
Sample 2015-16 Department of Public Health Citations for Illegal Evictions 
 
 
CONTRA COSTA COUNTY 
 
Greenridge Senior Care 
Richmond 
Issued 03/18/2015 
 
A 90-year-old female resident who was Medi-Cal eligible was transferred to the hospital on 
1/12/15. The facility told the resident's daughter that if she wanted to hold her mother's bed, 
she would have to pay $280 per day.  On 1/20/15, the facility refused to readmit the patient 
from the hospital, even though there were two available female beds. The facility was cited for 
failing to provide a written bed-hold notice and failing to readmit the resident to the first 
available bed after hospitalization. 
 
 
SANTA CLARA COUNTY 
 
Amberwood Gardens 
San Jose 
Issued 7/16/2015 
 
The facility failed to readmit a resident for approximately seven months from December 2014 
through July 2015 following a hospitalization that exceeded the bed-hold period. Hospital staff 
stated that they had contacted the facility several times regarding readmission, and it stated 
multiple reasons why it could not readmit him including no male bed availability. Records and 
interviews indicated male bed availability during the relevant time period. The facility was cited 
for failing to follow its policy on readmission, which resulted in a violation of the resident’s right 
to readmission as required by law. 
 
 
LOS ANGELES COUNTY 
 
Allen Care Convalescent Hospital Corporation 
Glendale 
Issued 10/31/2015 
 
On 8/26/15, a resident who had schizophrenia and behavioral symptoms that included 
episodes of agitation and physical aggression towards residents was sent to the hospital for an 
evaluation. On 9/4/15, the hospital declared that she was ready for discharge back to the 
facility. The facility refused to readmit her. The resident had to remain in the hospital  and was 
upset because she wanted to go back to the facility. On 9/1415, a Refusal to Readmit Appeal 
was conducted where it was determined that the facility failed to give the required written bed-
hold notice and readmit the resident. 
 
 
 
 



Imperial Crest Health Care Center 
Hawthorne 
Issued 05/26/2015 
 
A male resident was living at a Board and Care prior to admission to the SNF on November 29, 
2012. On December 4th it was discovered that he had a right hip fracture. On December 10, 
2012, a resident was ready to leave the General Acute Care Hospital following surgical repair 
of the right hip. The facility refused to accept the resident's return after a 7-day bed hold. The 
facility failed to follow its policy regarding the seven-day bed hold. The facility failed to re-admit 
the resident to the facilty within the seven-day bed hold, after receiving treatment at the GACH. 
 
 
Goldstar Healthcare Center of Inglewood 
Inglewood 
Issued 11/04/2015 
 
On March 25, 2014 a resident was transferred from the facility to a general acute care hospital 
due to aggressive behavior towards staff. He was seen at the emergency room and discharged 
back to the facility. The facility stated that the resident's readmission had to be approved by the 
physician and the facility refused to readmit him and sent him back to the GACH. A review of 
the GACH's physician order dated 4/7/14 indicated that the discharge back to the facility was 
cleared by psych. The facility failed to provide the resident with a written 7-day bed hold notice 
or readmit the resident to the first available male bed after a physician's order dated April 7, 
2014 indicated he was cleared to return to the facility. 
 
 
Brentwood Health Care Center 
Santa Monica 
Issued 12/24/2015 
 
On 9/17/15, a Psychiatric Emergency Team was called to transport a resident to the hospital 
for psychiatric evaluation. Prior to the call, the resident had been screaming in the hallway 
because he hadn't been served a hot dog at dinner, yelling about his new roommate, and had 
been verbally abusive to others, including staff and visitors. On 9/21 the hospital determined 
that he was stable and doing well and ready to be discharged back to the nursing home. The 
facility administrator did not feel readmission appropriate. The resident subsequently was 
discharged to an alternate facility which upset the resident. The facility was cited for failing to 
provide the resident with the proper bed-hold notification upon being transferred to the hospital. 
 
 
Mountain View Convalescent Hospital 
Sylmar 
04/21/2016 
 
On 4/27/13, a 59 year old male resident was admitted to the facility with cellulitis (bacterial 
infection) and abscesses on his legs. On 5/1/13, the resident was transferred to a hospital for 
evaluation of his legs. That same day, the facility refused to readmit the resident unless he 
signed a new admission contract with specific conditions regarding his behavior. The resident 
was discharged from the hospital at or around 5/12/13, and lived on the streets until he was 
finally readmitted to the facility on 5/23/13. 



 
 
SAN DIEGO COUNTY 
 
 
Clairemont Healthcare & Wellness Centre, LLC 
San Diego 
Issued 2/6/2015 
 
On September 10, 2014, the facility refused to readmit a resident who was transferred to the 
emergency room for evaluation of his behavior and medication adjustment.  The resident 
demonstrated no behavioral issues during his 18 hour stay in the emergency room, and was 
cleared for discharge back to the facility by the hospital psychiatrist.  According to the 
emergency room records, the facility LN “Stated, we are not accepting the patient back to our 
facility.  I have spoken to the administrator and we are aware of the penalties and fines for 
patient dumping and do not care.”  
 
 
KERN COUNTY 
 
Bakersfield Healthcare Center 
Bakersfield 
Issued 03/16/2016 
 
The facility failed to notify the resident in writing of the right to exercise a 7 day bed hold 
provision. The Administrator stated that the resident was transferred to a acute hospital 
because of the residents behavior, and was not offered a seven day bed hold and the facility 
decided not to readmit the resident back to the facility. The House Manager at the acute 
hospital was interviewed and she stated that the resident was medically stable, but was still at 
the hospital because the facility was refusing to readmit the resident. 
 
 
The Rehabilitation Center Of Bakersfield 
Bakersfield 
Issued 03/16/2016 
 
The facility failed to notify the resident in writing of the right to exercise a 7 day bed hold 
provision. The facility failed to provide written notice that should include information that a non 
Medi-Cal resident will be liable for the cost of the bed hold days, and their primary insurance 
may or may not cover such costs. The facility refused to readmit the resident back to the 
facility due to the residents primary insurance not paying for the residents stay. The facility 
Administrator stated he would not accept the resident for free. This violation likely caused 
significant humiliation, indignity, anxiety, or emotional trauma to the resident. 
 
 
Golden Living Center - Shafter 
Shafter 
Issued 03/14/2016 
 
On 2/10/16, the facility transferred a resident on Medi-Cal to the hospital for behavior reasons. 



The facility was cited because it failed to offer a seven day bed hold, failed to offer the first 
available bed to the resident and did not readmit the resident even after the hospital reported 
she was medically stable. 
 
 
MERCED COUNTY 
 
Anberry Nursing and Rehabilitation Center 
Atwater 
Issued 04/27/2016 
 
A resident who was admitted to the facility on 9/8/15 was transferred to the ER on 9/15 for 
chest pain and decreased oxygen levels. The facility refused to readmit the resident and she 
was transferred to another facility located more than one hundred miles from her home and 
family. The resident suffered from pneumonia, septicemia, anxiety, pain, depressive and 
bipolar disorder, and an obstructive airway that required use of supplemental oxygen. The 
facility told investigators that it was their practice to release the bed if the resident didn't 
request a bed-hold in writing within 24 hours. When interviewed, the hospital Program 
Manager stated that their request to discharge the resident back to the facility had been sent 
on 9/17 and the facility response was that there were no available beds. The facility was cited 
for an improper transfer and discharge 
 
 
STANISLAUS COUNTY 
 
Vintage Faire Nursing And Rehabilitation Center 
Modesto 
Issued 07/06/2015 
 
As part of an effort to "free up more space for . . . residents from the acute care setting who 
needed short term rehabilitation" the facility transferred seven residents in March 2015. The 
residents were not given written or advance notice, preparation, or orientation and had not 
sought a transfer. Some of the residents had been at the facility for years and had friends and 
family who lived nearby but were nonetheless transferred to other nursing homes 35 or more 
miles away. Many of the friends or family members (including responsible parties) were not 
told of the move until they came to the facility to visit. The facility was cited for failing to provide 
safe and orderly transfers. As a result of the transfers, the residents were sad, depressed, and 
confused. 
 
 
Evergreen Nursing & Rehabilitation Care Center 
Modesto 
Issued 1/12/2015 
 
On 10/1/14, Evergreen Nursing and Rehabilitation refused to readmit a 68 year old male 
resident, after his six-day hospitalization at a Behavioral Health Center.  Instead, police 
transported the resident to crisis housing, which can only keep residents for 24 to 48 hours, 
against the resident's will and without any of his medications, clothing, or belongings. On 
10/3/14, the resident was taken to a Board and Care facility, where he continued to express his 



desire to go home, to Evergreen Nursing, where he had lived for three years prior to the 
hospitalization. 
 
 
Avalon Care Center 
Modesto 
Issued 3/16/2016 
 
In April 2015 the facility began discharging all of its residents to make way for a new owner 
who wanted to "convert the facility to a sub-acute setting" and "didn't want long-term care 
residents." No written discharge notices were provided to any residents and the facility did not 
have legal justification for any of the discharges.  A male resident was discharged on 12/2/15 
to an out of state nursing home over 900 miles away. His family was forced to scrape together 
enough funds to send the resident and a family member chaperone on an airplane to get to the 
new nursing home. On the morning of the flight, the resident was not given his medications, his 
bags were not packed, and he had not eaten. He was not given any disposable briefs despite 
being incontinent. He cried on the plane and sat in a wet and soiled brief for twelve hours. 
When he arrived at his new facility, he had an excoriated buttocks and perineum. The facility 
was cited for violating the resident's transfer and discharge rights. 
 
In April 2015 the facility began discharging all of its residents to make way for a new owner 
who wanted to "convert the facility to a sub-acute setting" and "didn't want long-term care 
residents." No written discharge notices were provided to any residents and the facility did not 
have legal justification for any of the discharges. A male resident was discharged on 10/20/15 
to his pregnant daughter's mobile home. He had multiple physical disabilities which required 
two people to assist him with many activities of daily living. On 1/15/16, the resident had 
declined, was riddled with bedsores, and his daughter was overwhelmed, stating "we can't do 
this anymore." The facility failed to ensure the resident was discharged to a safe environment 
with prepared caregivers and was cited for violating the resident's transfer and discharge rights 
and for failing to provide adequate preparation and planning prior to discharge. 
 
In April 2015 the facility began discharging all of its residents to make way for a new owner 
who wanted to "convert the facility to a sub-acute setting" and "didn't want long-term care 
residents." No written discharge notices were provided to any residents and the facility did not 
have legal justification for any of the discharges. On 10/5/15, the facility transferred a female 
resident who had lived there for 12 years to a different nursing home. Despite her long 
residency and significant care needs, she was not given any preparation or orientation prior to 
transfer. She stated that she felt she "didn't have a choice" and had to leave. Upon arriving at 
the new nursing home, she became depressed and "did nothing but cry." She even engaged in 
a hunger strike, losing nine percent of her body weight in one month. Eventually she was 
readmitted to the facility. The facility was cited for violating the resident's transfer and 
discharge rights and for sending her out against her will. 
 
 


