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September 13, 2016

Dana Forney, R.N.
District Manager II
California Department of Public Health 
Santa Rosa/Redwood Coast District Office 
2710 Northpoint Parkway 
Santa Rosa, CA 95407

Closure and Relocation Plans:
Seaview Rehabilitation & Wellness Center; 
Eureka Rehabilitation & Wellness Center: and 
Pacific Rehabilitation & Wellness Center

Re:

Dear Ms. Forney:

This letter responds to your letter dated September 8, 2016 regarding the closure and 
relocation plans at the above-referenced facilities. This letter will respond to each of the 
Department’s points on behalf of the three facilities rather than providing separate letters. We 
are also including the revised draft relocation plans with the supplemental materials. As we 
discussed during our meeting on August 30“’’, 2016, it is our intention to fully cooperate with the 
Department and take all necessary steps to ensure an orderly and safe process for residents. 
Thank you for raising some additional points in your letter. Please review our responses and let 
me know if you have any additional questions or concerns. All of these responses have been 
incorporated into the revised Relocation Plans to be submitted along with this letter. We have 
revised each of the three plans and they are attached to this letter.

Draft Care Plans

Your letter requests that we update our draft care plans to further address the mitigation 
of transfer trauma, particularly in terms of steps that the accepting facility will take to address 
patients’ needs. Your letter also requests additional specifics related to patients transferred from 
Wish-I-Ah Skilled Nursing and Wellness Center nearly two years ago.

First, we take the risk of transfer trauma extremely seriously and have developed a 
comprehensive care plan to address this issue. Attached please find a revised care plan entitled
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“Facility Discharge and Relocation Management”, This plan identifies the risks of transfer 
trauma and the related signs/symptoms, including depression, fear, denial, anger and other 
behavioral changes. Each resident will have a staff member assigned to him or her throughout 
the relocation process and they will undergo the medical assessment by a physician and other 
nursing assessments outlined in our initial relocation plan. This care plan includes numerous 
approaches to address the risk of transfer trauma prior to the transfer.

We have also included a second care plan entitled “Reduction of Transfer Trauma” for 
implementation by the accepting facility. While we do not have the authority nor the ability to 
control what another licensed skilled nursing facility will do, we will strongly recommend that 
each accepting facility implement this care plan as part of its approach to addressing the needs of 
the transferred resident. We will inform each accepting facility prior to the transfer of a patient 
that we have developed a care plan to reduce transfer trauma and we will seek its agreement to 
implement the plan.

In terms of the residents who transferred to some of these facilities two years ago from 
Wish-I-Ah, there are twelve residents at Eureka and no residents at Pacific or Seaview. For the 
residents at Eureka who transferred from Wish-I-Ah, in addition to the care plan proposed, we 
are recommending an additional consultation. Please note the last approach on the care plan 
which states: “For those residents with a previous transfer history, an assessment by a 
psychologist for special interventions required to cope with the potential for current transfer 
trauma.” In addition, we will inform the accepting facility that each of these patients underwent 
a transfer from a facility out of the county in November 2014. For each of these residents, we 
will provide a quarterly follow up evaluation post-discharge at our expense by a psychologist for 
one year. Following the evaluation, the psychologist will report to the accepting facility and our 
staff whether there are additional interventions to continue to protect against transfer trauma.
You will note that this discussion is referenced only in the Eureka relocation plan, as it is the 
only facility with former Wish-I-Ah residents.

Bed Availability

Attached is a spreadsheet with facilities and available beds as of September \l'^. While 
bed availability certainly fluctuates, we will update this list on a weekly (or more frequently, if 
requested) basis throughout the relocation process.

Timeline

As you know, the closure process can take many months, depending on the needs of the 
residents. However, here is our projected timeline. Assuming that the Department approves the 
supplemented relocation plans by approximately September 23^^, we expect the timeline to be as 
follows:

ihRelocation Plan submission; Approximately September 13 
Relocation Plan approval: Approximately September 23'**
Written Notice of Closure (42 C.F.R. § 483.75(r)(l)(i)): Approximately September 24 
Cessation of admissions: Approximately September 24**'
Required clinical assessments completion date: Approximately October 7'*’-14 
Issuance of first 30-day notices of transfer: Approximately October 15*
Transfers commence: Approximately November 14*
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Completion of transfers: December 2016 - March 2017 
Facility closures: December 2016 -March 2017

Upon approval of the relocation plans, we will provide the required 60-day written notice 
of closure to the ombudsman, residents, and legal representatives or responsible parties.

New Admissions

Following the approval of the relocation plan by the Department, we will provide the 
required 60-day written notice of closure to the ombudsman, residents, and legal representatives 
or responsible parties in accordance with federal regulations. In addition, at that time, we will 
cease all admissions at the facilities, in accordance with federal regulations.

Prior to the submission of the 60-day notice, we will inform any new admission, in 
writing, that the facilities have submitted relocation plans and intend to close. We are willing to 
cease all admissions immediately, but we believe it would be more appropriate to wait for the 
approval of the relocation plans. Please let us know if the Department desires us to stop all 
admissions immediately.

If you have any questions or comments on the content of this letter or the attachments, 
please do not hesitate to call me directly at 714-457-8880. In addition, we are willing to once 
again meet you in person at your office to discuss this process. Thank you for your assistance 
during this difficult process. ’

Sincere^,

ince Harabnght

Attachments:
1. Revised Draft Relocations Plans (with ex-hibits)
2. Exhibits to Relocation Plans:

Care Plan entitled: “Facility Discharge & Relocation Management 
Care Plan entitled; “Reduction of Transfer Trauma”
Bed Availability Spreadsheet

a.
b.
c.

Scott Vivona
California Department of Public Health

cc:

Suzi Fregeau
Long Term Care Ombudsman

Assemblyman James Wood

Senator Michael McGuire
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DRAFT

PROPOSED RELOCATION PLAN

In conjunction with Health and Safety code Section 1336.2, the following plan is submitted 
for review due to the voluntary closure of Pacific Rehabilitation and Wellness Center, L.P, and the 
relocation of the residents.

For all transfers governed by Health and Safety Code Section 1336.2(g), the facility will take 
the following reasonable steps to safely transfer the residents, and in doing so, minimize possible 
transfer trauma by doing the following:

Ensuring that the resident’s attending physician, if available, or the facility’s medical 
director, if available, completes the medical assessment of the resident’s condition 
and susceptibility to adverse health consequences, including psychosocial effects, 
prior to written notice of transfer being given to the resident. The assessment shall 
provide recommendations for counseling, follow-up visits, and other recommended 
services, by designated health professionals, and for preventing or ameliorating 
potential adverse health consequences in the event of transfer. This assessment will 
evaluate each resident’s individual care needs and whether the proposed 
transfer/discharge locations will be appropriate to meet such care needs. The 
assessment will further evaluate any special care needs of each resident related to 
transfer or discharge. If necessary, the psychosocial assessment shall be conducted 
by a psychologist or psychiatrist. Each resident’s medical record will contain 
appropriate and necessary transfer/discharge orders from the resident’s attending 
physician prior to transfer/discharge.

1.

Additional Care Plans. The facility will implement a specific care plan to address the 
risks of Transfer Trauma. The facility takes the risk of transfer trauma extremely 
seriously and has developed a comprehensive care plan to address this issue. 
Attached please find a revised care plan entitled “Facility Discharge and Relocation 
Management”. (See Exhibit 1.) This plan identifies the risks of transfer trauma and 
the related signs/symptoms, including depression, fear, denial, anger and other 
behavioral changes. Each resident will have a staff member assigned to him or her 
throughout the relocation process and they will undergo the medical assessment by a 
physician and other nursing assessments outlined in our initial relocation plan. This 
care plan includes numerous approaches to address the risk of transfer trauma prior 
to the transfer. In addition, the facility has developed a care plan entitled “Reduction 
of Transfer Trauma” for implementation by the accepting facility. (See Exhibit 2.) 
While the facility does have the authority nor the ability to control what another 
licensed skilled nursing facility will do, it will strongly recommend that eaeh 
accepting facility implement this care plan as part of its approach to addressing the 
needs of the transferred resident. Furthermore, the facility will inform each 
accepting facility prior to the transfer of a patient that we have developed a care plan 
to reduce transfer trauma and we will seek its agreement to implement the plan.

2.
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DRAFT

The facility’s nursing staff and activities director shall complete an assessment, 
before written notification of transfer is given to the resident or the resident’s 
representative, of the social and physical functions of the resident based on the 
relevant portions of the minimum data set, as described in Section 14110.15 of the 
Welfare and Institutions Code. The assessment shall include recommendations for 
preventing or ameliorating potential adverse health consequences in the event of 
transfer and a recommendation for the type of facility that would best meet the 
resident’s needs. This assessment shall include participation from the nursing staff, 
the social services staff, and the activities director. This assessment shall include an 
evaluation of appropriate facilities for transfer given each resident’s care needs.

3.

Facility staff shall meet with each resident and/or responsible party to communicate 
the following: (a) the facility is in the process of a planned voluntary closure; (b) the 
facility will provide each resident with medical, nutritional, activities, psychosocial 
and nursing assessments prior to the issuance of a notice of transfer/discharge in 
order to ensure an appropriate, safe and orderly transfer/discharge; (c) the facility 
will provide each resident and/or responsible party with specific relocation options 
based on the resident’s individual care needs and the resident’s and/or responsible 
party’s desires; and (d) prior to the commencement of any transfer/discharge initiated 
pursuant to the closure, the resident and/or responsible party will receive a written 
notice of transfer/discharge which shall provide 30 days notice of the date of 
transfer/discharge. The meetings with each resident and/or responsible party will 
commence immediately following an announcement of the pending closure. Until 
the closure of the facility, facility staff will conduct bi-monthly resident council 
meetings with the participation of representatives from the facility nursing staff, the 
facility administration, and the social services staff. At the request of the District 
Office, facility staff will provide the District Office updated census sheet via 
facsimile on a regular basis.

4.

Facility staff will evaluate, prior to written notice of transfer being given to the 
resident or the resident’s representative, the relocation needs of the resident and the 
resident’s family including proximity to the resident’s representative and determine 
the most appropriate and available type of future care and services for the resident. 
The facility shall discuss the evaluation and the medical assessment with the resident 
or the resident’s representative and make the evaluation and assessment part of the 
medical records for transfer. This assessment will include a discussion with each 
resident and/or responsible party regarding the appropriateness of local facility 
options given each resident’s care needs and the resident’s and/or responsible party’s 
desires. These discussions will involve social services staff and other facility 
representatives and include the provision of information about all facility options. If 
necessary, facility staff will assist residents and/or responsible parties with arranging 
for tours and interviews at local facilities. If a resident and/or responsible party 
requests information regarding facility’s out of the local community, facility staff 
will take all reasonable steps to identify other appropriate facilities in the requested 
area.

5.
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In the event that a resident or resident’s representative chooses to make a transfer 
prior to the completion of assessments, the facility shall inform the resident or 
resident’s representative in writing of the importance of obtaining the assessments 
and follow-up consultation.

6.

Facility staff will inform, at least 30 days in advance of the transfer, the resident or 
resident’s representative of alternative facilities that are available and adequate to 
meet resident and family needs.

7.

8. While the facility cannot predict the exact timeline of the closure process, it can take 
many months, depending on the needs of the residents. However, here is our 
projected timeline. Assuming that the Department approves the supplemented 
relocation plans by approximately September 23rd, we expect the timeline to be as 
follows:

Relocation Plan submission: Approximately September 13th 
Relocation Plan approval: Approximately September 23rd
Written Notice of Closure (42 C.F.R. § 483.75(r)(l)(i)): Approximately September 24th
Cessation of admissions: Approximately September 24th
Required clinical assessments completion date: Approximately October 7th-14th
Issuance of first 30-day notices of transfer: Approximately October 15th
Transfers commence: Approximately November 14th
Completion of transfers: December 2016 - March 2017
Facility closures: December 2016 - March 2017

Upon approval of the relocation plans, we will provide the required 60-day written 
notice of closure to the ombudsman, residents, and legal representatives or 
responsible parties.

The facility will arrange for appropriate future medical care and services, unless the 
resident or resident’s representative has otherwise made these arrangements.

9.

Following the approval of the relocation plan by the Department, the facility will 
provide the required 60-day written notice of closure to the ombudsman, residents, 
and legal representatives or responsible parties in aecordance with federal 
regulations. In addition, at that time, we will cease all admissions at the facilities, in 
accordance with federal regulations.

10.

The faeility shall provide written notice to the affected residents or their 
representatives, advising them of the requirements in subdivision (a) of Health and 
Safety Code § 1336.2 at least 30 days prior to transfer. Additionally, the facility 
shall include notification to the residents or their representatives that the transfer 
plan is available to the resident or their representative free of charge.

11.

The facility has listed known Skilled Nursing Facilities ("SNFs") in the local 
community that currently have available beds for transfer of the residents. Given that 
the local com_m_unity does not have sufficient beds to meet our placement needs, the

12.
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facility has developed a comprehensive list of facilities, starting with the closest 
geographically. (See attached list, Exhibit 3.) The facility will update this list for the 
Department on a weekly basis. As of the date of this relocation plan, there are 
currently approximately 44 beds available in three SNFs located in the local area. 
The facility has identified a total of 253 beds, ineluding facilities outside the local 
area.

Experienced facility staff and transfer eoordinators will faeilitate the proposed 
diseharge proeess by, among other things, performing assessments and 
communicating with residents, their representatives, their attending physicians, if 
available, or the facility’s medical director, if available, as well as other appropriate 
health eare providers. These facility staff and transfer coordinators will also address 
the special needs of the residents with a focus on the post-discharge plan of care and 
continuum of care.

13.

The faeility has submitted the proposed relocation plan to the local long-term care 
ombudsman at the same time the plan was submitted to the Department of Public 
Health.

14.

The resident shall have the right to remain at the faeility for up to 60 days after the 
approved written notice of the facility’s intent to transfer the resident if an 
appropriate placement based on the relocation assessment and relocation 
recommendations has not been made. The facility will maintain an appropriate level 
of staffing in order to ensure the well-being of all residents as they continue to reside 
in the facilities.

15.
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Resident Care Plan
FACILITY DISCHARGE & RELOCATION MANAGEMENT

Problem/Need Approach Discipline InitialsGoalsDate
Will mitigate/ prevent 
signs and symptoms of 

transfer stress related to 
facility closure daily

Provide the resident and or legal 
representative appropriate notice of 
transfer/discharge to promoted 
Informed Choice
Collaboration with other external 
providers, i.e. home health, hospice, 
rehab, pharmacy etc. to insure 
continuity of services 
Close communication with the 
attending physician and reporting of 
any changes in resident condition and 
or behavior related to the possible 
discharge trauma
Reach out and encourage involvement 
of resident's support person through 
out the closure (family member, legal 
representative, significant other or 
friend).
Host and organize ongoing Support 
Group Meeting to answer questions 
from resident and or responsible party. 
Use this platform to encourage 
verbalization of feelings during these 
sessions.
Involve the resident if all possible in the 
relocation/discharge process.
Provide continuity of care from direct 
care staff.
Coordination of
discharge/placement/transfer through
IDT process and completion of all
appropriate document
Complete and provide documentation
relevant to care instructions and
medical information to the receiving
facility/institution
Provide the resident or responsible
party with information about the
receiving facility- location, setting and
services provided
Provide the resident with a tour of the 
receiving facility if practical, encourage 
the responsible party to tour the facility 
Identify the resident's coping technique 
and use those if necessary (coping
technique_______________________)
Observe the resident for occurrence of/ 
or changes in:

• Sleep pattern

At risk for stress- 
related symptoms 
and/or adverse 
reactions due to 
facility closure but 
not limited to the 
following:
□ Isolation
□ Depression
□ Denial
□ Anger
n Fear
□ Anxiety/ 

Separation 
anxiety

□ Withdrawal
□ Behavioral 

Changes

[D

□
Will observe for and 

manage signs and 
symptoms of 

relocation/discharge 
stress daily

□

□

□
Name and title of 
primary staff 
member assigned to 
resident during the 
relocation process:

n

□• Type of Placement 
and Address AND 
Phone # of the 
possible
facility/institution 
resident is

0

□transferring to:
Type of 
Placement:

Facility Name:

Address:
□

Phone Number: □

□

Resident Name:Initial Initial SignatureSignature
Room No:
Physician



Resident Care Plan
FACILITY DISCHARGE & RELOCATION MANAGEMENT

Discipline InitialsProblem/Need ApproachGoalsDate
• Depression
• Anxiety
• Anger
• Confusion
• Behavior
• Appetite

Provide psychologicai support if 
needed by a psychologist, clinical social 
worker or psychiatrist 
For those residents with a previous 
transfer history, an assessment by a 
psychologist for special interventions 
required to cope with the potential for 
current transfer trauma

□

□

Resident Name:Initial SignatureInitial Signature
Room No:
Physician
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Resident Care Plan 
Reduction of Transfer Trauma

InitialsProblem/Need Approach DisciplineGoalsDate
Will express feelings 

related to the transfer 
daily

Provide the resident \with a tour of the 
facility
Introduce the resident to all 
department heads and how they can 
contact them- daily visits for the first 
three days and then as needed 
Introduce the resident to their 
roommate and the Resident Council 
President
Inform the resident of the next resident
council meeting date
Ask the resident council president to
identify another resident if possible as a
transfer buddy to support and guide the
resident
Provide and review the activity calendar 
with the resident and identify which 
activities the resident would like to 
attend
Extend a personal invitation to the 
activities the resident expressed an 
interest in- arrange an escort to the 
activity
Review the daily routine of the facility 
with the resident and accommodate 
his/her wishes
Help the resident to unpack personal 
belongings and personalize the room 
Communicate with the attending 
physician and inform the resident when 
the physician will visit 
Encourage involvement of resident's 
family or support person during the 
facility orientation
Inform the Ombudsman of the arrival of 
the resident and facilitate a visit 
Introduce the direct care staff and 
provide continuity of care on a daily and 
shift to shift basis 
Review documentation that 
accompanied the resident relevant to 
care instructions and medical 
information
Review psycho-social history of the 
resident to begin a patient centered 
care plan
Review the residents coping skills and 
support the use of the coping 
mechanism as much as possible

At risk for decline in 
psychosocial well
being due to facility 
closure and 
unexpected move to 
a new environment 
as evidenced by: 

Withdrawal 
from social 
contact 
Depression 
Fear 
Anxiety 
Sleep Pattern 
Disturbance 
Loss of Appetite 
Behavioral 
Changes

□
□

Will observe for and 
manage signs and 

symptoms of 
relocation/transfer 

stress daily

□
□

[]
□
□ □
□
□

□□
□

□

□

□
□

□
□

□

□

□

Initial Resident Name:Initial Signature Signature
Room No:
Physician
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Resident Care Plan 
Reduction of Transfer Trauma

Problem/Need Discipline InitialsGoals ApproachDate
Observe the resident for occurrence of/ 
or changes in:

□
Sleep pattern
Depression
Anxiety
Anger
Confusion

• Behavior
• Appetite changes

inform all staff to report any signs of 
transfer stress to the charge nurse 
Provide psychological support if 
needed by a psychologist, clinical social 
w/orker or psychiatrist 
Review Transfer Trauma Prevention 
with all staff who will care for the 
resident to insure staffs awareness of 
resident needs and preferences

□
□

□

Resident Name:Initial Signatureinitial Signature
Room No:
Physician
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Monday, September 12, 2016Date:

SUMMARY (Automatically calculated) Vacancies
Facilities 0 - 50 miles 39

Facilities 50 - 100 miles 18
Facilities 100- 150 miles 70
Facilities 150 - 200 miles 126

Totai 253

Phone Distance (mi) VacanciesFaciiity Name
(707) 443-1627Granada Rehabilitation & Wellness Center, Lp 2,6 8
(707) 725-4467Fortuna Rehabilitation And Wellness Center, Lp 18.3 31

Jerold Phelps Comm Hosp Snf (707) 923-3921 65.3 0
(707) 464-6151Lantern Health Crescent City 83.6 18

Good Samaritan Society - Curry Village (541)469-3111 108.5 7
(530) 241-6756Golden Livingcenter - Redding 112.9 0

Vibra Hospital Of Northern California D/P Snf (530) 245-4112 116,2 2
(530) 243-6317Kindred Transitional Care And Rehab - Canyonwood 116.9 0
(530) 246-0600Windsor Redding Care Center 0117.7
(530) 222-2273Copper Ridge Care Center 119.4 0
(707) 964-6333Sherwood Oaks Health Center 120.3 16

Crestwood Wellness And Recovery Center (530) 221-0976 0120.5
(530) 222-3630Marquis Care At Shasta 120,6 0

Veterans Home Of California - Redding (530) 224-3300 124.1 10
(530) 365-0025Oak River Rehab 125.4

Shasta View Nursing Center (530) 938-4429 127.8 6
(707) 459-5592Northbrook Healthcare Center 131.1 19
(530) 527-2046Brentwood Skilled Nursing 137 4
(530) 527-6232Red Bluff Health Care Center 138.6 6

Regency Care Of Rogue Valley (541) 479-2606 152 0
(541) 479-3700Laurel Hill Nursing Center 152,3 0

Linda Vista Nursing & Rehab Center (541) 482-2341 153.2 11
Royale Gardens Health And Rehabilitation Center (541) 476-8891 153.4

(541) 474-1901Highland House 12153.5
(541) 857-7777 155.9Rogue Valley Manor

Avamere Health Services Of Rogue Valley (541) 779-3551 156.9 0
Hearthstone Nursing And Rehabilitation Center (541) 779-4221 156.9 7

(541) 773-7717Avamere At Three Fountains 157.2 0
(707) 462-1436Redwood Cove Healthcare Center 157,4
(707) 462-8864Ukiah Post Acute 157.8 0
(530) 934-2834Willows Center (On Stop Placement) 170.2 5

Rocky Point Care Center (707) 263-6101 172.3 19
Evergreen Lakeport Healthcare (707) 263-6382 173.3 13

(530) 343-6084 6Windsor Chico Care Center 177.5
Windsor Chico Creek Care And Rehab Center (530) 345-1306 177.5

(530) 343-5595Riverside Convalescent Hospital 177.7 8
(530) 336-5511Mayers Memorial Hospital 179

Twin Oaks Post Acute Rehab (530) 342-4885 3181
California Park Rehabilitation Hospital (530) 894-1010 12181.6

(707) 894-5201Cloverdale Healthcare Center 189.2 3
(707) 994-7738Meadowood Nursing Center 189.2 10
(530) 877-7676Paradise Skilled Nursing 190.5 10
(530) 872-3200 190.7Pine View Center
(530) 877-9316 0Paradise Ridge Post-Acute 191.6
(530) 473-5321Valley West Care Center 194.9 3
(541) 572-2066 195.7 4Myrtle Point Care Center
(530) 258-2151Seneca District Hospital 197.2
(541) 882-6691Marquis Plum Ridge 198.7

Vacancies Skilled Nursing



DRAFT

PROPOSED RELOCATION PLAN

In conjunction with Health and Safety code Section 1336.2, the following plan is submitted 
for review due to the voluntary closure of Seaview Rehabilitation and Wellness Center, L.P. and the 
relocation of the residents.

For all transfers governed by Health and Safety Code Section 1336.2(g), the facility will take 
the following reasonable steps to safely transfer the residents, and in doing so, minimize possible 
transfer trauma by doing the following:

Ensuring that the resident’s attending physician, if available, or the facility’s medical 
director, if available, completes the medical assessment of the resident’s condition 
and susceptibility to adverse health consequences, including psychosocial effects, 
prior to written notice of transfer being given to the resident. The assessment shall 
provide recommendations for counseling, follow-up visits, and other recommended 
services, by designated health professionals, and for preventing or ameliorating 
potential adverse health consequences in the event of transfer. This assessment will 
evaluate each resident’s individual care needs and whether the proposed 
transfer/discharge locations will be appropriate to meet such care needs. The 
assessment will further evaluate any special care needs of each resident related to 
transfer or discharge. If necessary, the psychosocial assessment shall be conducted 
by a psychologist or psychiatrist. Each resident’s medical record will contain 
appropriate and necessary transfer/discharge orders from the resident’s attending 
physician prior to transfer/discharge.

1.

Additional Care Plans. The facility will implement a specific care plan to address the 
risks of Transfer Trauma. The facility takes the risk of transfer trauma extremely 
seriously and has developed a comprehensive care plan to address this issue. 
Attached please find a revised care plan entitled “Facility Discharge and Relocation 
Management”. (See Exhibit 1.) This plan identifies the risks of transfer trauma and 
the related signs/symptoms, including depression, fear, denial, anger and other 
behavioral changes. Each resident will have a staff member assigned to him or her 
throughout the relocation process and they will undergo the medical assessment by a 
physician and other nursing assessments outlined in our initial relocation plan. This 
care plan includes numerous approaches to address the risk of transfer trauma prior 
to the transfer. In addition, the facility has developed a care plan entitled “Reduction 
of Transfer Trauma” for implementation by the accepting facility. (See Exhibit 2.) 
While the facility does have the authority nor the ability to control what another 
licensed skilled nursing facility will do, it will strongly recommend that each 
accepting facility implement this care plan as part of its approach to addressing the 
needs of the transferred resident. Furthermore, the facility will inform each 
accepting facility prior to the transfer of a patient that we have developed a care plan 
to reduce transfer trauma and we will seek its agreement to implement the plan.

2.
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3. The facility’s nursing staff and activities director shall complete an assessment, 
before written notification of transfer is given to the resident or the resident’s 
representative, of the social and physical functions of the resident based on the 
relevant portions of the minimum data set, as described in Section 14110.15 of the 
Welfare and Institutions Code. The assessment shall include recommendations for 
preventing or ameliorating potential adverse health consequences in the event of 
transfer and a recommendation for the type of facility that would best meet the 
resident’s needs. This assessment shall include participation from the nursing staff, 
the social services staff, and the activities director. This assessment shall include an 
evaluation of appropriate facilities for transfer given each resident’s care needs.

Facility staff shall meet with each resident and/or responsible party to communicate 
the following: (a) the facility is in the process of a planned voluntary closure; (b) the 
facility will provide each resident with medical, nutritional, activities, psychosocial 
and nursing assessments prior to the issuance of a notice of transfer/discharge in 
order to ensure an appropriate, safe and orderly transfer/discharge; (c) the facility 
will provide each resident and/or responsible party with specific relocation options 
based on the resident’s individual care needs and the resident’s and/or responsible 
party’s desires; and (d) prior to the commencement of any transfer/discharge initiated 
pursuant to the closure, the resident and/or responsible party will receive a written 
notice of transfer/discharge which shall provide 30 days notice of the date of 
transfer/discharge. The meetings with each resident and/or responsible party will 
commence immediately following an announcement of the pending closure. Until 
the closure of the facility, facility staff will conduct bi-monthly resident council 
meetings with the participation of representatives from the facility nursing staff, the 
facility administration, and the social services staff. At the request of the District 
Office, facility staff will provide the District Office updated census sheet via 
facsimile on a regular basis.

4.

Facility staff will evaluate, prior to written notice of transfer being given to the 
resident or the resident’s representative, the relocation needs of the resident and the 
resident’s family including proximity to the resident’s representative and determine 
the most appropriate and available type of future care and services for the resident. 
The facility shall discuss the evaluation and the medical assessment with the resident 
or the resident’s representative and make the evaluation and assessment part of the 
medical records for transfer. This assessment will include a discussion with each 
resident and/or responsible party regarding the appropriateness of local facility 
options given each resident’s care needs and the resident’s and/or responsible party’s 
desires. These discussions will involve social services staff and other facility 
representatives and include the provision of information about all facility options. If 
necessary, facility staff will assist residents and/or responsible parties with arranging 
for tours and interviews at local facilities. If a resident and/or responsible party 
requests information regarding facility’s out of the local community, facility staff 
will take all reasonable steps to identify other appropriate facilities in the requested 
area.

5.
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In the event that a resident or resident’s representative chooses to make a transfer 
prior to the completion of assessments, the facility shall inform the resident or 
resident’s representative in writing of the importance of obtaining the assessments 
and follow-up consultation.

6.

Facility staff will inform, at least 30 days in advance of the transfer, the resident or 
resident’s representative of alternative facilities that are available and adequate to 
meet resident and family needs.

7.

While the facility cannot predict the exact timeline of the closure process, it can take 
many months, depending on the needs of the residents. However, here is our 
projected timeline. Assuming that the Department approves the supplemented 
relocation plans by approximately September 23rd, we expect the timeline to be as 
follows:

8.

Relocation Plan submission: Approximately September 13th 
Relocation Plan approval: Approximately September 23rd
Written Notice of Closure (42 C.F.R. § 483.75(r)(l)(i)): Approximately September 24th
Cessation of admissions: Approximately September 24th
Required clinical assessments completion date: Approximately October 7th-14th
Issuance of first 30-day notices of transfer: Approximately October 15th
Transfers commence: Approximately November 14th
Completion of transfers: December 2016 - March 2017
Facility closures: December 2016 - March 2017

Upon approval of the relocation plans, we will provide the required 60-day written 
notice of closure to the ombudsman, residents, and legal representatives or 
responsible parties.

The facility will arrange for appropriate future medical care and services, unless the 
resident or resident’s representative has otherwise made these arrangements.

9.

Following the approval of the relocation plan by the Department, the facility will 
provide the required 60-day written notice of closure to the ombudsman, residents, 
and legal representatives or responsible parties in accordance with federal 
regulations. In addition, at that time, we will cease all admissions at the facilities, in 
accordance with federal regulations.

10.

The facility shall provide written notice to the affected residents or their 
representatives, advising them of the requirements in subdivision (a) of Health and 
Safety Code § 1336.2 at least 30 days prior to transfer. Additionally, the facility 
shall include notification to the residents or their representatives that the transfer 
plan is available to the resident or their representative free of charge.

11.

The facility has listed known Skilled Nursing Facilities ("SNFs") in the local 
community that currently have available beds for transfer of the residents. Given that 
the local comimmnity does not have sufficient beds to m.eet our placem-ent needs, the

12.
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facility has developed a comprehensive list of facilities, starting with the closest 
geographically. (See attached list, Exhibit 3.) The facility will update this list for the 
Department on a weekly basis. As of the date of this relocation plan, there are 
currently approximately 44 beds available in three SNFs located in the local area. 
The facility has identified a total of 253 beds, ineluding faeilities outside the local 
area.

13. Experienced faeility staff and transfer coordinators will facilitate the proposed 
discharge process by, among other things, performing assessments and 
communicating with residents, their representatives, their attending physicians, if 
available, or the facility’s medical director, if available, as well as other appropriate 
health care providers. These facility staff and transfer coordinators will also address 
the special needs of the residents with a focus on the post-diseharge plan of care and 
continuum of care.

The facility has submitted the proposed relocation plan to the local long-term care 
ombudsman at the same time the plan was submitted to the Department of Public 
Health.

14.

The resident shall have the right to remain at the facility for up to 60 days after the 
approved written notiee of the facility’s intent to transfer the resident if an 
appropriate placement based on the relocation assessment and relocation 
recommendations has not been made. The facility will maintain an appropriate level 
of staffing in order to ensure the well-being of all residents as they continue to reside 
in the facilities.

15.
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Resident Care Plan
FACILITY DISCHARGE & RELOCATION MANAGEMENT

Problem/Need Approach Discipline InitialsGoalsDate
Will mitigate/ prevent 
signs and symptoms of 

transfer stress related to 
facility closure daily

Provide the resident and or legal 
representative appropriate notice of 
transfer/discharge to promoted 
Informed Choice
Collaboration with other external 
providers, i.e. home health, hospice, 
rehab, pharmacy etc. to insure 
continuity of services 
Close communication with the 
attending physician and reporting of 
any changes in resident condition and 
or behavior related to the possible 
discharge trauma
Reach out and encourage involvement 
of resident's support person through 
out the closure (family member, legal 
representative, significant other or 
friend).
Host and organize ongoing Support 
Group Meeting to answer questions 
from resident and or responsible party. 
Use this platform to encourage 
verbalization of feelings during these 
sessions.
Involve the resident if ail possible in the 
relocation/discharge process.
Provide continuity of care from direct 
care staff.
Coordination of
discharge/placement/transfer through
IDT process and completion of all
appropriate document
Complete and provide documentation
relevant to care instructions and
medical information to the receiving
facility/institution
Provide the resident or responsible
party with information about the
receiving facility- location, setting and
services provided
Provide the resident with a tour of the 
receiving facility if practical, encourage 
the responsible party to tour the facility 
Identify the resident's coping technique 
and use those if necessary (coping
technique______ ________________)
Observe the resident for occurrence of/ 
or changes in:

• Sleep pattern______________

• At risk for stress- 
related symptoms 
and/or adverse 
reactions due to 
facility closure but 
not limited to the 
following:
□ Isolation
□ Depression
□ Denial
□ Anger
□ Fear
□ Anxiety/ 

Separation 
anxiety

□ Withdrawal
□ Behavioral 

Changes

□

□
Will observe for and 

manage signs and 
symptoms of 

relocation/discharge 
stress daily

□

□

□
Name and title of 
primary staff 
member assigned to 
resident during the 
relocation process: □

□• Type of Placement 
and Address AND 
Phone # of the 
possible
facility/institution 
resident is 
transferring to:

□

□
Type of 
Placement:

□Facility Name:

Address:
□

Phone Number: □

□

Resident Name;Initial Initial SignatureSignature
Room No:
Physician
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Resident Care Plan
FACILITY DISCHARGE & RELOCATION MANAGEMENT

Problem/Need Approach Discipline InitialsGoalsDate
• Depression
• Anxiety
• Anger
• Confusion
• Behavior
• Appetite

Provide psychoiogicai support if 
needed by a psychoiogist, clinical social 
worker or psychiatrist 
For those residents with a previous 
transfer history, an assessment by a 
psychologist for special interventions 
required to cope with the potential for 
current transfer trauma

□

□

Resident Name:Initial SignatureInitial Signature
Room No:
Physician
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Resident Care Plan 
Reduction of Transfer Trauma

Discipline InitialsProblem/Need ApproachGoalsDate
Will express feelings 

related to the transfer 
daily

Provide the resident with a tour of the 
facility
Introduce the resident to all 
department heads and how they can 
contact them- daily visits for the first 
three days and then as needed 
Introduce the resident to their 
roommate and the Resident Council 
President
Inform the resident of the next resident
council meeting date
Ask the resident council president to
identify another resident if possible as a
transfer buddy to support and guide the
resident
Provide and review the activity calendar 
with the resident and identify which 
activities the resident would like to 
attend
Extend a personal invitation to the 
activities the resident expressed an 
interest in- arrange an escort to the 
activity
Review the daily routine of the facility 
with the resident and accommodate 
his/her wishes
Help the resident to unpack personal 
belongings and personalize the room 
Communicate with the attending 
physician and inform the resident when 
the physician will visit 
Encourage involvement of resident's 
family or support person during the 
facility orientation
Inform the Ombudsman of the arrival of 
the resident and facilitate a visit 
Introduce the direct care staff and 
provide continuity of care on a daily and 
shift to shift basis 
Review documentation that 
accompanied the resident relevant to 
care instructions and medical 
information
Review psycho-social history of the 
resident to begin a patient centered 
care plan
Review the residents coping skills and 
support the use of the coping 
mechanism as much as possible

At risk for decline in 
psychosocial well
being due to facility 
closure and 
unexpected move to 
a new environment 
as evidenced by:
0 Withdrawal 

from social 
contact

□ Depression 
Fear

□ Anxiety
n Sleep Pattern 

Disturbance
□ Loss of Appetite
□ Behavioral 

Changes

□
□

Will observe for and 
manage signs and 

symptoms of 
relocation/transfer 

stress daily

□

□
□ □

□

□

n

□
□

□

□
□

□

□

Resident Name:InitialInitial SignatureSignature
Room No:
Physician

3052110.1



Resident Care Plan 
Reduction of Transfer Trauma

initialsApproach DisciplineProblem/Need GoalsDate
Observe the resident for occurrence of/ 
or changes in:

□
• Sleep pattern
• Depression
• Anxiety
• Anger
• Confusion
• Behavior
• Appetite changes

Inform all staff to report any signs of 
transfer stress to the charge nurse 
Provide psychological support if 
needed by a psychologist, clinical social 
worker or psychiatrist 
Review Transfer Trauma Prevention 
with all staff who will care for the 
resident to insure staffs awareness of 
resident needs and preferences

□
□

□

Resident Name:InitialInitial SignatureSignature
Room No:
Physician
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Monday, September 12, 2016Date;

SUMMARY (Automatically calculated) Vacancies
Facilities 0 - 50 miles 39

Facilities 50 - 100 miles 18
Facilities 100 - 150 miles 70
Facilities 150-200 miles 126

Total 253

Phone Distance (mi) VacanciesFacility Name
Granada Rehabilitation & Wellness Center, Lp (707) 443-1627 2,6

(707) 725-4467Fortuna Rehabilitation And Wellness Center, Lp 18.3 31
(707) 923-3921Jerold Phelps Comm Hosp Snf 65.3 0

Lantern Health Crescent City (707) 464-6151 83.6 18
Good Samaritan Society - Curry Village (541) 469-3111 108.5 7

(530) 241-6756Golden Livingcenter - Redding 112.9 0
Vibra Hospital Of Northern California D/P Snf (530) 245-4112 116.2 2
Kindred Transitional Care And Rehab - Canyonwood (530) 243-6317 116.9 0
Windsor Redding Care Center (530) 246-0600 0117.7

(530) 222-2273Copper Ridge Care Center 119.4 0
(707) 964-6333Sherwood Oaks Health Center 120.3 16
(530) 221-0976Crestwood Wellness And Recovery Center 120.5 0

Marquis Care At Shasta (530) 222-3630 120.6 0
Veterans Home Of California - Redding (530) 224-3300 124.1 10

(530) 365-0025Oak River Rehab 125.4
(530) 938-4429 127.8 6Shasta View Nursing Center
(707) 459-5592 131.1Northbrook Healthcare Center 19
(530) 527-2046Brentwood Skilled Nursing 137 4
(530) 527-6232Red Bluff Health Care Center 138.6 6

Regency Care Of Rogue Valley (541) 479-2606 152 0
laurel Hill Nursing Center (541) 479-3700 152,3 0

(541) 482-2341Linda Vista Nursing & Rehab Center 153.2 11
Royale Gardens Health And Rehabilitation Center (541) 476-8891 153.4

(541) 474-1901Highland House 153.5 12
(541) 857-7777Rogue Valley Manor 155.9

Avamere Health Services Of Rogue Valley (541) 779-3551 156.9 0
Hearthstone Nursing And Rehabilitation Center (541) 779-4221 156.9 7

(541) 773-7717 157.2 0Avamere At Three Fountains
(707) 462-1436Redwood Cove Healthcare Center 157,4
(707) 462-8864Ukiah Post Acute 157.8 0
(530) 934-2834Willows Center (On Stop Placement) 170,2 5
(707) 263-6101 172.3 19Rocky Point Care Center
(707) 263-6382Evergreen Lakeport Healthcare 173.3 13
(530) 343-6084Windsor Chico Care Center 177,5 6

Windsor Chico Creek Care And Rehab Center (530) 345-1306 177,5
Riverside Convalescent Hospital (530) 343-5595 177.7 8

(530) 336-5511Mayers Memorial Hospital 179
Twin Oaks Post Acute Rehab (530) 342-4885 181 3

(530) 894-1010 181.6 12California Park Rehabilitation Hospital
(707) 894-5201Cloverdale Healthcare Center 189.2 3
(707) 994-7738Meadowood Nursing Center 189,2 10
(530) 877-7676Paradise Skilled Nursing 190.5 10
(530) 872-3200 190.7Pine View Center

Paradise Ridge Post-Acute (530) 877-9316 191,6 0
(530)473-5321Valley West Care Center 194,9 3

Myrtle Point Care Center (541) 572-2066 195.7 4
Seneca District Hospital (530) 258-2151 197.2
Marquis Plum Ridge (541) 882-6691 198.7

Vacancies Skilled Nursing
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PROPOSED RELOCATION PLAN

In conjunction with Health and Safety code Section 1336.2, the following plan is submitted 
for review due to the voluntary closure of Eureka Rehabilitation and Wellness Center, L.P. and the 
relocation of the residents.

For all transfers governed by Health and Safety Code Section 1336.2(g), the facility will take 
the following reasonable steps to safely transfer the residents, and in doing so, minimize possible 
transfer trauma by doing the following:

Ensuring that the resident’s attending physician, if available, or the facility’s medical 
director, if available, completes the medical assessment of the resident’s condition 
and susceptibility to adverse health consequences, including psychosocial effects, 
prior to written notice of transfer being given to the resident. The assessment shall 
provide recommendations for counseling, follow-up visits, and other recommended 
services, by designated health professionals, and for preventing or ameliorating 
potential adverse health consequences in the event of transfer. This assessment will 
evaluate each resident’s individual care needs and whether the proposed 
transfer/discharge locations will be appropriate to meet such care needs. The 
assessment will further evaluate any special care needs of each resident related to 
transfer or discharge. If neeessary, the psychosocial assessment shall be conducted 
by a psychologist or psychiatrist. Each resident’s medieal record will contain 
appropriate and necessary transfer/discharge orders from the resident’s attending 
physician prior to transfer/discharge.

1.

Additional Care Plans. The facility will implement a specific care plan to address the 
risks of Transfer Trauma. The facility takes the risk of transfer trauma extremely 
seriously and has developed a comprehensive care plan to address this issue. 
Attached please find a revised care plan entitled “Facility Discharge and Relocation 
Management’’. (See Exhibit 1.) This plan identifies the risks of transfer trauma and 
the related signs/symptoms, including depression, fear, denial, anger and other 
behavioral changes. Each resident will have a staff member assigned to him or her 
throughout the relocation process and they will undergo the medical assessment by a 
physician and other nursing assessments outlined in our initial relocation plan. This 
care plan includes numerous approaches to address the risk of transfer trauma prior 
to the transfer. In addition, the facility has developed a care plan entitled “Reduction 
of Transfer Trauma” for implementation by the accepting facility. (See Exhibit 2.) 
While the facility does have the authority nor the ability to control what another 
licensed skilled nursing facility will do, it will strongly recommend that each 
accepting facility implement this care plan as part of its approach to addressing the 
needs of the transfen’ed resident. Furthermore, the facility will inform each 
accepting facility prior to the transfer of a patient that we have developed a care plan 
to reduce transfer trauma and we will seek its agreement to implement the plan.

2.
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At this facility, twelve residents were transferred in November 2014 from another 
facility out of the eounty. In order to further mitigate the risks to these twelve 
residents, the faeility will obtain an additional eonsultation. Please note the last 
approach on the care plan which states: “For those residents with a previous transfer 
history, an assessment by a psychologist for special interventions required to eope 
with the potential for current transfer trauma.” In addition, we will inform the 
aecepting facility that each of these patients underwent a transfer from a facility out 
of the eounty in November 2014. For each of these residents, we will provide a 
quarterly follow up evaluation post-diseharge at our expense by a psyehologist for 
one year. Following the evaluation, the psyehologist will report to the accepting 
facility and our staff whether there are additional interventions to continue to protect 
against transfer trauma.

3.

The facility’s nursing staff and activities director shall complete an assessment, 
before written notification of transfer is given to the resident or the resident’s 
representative, of the social and physical functions of the resident based on the 
relevant portions of the minimum data set, as described in Section 14110.15 of the 
Welfare and Institutions Code. The assessment shall inelude recommendations for 
preventing or ameliorating potential adverse health consequences in the event of 
transfer and a recommendation for the type of facility that would best meet tbe 
resident’s needs. This assessment shall include participation from the nursing staff, 
the social services staff, and the activities director. This assessment shall include an 
evaluation of appropriate facilities for transfer given each resident’s eare needs.

4.

Facility staff shall meet with each resident and/or responsible party to communicate 
the following: (a) the facility is in the process of a planned voluntary closure; (b) the 
faeility will provide each resident with medical, nutritional, activities, psychosocial 
and nursing assessments prior to the issuance of a notice of transfer/discharge in 
order to ensure an appropriate, safe and orderly transfer/discharge; (c) the facility 
will provide each resident and/or responsible party with specific relocation options 
based on the resident’s individual eare needs and the resident’s and/or responsible 
party’s desires; and (d) prior to the commeneement of any transfer/discharge initiated 
pursuant to the closure, the resident and/or responsible party will receive a written 
notice of transfer/discharge which shall provide 30 days notice of the date of 
transfer/discharge. The meetings with eaeh resident and/or responsible party will 
commence immediately following an announcement of the pending closure. Until 
the closure of the facility, facility staff will conduct bi-monthly resident council 
meetings with the participation of representatives from the facility nursing staff, the 
facility administration, and the social services staff At the request of the District 
Office, facility staff will provide the District Office updated eensus sheet via 
facsimile on a regular basis.

5.

Facility staff will evaluate, prior to written notice of transfer being given to the 
resident or the resident’s representative, the relocation needs of the resident and the 
resident’s family including proximity to the resident’s representative and determine 
the most appropriate and available type of future care and services for the resident.

6.
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The facility shall discuss the evaluation and the medical assessment with the resident 
or the resident’s representative and make the evaluation and assessment part of the 
medical records for transfer. This assessment will include a discussion with each 
resident and/or responsible party regarding the appropriateness of local facility 
options given each resident’s care needs and the resident’s and/or responsible party’s 
desires. These discussions will involve social services staff and other facility 
representatives and include the provision of information about all facility options. If 
necessary, facility staff will assist residents and/or responsible parties with arranging 
for tours and interviews at local facilities. If a resident and^r responsible party 
requests information regarding facility’s out of the local community, facility staff 
will take all reasonable steps to identify other appropriate facilities in the requested 
area.

In the event that a resident or resident’s representative chooses to make a transfer 
prior to the completion of assessments, the facility shall inform the resident or 
resident’s representative in writing of the importance of obtaining the assessments 
and follow-up consultation.

7.

Facility staff will inform, at least 30 days in advance of the transfer, the resident or 
resident’s representative of alternative facilities that are available and adequate to 
meet resident and family needs.

8.

While the facility cannot predict the exact timeline of the closure process, it can take 
many months, depending on the needs of the residents. However, here is our 
projected timeline. Assuming that the Department approves the supplemented 
relocation plans by approximately September 23rd, we expect the timeline to be as 
follows:

9.

Relocation Plan submission: Approximately September 13th 
Relocation Plan approval: Approximately September 23rd
Written Notice of Closure (42 C.F.R. § 483.75(r)(l)(i)): Approximately September 24th
Cessation of admissions: Approximately September 24th
Required clinical assessments completion date: Approximately October 7th-14th
Issuance of first 30-day notices of transfer: Approximately October 15th
Transfers commence: Approximately November 14th
Completion of transfers: December 2016 - March 2017
Facility closures: December 2016 - March 2017

Upon approval of the relocation plans, we will provide the required 60-day written 
notice of closure to the ombudsman, residents, and legal representatives or 
responsible parties.

The facility will arrange for appropriate future medical care and services, unless the 
resident or resident’s representative has otherwise made these arrangements.

10.

Following the approval of the relocation plan by the Department, the facility will 
provide the required 60-day written notice of closure to the ombudsman, residents, 
and legal representatives or responsible parties in accordance with federal

11.
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regulations; In addition, at that time, we will cease all admissions at the facilities, in 
accordance with federal regulations.

The facility shall provide written notice to the affected residents or their 
representatives, advising them of the requirements in subdivision (a) of Health and 
Safety Code § 1336.2 at least 30 days prior to transfer. Additionally, the facility 
shall include notification to the residents or their representatives that the transfer 
plan is available to the resident or their representative free of charge.

12.

The facility has listed known Skilled Nursing Facilities ("SNFs") in the local 
community that currently have available beds for transfer of the residents. Given that 
the local community does not have sufficient beds to meet our placement needs, the 
facility has developed a comprehensive list of facilities, starting with the closest 
geographically. (See attached list, Exhibit 3.) The facility will update this list for the 
Department on a weekly basis. As of the date of this relocation plan, there are 
currently approximately 44 beds available in three SNFs located in the local area. 
The facility has identified a total of 253 beds, including facilities outside the local 
area.

13.

Experienced facility staff and transfer coordinators will facilitate the proposed 
discharge process by, among other things, performing assessments and 
communicating with residents, their representatives, their attending physicians, if 
available, or the facility’s medical director, if available, as well as other appropriate 
health care providers. These facility staff and transfer coordinators will also address 
the special needs of the residents with a focus on the post-discharge plan of care and 
continuum of care.

14.

The facility has submitted the proposed relocation plan to the local long-term care 
ombudsman at the same time the plan was submitted to the Department of Public 
Health.

15.

The resident shall have the right to remain at the facility for up to 60 days after the 
approved written notice of the facility’s intent to transfer the resident if an 
appropriate placement based on the relocation assessment and relocation 
recommendations has not been made. The facility will maintain an appropriate level 
of staffing in order to ensure the well-being of all residents as they continue to reside 
in the facilities.

16.
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Resident Care Plan
FACILITY DISCHARGE & RELOCATION MANAGEMENT

InitialsDisciplineProblem/Need ApproachGoalsDate
Will mitigate/ prevent 
signs and symptoms of 

transfer stress related to 
facility closure daily

Provide the resident and or legal 
representative appropriate notice of 
transfer/discharge to promoted 
Informed Choice
Collaboration with other external 
providers, i.e. home health, hospice, 
rehab, pharmacy etc. to insure 
continuity of services 
Close communication with the 
attending physician and reporting of 
any changes in resident condition and 
or behavior related to the possible 
discharge trauma
Reach out and encourage involvement 
of resident's support person through 
out the closure (family member, legal 
representative, significant other or 
friend).
Host and organize ongoing Support 
Group Meeting to answer questions 
from resident and or responsible party. 
Use this platform to encourage 
verbalization of feelings during these 
sessions.
Involve the resident if all possible in the 
relocation/discharge process.
Provide continuity of care from direct 
care staff.
Coordination of
discharge/placement/transfer through
IDT process and completion of all
appropriate document
Complete and provide documentation
relevant to care instructions and
medical information to the receiving
facility/institution
Provide the resident or responsible
party with information about the
receiving facility- location, setting and
services provided
Provide the resident with a tour of the 
receiving facility if practical, encourage 
the responsible party to tour the facility 
Identify the resident's coping technique 
and use those if necessary (coping
technique______________________ )
Observe the resident for occurrence of/ 
or changes in:

• Sleep pattern______________

• At risk for stress- 
related symptoms 
and/or adverse 
reactions due to 
facility closure but 
not limited to the 
following:
□ Isolation
□ Depression
□ Denial
□ Anger
□ Fear
□ Anxiety/ 

Separation 
anxiety

□ Withdrawal
n Behavioral

Changes

□

□
Will observe for and 

manage signs and 
symptoms of 

relocation/discharge 
stress daily

□

□

□
Name and title of 
primary staff 
member assigned to 
resident during the 
relocation process: □

□• Type of Placement 
and Address AND 
Phone # of the 
possible
facility/institution 
resident is

□

□transferring to:
Type of 
Placement:

□Facility Name:

Address:
□

Phone Number: □

□

Resident Name:Initial SignatureInitial Signature
Room No:
Physician
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Resident Care Plan
FACILITY DISCHARGE & RELOCATION MANAGEMENT

Problem/Need Approach Discipline InitialsGoalsDate
• Depression
• Anxiety
• Anger
• Confusion
• Behavior
• Appetite

Provide psychological support if 
needed by a psychologist, clinical social 
\worker or psychiatrist 
For those residents with a previous 
transfer history, an assessment by a 
psychologist for special interventions 
required to cope with the potential for 
current transfer trauma

□

□

Resident Name:Initial SignatureInitial Signature
Room No:
Physician
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Resident Care Plan 
Reduction of Transfer Trauma

Problem/Need GoalsDate Approach Discipline Initials
Will express feelings 

related to the transfer 
dally

• At risk for decline in 
psychosocial well
being due to facility 
closure and 
unexpected move to 
a new environment 
as evidenced by:
□ Withdrawal 

from social 
contact

□ Depression
□ Fear
□ Anxiety
□ Sleep Pattern 

Disturbance
□ Loss of Appetite
LI Behavioral

Changes

Provide the resident with a tour of the 
facility
Introduce the resident to all 
department heads and how they can 
contact them- daily visits for the first 
three days and then as needed 
Introduce the resident to their 
roommate and the Resident Council 
President
Inform the resident of the next resident
council meeting date
Ask the resident council president to
identify another resident if possible as a
transfer buddy to support and guide the
resident
Provide and review the activity calendar 
with the resident and identify which 
activities the resident would like to 
attend
Extend a personal invitation to the 
activities the resident expressed an 
interest in-arrange an escort to the 
activity
Review the daily routine of the facility 
with the resident and accommodate 
his/her wishes
Help the resident to unpack personal 
belongings and personalize the room 
Communicate with the attending 
physician and inform the resident when 
the physician will visit 
Encourage involvement of resident's 
family or support person during the 
facility orientation
Inform the Ombudsman of the arrival of 
the resident and facilitate a visit 
Introduce the direct care staff and 
provide continuity of care on a daily and 
shift to shift basis 
Review documentation that 
accompanied the resident relevant to 
care instructions and medical 
information
Review psycho-social history of the 
resident to begin a patient centered 
care plan
Review the residents coping skills and 
support the use of the coping 
mechanism as much as possible

□
□

Will observe for and 
manage signs and 

symptoms of 
relocation/transfer 

stress daily

□

□
□

□

□

□

□
□

□

□
□

□

□

□

initial Initial Resident Name:Signature Signature
Room No:
Physician
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Resident Care Plan 
Reduction of Transfer Trauma

Problem/Need GoalsDate Approach Discipline Initials
Observe the resident for occurrence of/ 
or changes in:

□
• Sleep pattern
• Depression
• Anxiety
• Anger
• Confusion
• Behavior
• Appetite changes

Inform all staff to report any signs of 
transfer stress to the charge nurse 
Provide psychological support if 
needed by a psychologist, clinical social 
worker or psychiatrist 
Review Transfer Trauma Prevention 
with all staff who will care for the 
resident to insure staff's awareness of 
resident needs and preferences

□
□

□

initial Initial Resident Name:Signature Signature
Room No:
Physician
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Monday, September 12, 2016Date:

SUMMARY (Automatically calculated) Vacancies
Facilities 0 - 50 miles 39

Facilities 50 - 100 miles 18
Facilities 100 - 150 miles 70
Facilities 150 - 200 miles 126

Total 253

Distance (mi) VacanciesFacility Name Phone
Granada Rehabilitation & Wellness Center, Lp (707) 443-1627 2.6 8
Fortune Rehabilitation And Wellness Center, Lp (707) 725-4467 18.3 31

(707) 923-3921Jerold Phelps Comm Flosp Snf 65.3 0
(707) 464-6151Lantern Health Crescent City 83.6 18

Good Samaritan Society - Curry Village (541) 469-3111 108.5 7
Golden Livingcenter - Redding (530) 241-6756 112.9 0
Vibra Flospital Of Northern California D/P Snf (530) 245-4112 116.2 2
Kindred Transitional Care And Rehab - Canyonwood (530) 243-6317 116.9 0

(530) 246-0600Windsor Redding Care Center 117.7 0
Copper Ridge Care Center (530) 222-2273 119.4 0

(707) 964-6333Sherwood Oaks Fiealth Center 120.3 16
Crestwood Wellness And Recovery Center (530) 221-0976 120.5 0
Marquis Care At Shasta (530) 222-3630 120.6 0
Veterans Home Of California - Redding (530) 224-3300 124.1 10

(530) 365-0025Oak River Rehab 125.4
(530) 938-4429Shasta View Nursing Center 127.8 6
(707) 459-5592Northbrook Ffealthcare Center 131.1 19

Brentwood Skilled Nursing (530) 527-2046 137 4
Red Bluff Fiealth Care Center (530) 527-6232 138.6 6

(541) 479-2606Regency Care Of Rogue Valley 152 0
(541)479-3700laurel Hill Nursing Center 152.3 0
(541) 482-2341Linda Vista Nursing & Rehab Center 153.2 11

Royale Gardens Fiealth And Rehabilitation Center (541) 476-8891 153.4
(541) 474-1901Flighland Flouse 153.5 12
(541) 857-7777Rogue Valley Manor 155.9
(541) 779-3551Avamere Fiealth Services Of Rogue Valley 156.9 0
(541) 779-4221Flearthstone Nursing And Rehabilitation Center 156.9 7
(541) 773-7717Avamere At Three Fountains 157.2 0
(707) 462-1436Redwood Cove Flealthcare Center 157.4

Ukiah Post Acute (707) 462-8864 157.8 0
(530) 934-2834Willows Center (On Stop Placement) 170.2 5
(707) 263-6101Rocky Point Care Center 172.3 19
(707) 263-6382Evergreen Lakeport Fiealthcare 173.3 13
(530) 343-6084Windsor Chico Care Center 177.5 6

Windsor Chico Creek Care And Rehab Center (530) 345-1306 177.5
Riverside Convalescent Hospital (530) 343-5595 177.7 8
Mayers Memorial Flospital (530) 336-5511 179
Twin Oaks Post Acute Rehab (530) 342-4885 181 3

(530) 894-1010California Park Rehabilitation Flospital 181.6 12
Cloverdale Flealthcare Center (707) 894-5201 189.2 3
Meadowood Nursing Center (707) 994-7738 189.2 10

(530) 877-7676Paradise Skilled Nursing 190.5 10
(530) 872-3200Pine View Center 190.7
(530) 877-9316Paradise Ridge Post-Acute 191.6 0
(530)473-5321Valley West Care Center 194.9 3

Myrtle Point care Center (541) 572-2066 195.7 4
(530) 258-2151Seneca District Flospital 197.2

Marquis Plum Ridge (541) 882-6691 198.7

Vacancies Skilled Nursing


