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Requirements

The bond required by section 198.096, RSMo, for
operators holding personal funds of residents
shall be in a form approved by the depariment
and shall provide that residents who allege that
they have been wrongfully deprived of moneys
held in trust may bring an action for recovery
directly against the surety. The bond shall be in
an amount equal to at least one and one-half (1
1/2) times the average monthly balance of the
residents ' personal funds, including residents '
petty cash, or the average total of the monthly
balances for the preceding twelve (12) months.
The avérage monthly balance(s) or the average
total of the monthly balance(s) shall be rounded
to the nearest one thousand dollars ($1,000).
One (1) bond may be used to cover the residents
" funds in more than one (1) facility operated by
the same operator, if the facility is a multilicensed
facility on the same premises. If not on the same
premises, then ane (1) bond may be used if the
bond specifies the amount of coverage provided
for each individual facility and the coverage for
each facility is a minimum of one thousand
dollars ($1,000). W11

This regulation is not met as evidenced by:
Class Il

Based on interview and record review, the facility
failed to maintain the surety bond (a purchased
bond for security of residents’ personal funds)
amount for at least one and one half times the
average monthly balance of the residents’
personal funds for the last 12 consecutive months
from December, 2024 through July, 2025. This
had the potential to affect all residents for whom
the facility holds personal funds. The facility
census was 38.
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Review of the residents’ personal funds account
for the last 12 consecutive months from
December, 2024 through July, 2025 showed:

- The facility's approved bond amount equaled
$35,000;

- The average monthly balance for the residents’
personal funds equaled $23,690.37:

- An average monthly balance of $23,690.37
rounded to the nearest thousand equaled
$24,000, at one and one half times will equal the
required bond amount of at least $36,000.

Review of the facility's approved bond, dated
07/13/21, showed the amount for $35,000.

During a telephone interview on 08/29/2025 at
2:17 P.M., the Administrator said he/she will have
the bond increased next week.
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