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Summary Statement of Deficiencies
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COMPLIANCE WITH 489.24
CFR(S): 489.20(1)

[The provider agrees,] in the case of a hospital as defined in 489.24(b), to comply with
489.24.

This STANDARD is not met as evidenced by:

Based on medical record review, staff interview, video review, and review of facility
policies and procedures, the facility failed to ensure 2 of 20 sample patients (#6, #10)
received amedical screening examination. In addition, the facility failed to ensure that
a patient was not transferred unless the patient requested the transfer in writing or a
physician signed a certification that the medical benefits outweighed the risks for 1 of
5 patients (#2) reviewed who had an emergency medical condition and was
transferred to another facility. The findings were: Refer to C-2406 for details on the
facility&#x27;s failure to ensure patients #6 and #10 received adequate medical
screening examinations. Refer to C-2409 for details on the facility& #x27;s failure to
ensure patient #2 was not transferred to another facility without the patient& #x27;s
written request or a certification signed by the physician stating the benefits
outweighed the risks.



