You have the right to appeal the discharge and must do so before the date of discharge.

4. Federal law provides residents with rights and protections against discharge.

5. If you receive a notice, contact the Long-Term Care Ombudsman program (LTCOP) immediately. 
Visit http://theconsumervoice.org/get_help to locate a program or call the Eldercare Locator at 
1-800-677-1116. LTC Ombudsman program representatives are knowledgeable about discharge 
requirements and empowered by law to advocate for residents. 

Protections Against Inappropriate Discharge

• If the reason for discharge is that the facility “cannot meet the resident’s needs,” the 
facility must document the following in your record: 
• The specific need(s) that allegedly cannot be met. 

• What the facility has done to try to meet those needs. 

• The services available in the “new” facility that will supposedly meet your needs. 

• Tip
 Except for specialized needs such as acute psychiatric, bariatric, or ventilator care, nursing homes are 

certified to provide similar types of care and services. 

Protections Against Inappropriate Discharge

• If you have submitted paperwork for third party payment and payment status is 
pending, such as applying for Medicaid, the facility cannot discharge you for failure to 

pay. 

• Tips
 The facility is responsible for notifying residents of their change in payment status and should ensure 

residents’ have the assistance they need in completing the paperwork. 

 If a resident’s initial application to Medicaid is denied and the resident appeals, the resident cannot be 
discharged until the appeal is decided. 

http://theconsumervoice.org/get_help
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Written Notice Required

• A discharge notice must be in writing and in a language and manner you understand. It must include: 
• The reason for the discharge, 

• The proposed effective date, 

• The location to which you will be discharged, 

• Information on your rights to appeal the discharge and have an administrative hearing, and 

• Contact information for the LTCOP and, if applicable, the agencies responsible for advocacy on behalf of persons with 
mental illness and developmental disabilities. 

• The notice must be given to the resident and the resident’s representative. 

• Most discharge notices must be given at least 30 days prior to the discharge date. 

• The listed location must be specific, appropriate, available, and agreeable to admitting you. 

Written Notice Required

• Tips

Check your written notice. If it does not include all the information listed on 
the last slide, it is not valid. The facility must start over and issue another 
notice. 

Verbal notice is not an official discharge. All discharges must be in writing. 
For example, in response to disagreements about care, nursing home staff 
may suggest that a resident or their family member consider finding another 
facility. Such as, “you may be happier in another facility, we’ll start looking for 
another nursing home for you,” or “our facility can’t meet your mother’s 
needs and we need to find a facility that can.” Residents have the right to 
participate in their care planning and share concerns about their care. 

If you feel facility staff are pressuring you to move, contact the Long-Term 
Care Ombudsman Program. 

Right to Appeal the Discharge

• You have the right to appeal your notice of discharge and remain in the facility pending 
the outcome of the appeal. 

• Tips:
 The facility must help you complete and file a request for an appeal. 

 File your appeal before the date of discharge. 

 Contact the Long-Term Care Ombudsman Program for information, support, and advocacy in appealing the 
discharge and/or assistance finding legal assistance providers. 

A Detailed Discharge Plan is Required 

• You have the right to participate in all aspects of discharge planning. The written 
discharge plan must include a living location, services, care, and medications, if 
needed. 

• The facility must prepare and orient you for a safe and orderly discharge 
in a language and manner you understand. 

• Tips
Ask to visit your new home. This is considered part of orientation. 

It is the facility’s responsibility to ensure that you arrive safely to your 
new location with your possessions, including transferring any personal 
funds to you or a new account. 

If You Are Away, You Can Return

• You have the right to return to the facility following hospitalization or therapeutic leave, 
including the right to return to your bed or the first available bed. The facility must give 
you information about these rights, as well as a copy of its bed-hold policy in advance of 
your leave. 

• Tip
Sending you to the hospital does not relieve the facility of the responsibility of 

following the discharge requirements. If the facility decides that you cannot 
return, it must issue a discharge letter that gives all the notice requirements 
(including 30 days notice, and your appeal rights), documentation, and 
information required under law. If the facility refuses to re-admit you, contact 
the Long-Term Care Ombudsman program and the state’s licensing and 
certification agency that oversees nursing homes to file a complaint. 

Additional Rights

• Room and Roommate
• The facility must give advanced, written notice to a resident and the resident’s 

representative before the resident’s room or roommate is changed.
• The resident has the right to refuse a move to another room if the reason for the 

move is solely for the convenience of staff.

• Medicare-Certified Bed
• A resident has the right to refuse transfer from a portion of the nursing home that 

is certified at one level of care to another portion with different certification.  
• For example, a resident who is no longer eligible for Medicare has the right to 

remain in the Medicare-certified bed, if needing nursing home level of care. 
However, if a resident is no longer eligible for Medicare, the resident will have to 
arrange for another source of payment to stay in the nursing home.

• Medicaid
• The facility must continue to provide care for existing residents on Medicaid if the 

facility ceases participation in the Medicaid program.
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Take Action and Get Help

• Contact the Long-Term Care Ombudsman Program
• Each state has a Long-Term Care Ombudsman Program that advocates with and for residents to ensure quality 

of life and care. Contact the program if facility staff are pressuring a resident to move, a resident receives a 
discharge notice, or if you want information, support, or to make a complaint.

• File a complaint with your state licensing and certification agency
• Each state has an agency responsible for the licensing, certification, and regulation of nursing homes and 

investigations of complaints. The state survey agency investigates complaints to ensure facilities are following 
federal and state regulations, including those related to discharges.

• To locate your state licensing and certification agency or additional information, including 

contact information, for the Long-Term Care Ombudsman Program, visit: 
http://theconsumervoice.org/get_help or call the Eldercare Locator at 1-
800-677-1116.

This Photo by Unknown Author is licensed under CC BY

Additional Information

• Locate and Learn about the Long-Term Care Ombudsman Program 
http://theconsumervoice.org/get_help or call Eldercare Locator at 1-800-677-1116.

• The National Consumer Voice for Quality Long-Term Care (Consumer Voice) 
www.theconsumervoice.org

• Information for Nursing Home Residents http://theconsumervoice.org/issues/recipients/nursing-home-residents

• Federal Nursing Home Regulations http://theconsumervoice.org/issues/issue_details/proposed-revisions-to-the-federal-
nursing-home-regulations

• Involuntary Transfer and Discharge
http://theconsumervoice.org/uploads/files/issues/Revised_Nursing_Facility_Regulations_Involuntary_Transfer_and_Discha
rge.pdf

• Returning to the Nursing Home after Hospitalization or Therapeutic Leave 
http://theconsumervoice.org/uploads/files/issues/Revised_Nursing_Facility_Regulations_Return_to_Facility_After_Hospital
ization.pdf

• The National Long-Term Care Ombudsman Resource Center (NORC) www.ltcombudsman.org

The National Long-Term Care 

Ombudsman Resource Center (NORC)
www.ltcombudsman.org

Connect with us:

The National LTC Ombudsman Resource Center

@LTCombudcenter
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