
LEAVING THE SKILLED NURSING FACILITY:
A GUIDE FOR FAMILIES



More and more, hospitals are places for only acute care, such as major sur-

gery, intensive care, or comprehensive tesƟ ng and immediate treatment for 

a serious illness.  Once the crisis has passed, the paƟ ent is oŌ en transferred 

to a Skilled Nursing Facility (“SNF”).  These faciliƟ es are able to administer 

medicaƟ ons and provide intensive therapy to get the paƟ ent back on her 

feet. 

When the medical personnel at the SNF have determined that a paƟ ent no 

longer needs that level of treatment, or that he has reached a point where 

he won’t improve further, they will noƟ fy the paƟ ent and his family that he 

will be discharged. 

 

What should you do if you know that you are not able to take care of your 

husband when he gets home, or if you’re afraid that your mother can’t take 

care of herself? What should you be thinking about, and what decisions do 

you need to make?



1.  Is the pa  ent really ready to leave?

The SNF is required to give families at least 3 days’ noƟ ce, in wriƟ ng, be-
fore a paƟ ent is discharged.  If you believe he would benefi t from staying 
longer, you can fi le an appeal with Medicare asking that they conƟ nue to 
pay for SNF Care.  The discharge form should include the phone number 
you can call to fi le this appeal. If it doesn’t, ask the SNF Discharge Planner 
for this informaƟ on.

If you agree that the paƟ ent will no longer improve, but you need a few 
more days to make arrangements, ask the Discharge Planner if she can 
stay for a few days on a private pay basis.  If that is not possible, see 
if the SNF is able to work with Medicare to extend the stay for a short 

Ɵ me.

_________________________________________________

2.  Can I get some help to take care of the pa  ent at home?

There are many “non-medical” home care agencies that can provide 
aides to assist with bathing, dressing and transporƟ ng.  They can also 
help with cooking, light housekeeping and transportaƟ on.  Aides can be 
provided for a few hours, or for 24-hour care.  Some agencies will bill 
a long-term care insurance company directly, and others accept ALTCS 
(Medicaid) if the paƟ ent is otherwise eligible.  Look under “Home Care 
Agencies” in the yellow pages or Internet, or the Discharge Planner may 
have some recommendaƟ ons.

Some non-profi t agencies can also provide a few hours of care, respite 
for family caregivers or meal preparaƟ on for liƩ le or no cost.   Examples 
in our area include Duet, www.duetaz.org,  602-274-5022, or the Area 
Agency on Aging, www.aaaphx.org, 602-264-2255.

There are also agencies that provide home medical care, such as admin-
istering intravenous medicaƟ ons and physical or respiratory therapy.  
You can fi nd these under “medical home care.” The Discharge Planner 

or home care agency may also have some recommendaƟ ons.  If your 
doctor has ordered medical care at home, he may select the provider, or 
make a recommendaƟ on.  

_________________________________________________

3.  If the pa  ent can’t go home, where can he go?

There is a great variety of residenƟ al care faciliƟ es in Arizona. These are 
some of the terms you will hear:

a. Independent Living:  These are usually apartments or paƟ o homes for 
individuals above a certain age.  The living units are designed with aging 
adults in mind, so they are usually one-story with wide doorways and 
nothing that would impede a walker or wheelchair.  Some meals in a 
common area may be included, or at least available, and there are usu-
ally a variety of planned social acƟ viƟ es.  Many adults are able to stay in 
independent living faciliƟ es for many years with the assistance of Home 
Care Agencies.

b. Re  rement Communi  es are restricted to residents over a certain 
age (usually 62), and they usually provide a lot of social acƟ viƟ es. Sun 
City, Sun Lakes and Leisure Village are examples of ReƟ rement Commu-
niƟ es. The living units are usually barrier-free, and they may have some 
of the other types of faciliƟ es listed here on their property, but the basic 
reƟ rement communiƟ es do not provide any services or assistance to 

residents who need a liƩ le extra help.

c. Assisted living is for adults who need help with everyday tasks. They 
may need help with dressing, bathing, eaƟ ng, or using the bathroom, 
but they don’t need full-Ɵ me nursing care. The residents may live in 
small studio apartments, or in a room, with or without a roommate, and 
the faciliƟ es provide meal service and social acƟ viƟ es similar to (and 
someƟ mes shared by) Independent Living faciliƟ es. Some assisted living 
faciliƟ es are part of reƟ rement communiƟ es. Others are near skilled 
nursing faciliƟ es, so a person can move easily if needs change.



d. Memory Care faciliƟ es are specifi cally licensed to care for individuals 
with demenƟ a.  Like assisted living, they can be free-standing, or they 
can be part of reƟ rement communiƟ es, which would enable a resident 
to transiƟ on from one level of care to another, or allow spouses to live 
on the same campus.

e. Care Homes are private residences licensed by the State of Arizona 
to provide Assisted Living and/or Memory Care level of care to a small 
number of residents (usually less than 10) in a home seƫ  ng.  These are 
oŌ en less expensive than insƟ tuƟ onal faciliƟ es.

f. Con  nuing Care Residen  al Communi  es (“CCRC”) are communiƟ es 
that include independent living, assisted living, memory care and skilled 
nursing faciliƟ es on the same campus.  Once someone has paid the fee 
and moved into the independent living area, she can progress to the 
other secƟ ons if and when needed for liƩ le or no further cost. 
 

_________________________________________________

4. What does this care cost?

There is a range of cost for every type of care that can be chosen.  Home 
care agencies charge an hourly rate, and the cost of care homes or 
other residenƟ al faciliƟ es ranges from approximately $3,000 - $8,000/
month, depending on the ameniƟ es and the level of care provided.  

5. How will we pay for this? 

Most families pay for Long Term Care from with their income and sav-
ings.  If you purchased private Long Term Care insurance, or it was pro-
vided by your employer, it can help off set some of the cost.

Some public benefi ts may be available to help. For example, Veterans 
who served during warƟ me or their surviving spouses may be eligible for 
a pension benefi t, including an addiƟ onal benefi t if they are homebound 
or require regular aid and aƩ endance.  The Arizona Long Term Care Sys-
tem (“ALTCS”), Arizona’s Medicaid program, will cover the cost of long-

term care for individuals who meet strict medical and fi nancial criteria.

_________________________________________________

6. What about Medicare? 

Medicare does not cover the cost of non- acute or “custodial care,” such 
as non-medical home care, independent or assisted living, or even resi-
dence in a memory-care unit for people suff ering from demenƟ a due to 
a stroke, Alzheimer’s or other cause.  

Medicare will cover up to 100 days in a Skilled Nursing Facility if the 
paƟ ent was admiƩ ed to a hospital for at least 3 days within 30 days of 
admission to the SNF. If the paƟ ent is admiƩ ed back to the hospital for 
at least 3 days (even if it is during a period of residence in an SNF, but for 
a diff erent illness), and is then discharged to the SNF, the “clock” starts 
over again. There is no limit to the number of Ɵ mes Medicare will cover 
100 days of skilled nursing, provided it is preceded by at least 3 days of 

hospitalizaƟ on.  

Medicare covers 100% of the cost of the SNF for the fi rst 20 days.  For 
80 days aŌ er that, Medicare covers 80% of the cost. If the paƟ ent has a 
supplemental insurance policy, that policy will cover all or part of the re-
maining 20%; if not, the paƟ ent is personally responsible for that co-pay.  
Once Medicare will no longer cover Skilled Nursing Care, either because 



they’ve decided it’s not medically necessary, or the 100 days has run out, 
a supplemental policy won’t cover it, either.

For seriously ill paƟ ents, Medicare covers up to 80% of the cost of an ad-
diƟ onal 60 days.  This is a lifeƟ me allowance, so once the addiƟ onal 60 
days has been used, they are no longer available, even aŌ er a separate 
hospitalizaƟ on.

Medicare Part B pays for most (but not all) medical home care if it was 
included in the discharge orders from the SNF, or if it is prescribed by a 
physician.  There is no cap on the amount or duraƟ on of care that they 

will pay for, as long as a doctor conƟ nues to order it.

_________________________________________________

7. Who decides where the person should go?

Ideally, the paƟ ent herself will be able to express her preference about 
where she wants to go, and the type of care with which she is most com-
fortable.  If this is not possible due to her illness, the next best thing is for 
her to have signed Advance DirecƟ ves when she was competent to make 
decisions.  These authorize someone to act in her behalf when her illness 
prevents her from making an informed decision, or she is not able to com-

municate the decisions she has made.

There are several types of Advance Direc  ves:

a. A general power of a  orney appoints an agent to make fi nancial deci-
sions on behalf of the incapacitated adult, such as paying his bills and 
managing his assets.

b. A health care power of a  orney appoints an agent to make healthcare 
decisions on behalf of an incapacitated adult, such as where she should 
get care, what kind of treatment is acceptable, and when the decision 
should be made to withhold further treatment.  A living will oŌ en goes 
hand-in-hand with a health care power of aƩ orney. This is the document 

in which an individual expresses her desires about these decisions.
c. A mental health power of a  orney is either a separate document, or 

a part of the healthcare power of aƩ orney that is signed separately, ap-
poinƟ ng an agent to make the decision to admit the paƟ ent into a Level 
One Mental Health facility.  A secure memory care unit is considered 
such a facility in Arizona.

d. A will can also be considered an advance direcƟ ve. This is the docu-
ment in which an individual decides how his assets will be distributed 
aŌ er his death, and who will manage his estate.  He can also idenƟ fy a 
guardian for any minor children or disabled dependents he may leave 
behind.

What if there are no advance direc  ves?

If the individual hasn’t signed a Medical Power of AƩ orney in advance, 
she may be able to sign a Health Care Proxy to make decisions about a 
parƟ cular period of hospitalizaƟ on or care.  For fi nancial decisions, an in-
dividual may have given a child signature authority on his bank account, 
or his assets may be held in trust and managed by a Trustee.  Since 
Arizona is a community property state, an individual’s spouse generally 
has equal authority to make decisions regarding fi nancial maƩ ers.  In 
extreme cases, when no agent has been appointed, and the individual is 
physically or mentally incapacitated, a guardian and/or conservator may 
need to be appointed by the Probate Court to make decisions for the 
individual.

8. Who can help with all of these decisions?



Placement Services can help you idenƟ fy a residenƟ al facility that meets 
both your care needs and your budget, and can coordinate the admis-
sion process. 

Geriatric Care Managers can assess the paƟ ent’s needs and make rec-
ommendaƟ ons for care providers. They can interface with the paƟ ent’s 
doctors, and make sure that all services are coordinated.

An aƩ orney who specializes in wills and trusts or elder law can help with 
advance direcƟ ves, guardianships and conservatorships and benefi ts 
planning. Forms for Health Care Powers of AƩ orney and Living Wills are 
available on the Arizona AƩ orney General’s website at www.azag.gov.  

Marsha Goodman, A  orney, PLLC, a Life Care Planning Law Firm, pro-
vides many of these services in a single, integrated process called a Life 
Care Plan.  Our team of legal and social services professionals will work 
with you and your family to develop a plan of acƟ on to handle the legal, 
fi nancial, health care, housing and long-term care needs now and in the 
future, including assistance qualifying and applying for public benefi ts 
if it should become necessary.   Once the plan is in place, the Elder Care 
Coordinator will monitor the care and serve as the family’s advocate, 
bringing the aƩ orney in to resolve any problems that may arise.

Marsha Goodman, A  orney, PLLC                                                                            
www.marshagoodmana  orney.com                                                                   

marsha@marshagoodmana  orney.com                                                                                                                                              
602.513.0300
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