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1200‐08‐06‐.04 ADMINISTRATION.
…(5) The facility shall make reasonable efforts to safeguard personal property and
promptly investigate complaints of such loss. A record shall be prepared of all clothing,
personal possessions and money brought by the resident to the nursing home at the time of
admission. The record shall be filled out in duplicate. One copy of the record shall be given
to the resident or the resident’s representative and the original shall be maintained in the
nursing home record. This record shall be updated as additional personal property is
brought to the facility.
(6) The facility shall maintain a surety bond on all resident funds held in trust. Such surety
bonds shall be sufficient to cover the amount of such funds. The surety bond shall be an
agreement between the company issuing the bond and the nursing home and shall remain
in the possession of the nursing home.
(7) If the facility holds resident funds, such funds shall be kept in an account separate from
the facility’s funds. Resident funds shall not be used by the facility. The facility shall
maintain and allow each resident access to a written record of all financial arrangements
and transactions involving the individual resident’s funds. The facility shall provide each
resident or his/her representative with a written itemized statement at least quarterly of all
financial transactions involving the resident’s funds.
(8) Within thirty (30) days of a resident’s death, the facility shall provide an accounting of
the resident’s funds held by the facility and an inventory of the resident’s personal property
held by the facility to the resident’s executor, administrator or other person authorized by
law to receive the decedent’s property. The facility shall obtain a signed receipt from any
person to whom the decedent’s property is transferred.
(9) Upon the sale of the facility, the seller shall provide written verification that all the
resident’s funds and property have been transferred and shall obtain a signed receipt from
the new owner. Upon receipt, the buyer shall provide, to the residents, an accounting of
funds and property held on their behalf.
… (17) Documentation pertaining to the payment agreement between the nursing home and
the resident shall be completed prior to admission. A copy of the documentation shall be
given to the resident and the original shall be maintained in the nursing home records.
(18) The nursing home shall ensure a framework for addressing issues related to care at the
end of life.

1200‐08‐06‐.05 ADMISSIONS, DISCHARGES, AND TRANSFERS.

…3) Prior to the admission of a resident to a nursing home or prior to the execution of a
contract for the care of a resident in a nursing home (whichever occurs first), each nursing
home shall disclose in writing to the resident or to the resident’s guardian, conservator or
representative, if any, whether the facility has liability insurance and the identity of the
primary insurance carrier. If the facility is self‐insured, their statement shall reflect that fact
and indicate the corporate entity responsible for payment of any claims.
(4) Any residential facility licensed by the board of licensing health care facilities shall upon
admission provide to each resident the division of adult protective services’ statewide toll‐
free number: 888‐277‐8366.

1200‐8‐6‐.06 BASIC SERVICES.
…Telephones shall be readily accessible and at least one (1) shall be equipped with sound
amplification and shall be accessible to wheelchair residents.

1200‐08‐06‐.12 RESIDENT RIGHTS.
(1) The nursing home shall establish and implement written policies and procedures setting
forth the rights of residents for the protection and preservation of dignity, individuality and,
to the extent medically feasible, independence. Residents and their families or other
representatives shall be fully informed and documentation shall be maintained in the
resident’s file of the following rights:
(a) To privacy in treatment and personal care;
(b) To privacy, if married, for visits by his/her spouse;
(c) To share a room with his/her spouse (if both are residents);
(d) To be different, in order to promote social, religious and psychological well being;
(e) To privately talk and/or meet with and see anyone;
(f) To send and receive mail promptly and unopened;
(g) To be free from mental and physical abuse. Should this right be violated, the facility
must notify the department within five (5) working days. The Tennessee Department of
Human Services, Adult Protective Services shall be notified immediately as required in
T.C.A. §71‐6‐103;
(h) To be free from chemical and physical restraints;
(i) To meet with members of and take part in activities of social, commercial, religious and
community groups. The administrator may refuse access to the facility to any person if that
person’s presence would be injurious to the health and safety of a resident or staff, or would
threaten the security of the property of the resident, staff or facility;
(j) To form and attend resident council meetings. The facility shall provide space for
meetings and reasonable assistance to the council when requested;
(k) To retain and use personal clothing and possessions as space permits;
(l) To be free from being required by the facility to work or perform services;
(m) To be fully informed by a physician of his/her health and medical condition. The facility
shall give the resident and family the opportunity to participate in planning the resident’s

care and medical treatment;
(n) To refuse treatment. The resident must be informed of the consequences of that
decision. The refusal and its reason must be reported to the physician and documented in
the medical record;
(o) To refuse experimental treatment and drugs. The resident’s or health care decision
maker’s written consent for participation in research must be obtained and retained in his
or her medical record;
(p) To have their records kept confidential and private. Written consent by the resident
must be obtained prior to release of information except to persons authorized by law. If the
resident lacks capacity, written consent is required from the resident’s health care decision
maker. The nursing home must have policies to govern access and duplication of the
resident’s record;
(q) To manage personal financial affairs. Any request by the resident for assistance must be
in writing. A request for any additional person to have access to a resident’s funds must
also be in writing;
(r) To be told in writing before or at the time of admission about the services available in
the facility and about any extra charges, charges for services not covered under Medicare or
Medicaid, or not included in the facility’s bill;
(s) To be free from discrimination because of the exercise of the right to speak and voice
complaints;
(t) To exercise his/her own independent judgment by executing any documents, including
admission forms;
(u) To have a free choice of providers of medical services, such as physician and pharmacy.
However, medications must be supplied in packaging consistent with the medication
system of the nursing home;
…(w) To voice grievances and complaints, and to recommend changes in policies and
services to the facility staff or outside representatives of the resident’s choice. The facility
shall establish a grievance procedure and fully inform all residents and family members or
other representatives of the procedure;
(x) To have appropriate assessment and management of pain; and
(y) To be involved in the decision making of all aspects of their care.
(2) The rights set forth in this section may be abridged, restricted, limited or amended only
as follows:
(a) When medically contraindicated;
(b) When necessary to protect and preserve the rights of other residents in the facility; or
(c) When contradicted by the explicit provisions of another rule of the board.
(3) Any reduction in residents’ rights based upon medical consideration or the rights of
other residents must be explicit, reasonable, appropriate to the justification, and the least
restrictive response feasible. They may be time‐limited, shall be explained to the resident,
and must be documented in the individual resident’s record by reciting the limitation’s
reason and scope. Medical contraindications shall be supported by a physician’s order. At
least once each month, the administrator and the director of nursing shall review the
restriction’s justification and scope before removing it, amending it, or renewing it. The
names of any residents in the facility whose rights have been restricted under the

provisions of this rule shall be maintained on a separate list which shall be available for
inspection by the department and by the area long‐term care ombudsman.
Authority: T.C.A. §§4‐5‐202, 4‐5‐204, 68‐11‐202, 68‐11‐204, 68‐11‐206, 68‐11‐209, 68‐11‐
901, and 6811‐902. Administrative History: Original rule filed March 27, 1975; effective
April 25, 1975. Repeal and new rule filed July 14, 1983; effective August 15, 1983.
Amendment filed May 24, 2985; effective June 23, 1985. Amendment filed March 13, 1986;
effective April 12, 1986. Amendment filed October 22, 1987; effective December 6, 1987.
Amendment filed May 10, 1990; effective June 24, 1990. Amendment filed March 9, 1992;
effective April 23, 1992. Amendment filed March 10, 1995; effective May 24, 1995.
Amendment filed June 13, 1997; effective August 27, 1997. Repeal and new rule filed
January 31, 2000; effective April 15, 2000. Amendment filed June 18, 2002; effective
September 1, 2002. Amendment filed September 21, 2005; effective December 5, 2005.

1200‐08‐06‐.13 POLICIES AND PROCEDURES FOR HEALTH CARE DECISION‐MAKING.
(1) Pursuant to this Rule, each nursing home shall maintain and establish policies and
procedures governing the designation of a health care decision‐maker for making health
care decisions for a resident who is incompetent or who lacks capacity, including but not
limited to allowing the withholding of CPR measures from individual residents. An adult or
emancipated minor may give an individual instruction. The instruction may be oral or
written. The instruction may be limited to take effect only if a specified condition arises.
(2) An adult or emancipated minor may execute an advance directive for health care. The
advance directive may authorize an agent to make any health care decision the resident
could have made while having capacity, or may limit the power of the agent, and may
include individual instructions. The effect of an advance directive that makes no limitation
on the agent’s authority shall be to authorize the agent to make any health care decision the
resident could have made while having capacity.
(3) The advance directive shall be in writing, signed by the resident, and shall either be
notarized or witnessed by two (2) witnesses. Both witnesses shall be competent adults, and
neither of them may be the agent. At least one (1) of the witnesses shall be a person who is
not related to the resident by blood, marriage, or adoption and would not be entitled to any
portion of the estate of the resident upon the death of the resident. The advance directive
shall contain a clause that attests that the witnesses comply with the requirements of this
paragraph.
(4) Unless otherwise specified in an advance directive, the authority of an agent becomes
effective only upon a determination that the resident lacks capacity, and ceases to be
effective upon a determination that the resident has recovered capacity.
(5) A facility shall use the mandatory advance directive form that meets the requirements of
the Tennessee Health Care Decisions Act and has been developed and issued by the Board
for Licensing Health Care Facilities.
(6) A determination that a resident lacks or has recovered capacity, or that another
condition exists that affects an individual instruction or the authority of an agent shall be

made by the designated physician, who is authorized to consult with such other persons as
he or she may deem appropriate.
(7) An agent shall make a health care decision in accordance with the resident’s individual
instructions, if any, and other wishes to the extent known to the agent. Otherwise, the agent
shall make the decision in accordance with the resident’s best interest. In determining the
resident’s best interest, the agent shall consider the resident’s personal values to the extent
known.
(8) An advance directive may include the individual’s nomination of a court‐appointed
guardian.
(9) A health care facility shall honor an advance directive that is executed outside of this
state by a nonresident of this state at the time of execution if that advance directive is in
compliance with the laws of Tennessee or the state of the resident’s residence.
(10) No health care provider or institution shall require the execution or revocation of an
advance directive as a condition for being insured for, or receiving, health care.
(11) Any living will, durable power of attorney for health care, or other instrument signed
by the individual, complying with the terms of Tennessee Code Annotated, Title 32, Chapter
11, and a durable power of attorney for health care complying with the terms of Tennessee
Code Annotated, Title 34, Chapter 6, Part 2, shall be given effect and interpreted in accord
with those respective acts. Any advance directive that does not evidence an intent to be
given effect under those acts but that complies with these regulations may be treated as an
advance directive under these regulations.
(12) A resident having capacity may revoke the designation of an agent only by a signed
writing or by personally informing the supervising health care provider.
(13) A resident having capacity may revoke all or part of an advance directive, other than
the designation of an agent, at any time and in any manner that communicates an intent to
revoke.
(14) A decree of annulment, divorce, dissolution of marriage, or legal separation revokes a
previous designation of a spouse as an agent unless otherwise specified in the decree or in
an advance directive.
(15) An advance directive that conflicts with an earlier advance directive revokes the earlier
directive to the extent of the conflict.
(16) Surrogates.
(a) An adult or emancipated minor may designate any individual to act as surrogate by
personally informing the supervising health care provider. The designation may be oral or
written.
(b) A surrogate may make a health care decision for a resident who is an adult or
emancipated minor if and only if:
the resident has been determined by the designated physician to lack capacity, and

no agent or guardian has been appointed, or
the agent or guardian is not reasonably available.
(c) In the case of a resident who lacks capacity, the resident’s surrogate shall be identified
by the supervising health care provider and documented in the current clinical record of the
facility at which the resident is receiving health care.
(d) The resident’s surrogate shall be an adult who has exhibited special care and concern
for the resident, who is familiar with the resident’s personal values, who is reasonably
available, and who is willing to serve.
(e) Consideration may be, but need not be, given in order of descending preference for
service as a surrogate to:
‐the resident’s spouse, unless legally separated;
‐the resident’s adult child;
‐the resident’s parent;
‐the resident’s adult sibling;
‐any other adult relative of the resident; or
‐any other adult who satisfies the requirements of 1200‐08‐06‐.13(16)(d).
(f) No person who is the subject of a protective order or other court order that directs that
person to avoid contact with the resident shall be eligible to serve as the resident’s
surrogate.
(g) The following criteria shall be considered in the determination of the person best
qualified to serve as the surrogate:
‐Whether the proposed surrogate reasonably appears to be better able to make decisions
either in accordance with the known wishes of the resident or in accordance with the
resident’s best interests;
‐The proposed surrogate’s regular contact with the resident prior to and during the
incapacitating illness;
‐The proposed surrogate’s demonstrated care and concern;
‐The proposed surrogate’s availability to visit the resident during his or her illness; and
‐The proposed surrogate’s availability to engage in face‐to‐face contact with health care
providers for the purpose of fully participating in the decision‐making process.
(h) If the resident lacks capacity and none of the individuals eligible to act as a surrogate
under 1200‐08‐06‐.13(16)(c) thru 1200‐08‐06‐.13(16)(g) is reasonably available, the
designated physician may make health care decisions for the resident after the designated
physician either:

‐Consults with and obtains the recommendations of a facility’s ethics mechanism or
standing committee in the facility that evaluates health care issues; or
‐Obtains concurrence from a second physician who is not directly involved in the resident’s
health care, does not serve in a capacity of decision‐making, influence, or responsibility over
the designated physician, and is not under the designated physician’s decision‐making,
influence, or responsibility.
(i) In the event of a challenge, there shall be a rebuttable presumption that the selection of
the surrogate was valid. Any person who challenges the selection shall have the burden of
proving the invalidity of that selection.
(j) A surrogate shall make a health care decision in accordance with the resident’s
individual instructions, if any, and other wishes to the extent known to the surrogate.
Otherwise, the surrogate shall make the decision in accordance with the surrogate’s
determination of the resident’s best interest. In determining the resident’s best interest, the
surrogate shall consider the resident’s personal values to the extent known to the surrogate.
(k) A surrogate who has not been designated by the resident may make all health care
decisions for the resident that the resident could make on the resident’s own behalf, except
that artificial nutrition and hydration may be withheld or withdrawn for a resident upon a
decision of the surrogate only when the designated physician and a second independent
physician certify in the resident’s current clinical records that the provision or continuation
of artificial nutrition or hydration is merely prolonging the act of dying and the resident is
highly unlikely to regain capacity to make medical decisions.
(l) Except as provided in 1200‐08‐06‐.13(16)(m):
‐Neither the treating health care provider nor an employee of the treating health care
provider, nor an operator of a health care institution nor an employee of an operator of a
health care institution may be designated as a surrogate; and
‐A health care provider or employee of a health care provider may not act as a surrogate if
the health care provider becomes the resident’s treating health care provider.
(m) An employee of the treating health care provider or an employee of an operator of a
health care institution may be designated as a surrogate if:
‐the employee so designated is a relative of the resident by blood, marriage, or adoption;
and
‐the other requirements of this section are satisfied.
(n) A health care provider may require an individual claiming the right to act as surrogate
for a resident to provide written documentation stating facts and circumstances reasonably
sufficient to establish the claimed authority.
(17) Guardian.
(a) A guardian shall comply with the resident’s individual instructions and may not revoke
the resident’s advance directive absent a court order to the contrary.

(b) Absent a court order to the contrary, a health care decision of an agent takes precedence
over that of a guardian.
(c) A health care provider may require an individual claiming the right to act as guardian for
a resident to provide written documentation stating facts and circumstances reasonably
sufficient to establish the claimed authority.
(18) A designated physician who makes or is informed of a determination that a resident
lacks or has recovered capacity, or that another condition exists which affects an individual
instruction or the authority of an agent, guardian, or surrogate, shall promptly record the
determination in the resident’s current clinical record and communicate the determination
to the resident, if possible, and to any person then authorized to make health care decisions
for the resident.
(19) Except as provided in 1200‐08‐06‐.13(20) thru 1200‐08‐06‐.13(22), a health care
provider or institution providing care to a resident shall:
(a) comply with an individual instruction of the resident and with a reasonable
interpretation of that instruction made by a person then authorized to make health care
decisions for the resident; and
(b) comply with a health care decision for the resident made by a person then authorized to
make health care decisions for the resident to the same extent as if the decision had been
made by the resident while having capacity.
(20) A health care provider may decline to comply with an individual instruction or health
care decision for reasons of conscience.
(21) A health care institution may decline to comply with an individual instruction or health
care decision if the instruction or decision is:
(a) contrary to a policy of the institution which is based on reasons of conscience, and
(b) the policy was timely communicated to the resident or to a person then authorized to
make health care decisions for the resident.
(22) A health care provider or institution may decline to comply with an individual
instruction or health care decision that requires medically inappropriate health care or
health care contrary to generally accepted health care standards applicable to the health
care provider or institution.
(23) A health care provider or institution that declines to comply with an individual
instruction or health care decision pursuant to 1200‐08‐06‐.13(20) thru 1200‐08‐06‐
.13(22) shall:
(a) promptly so inform the resident, if possible, and any person then authorized to make
health care decisions for the resident;
(b) provide continuing care to the resident until a transfer can be effected or until the
determination has been made that transfer cannot be effected;
(c) unless the resident or person then authorized to make health care decisions for the
resident refuses assistance, immediately make all reasonable efforts to assist in the transfer
of the resident to another health care provider or institution that is willing to comply with
the instruction or decision; and

(d) if a transfer cannot be effected, the health care provider or institution shall not be
compelled to comply.
(24) Unless otherwise specified in an advance directive, a person then authorized to make
health care decisions for a resident has the same rights as the resident to request, receive,
examine, copy, and consent to the disclosure of medical or any other health care
information.
(25) A health care provider or institution acting in good faith and in accordance with
generally accepted health care standards applicable to the health care provider or
institution is not subject to civil or criminal liability or to discipline for unprofessional
conduct for:
(a) complying with a health care decision of a person apparently having authority to make a
health care decision for a resident, including a decision to withhold or withdraw health
care;
(b) declining to comply with a health care decision of a person based on a belief that the
person then lacked authority; or
(c) complying with an advance directive and assuming that the directive was valid when
made and had not been revoked or terminated.
(26) An individual acting as an agent or surrogate is not subject to civil or criminal liability
or to discipline for unprofessional conduct for health care decisions made in good faith.
(27) A person identifying a surrogate is not subject to civil or criminal liability or to
discipline for unprofessional conduct for such identification made in good faith.
(28) A copy of a written advance directive, revocation of an advance directive, or
designation or disqualification of a surrogate has the same effect as the original.
(29) The withholding or withdrawal of medical care from a resident in accordance with the
provisions of the Tennessee Health Care Decisions Act shall not, for any purpose, constitute
a suicide, euthanasia, homicide, mercy killing, or assisted suicide.
(30) Universal Do Not Resuscitate Order (DNR).
(a) The Physicians Order for Scope of Treatment (POST) form, a mandatory form meeting
the provisions of the Health Care Decision Act and approved by the Board for Licensing
Health Care Facilities, shall be used as the Universal Do Not Resuscitate Order by all
facilities. A universal do not resuscitate order (DNR) may be used by a physician for his/her
patient with whom he/she has a physician/patient relationship, but only:
‐with the consent of the patient; or
‐if the patient is a minor or is otherwise incapable of making an informed decision regarding
consent for such an order, upon the request of and with the consent of the agent, surrogate,
or other person authorized to consent on the patient’s behalf under the Tennessee Health
Care Decisions Act; or
‐if the patient is a minor or is otherwise incapable of making an informed decision regarding
consent for such an order and the agent, surrogate, or other person authorized to consent

on the patient’s behalf under the Tennessee Health Care Decisions Act is not reasonably
available, the physician determines that the provision of cardiopulmonary resuscitation
would be contrary to accepted medical standards.
(b) If the resident is an adult who is capable of making an informed decision, the resident’s
expression of the desire to be resuscitated in the event of cardiac or respiratory arrest shall
revoke a universal do not resuscitate order. If the resident is a minor or is otherwise
incapable of making an informed decision, the expression of the desire that the resident be
resuscitated by the person authorized to consent on the resident’s behalf shall revoke a
universal do not resuscitate order.
(c) Universal do not resuscitate orders shall remain valid and in effect until revoked.
Qualified emergency medical services personnel, and licensed health care practitioners in
any facility, program or organization operated or licensed by the board for licensing health
care facilities or by the department of mental health and developmental disabilities or
operated, licensed, or owned by another state agency are authorized to follow universal do
not resuscitate orders.
(d) Nothing in these rules shall authorize the withholding of other medical interventions,
such as intravenous fluids, oxygen, or other therapies deemed necessary to provide comfort
care or to alleviate pain.
(e) If a person with a universal do not resuscitate order is transferred from one health care
facility to another health care facility, the health care facility initiating the transfer shall
communicate the existence of the universal do not resuscitate order to the receiving facility
prior to the transfer. The transferring facility shall assure that a copy of the universal do
not resuscitate order accompanies the resident in transport to the receiving health care
facility. Upon admission, the receiving facility shall make the universal do not resuscitate
order a part of the resident’s record.
(f) This section shall not prevent, prohibit, or limit a physician from issuing a written order,
other than a universal do not resuscitate order, not to resuscitate a resident in the event of
cardiac or respiratory arrest in accordance with accepted medical practices.
(g) Valid do not resuscitate orders or emergency medical services do not resuscitate orders
issued before July 1, 2004, pursuant to the then‐current law, shall remain valid and shall be
given effect as provided.
Authority: T.C.A. §§4‐5‐202, 4‐5‐204, 68‐11‐202, 68‐11‐204, 68‐11‐206, 68‐11‐209, 68‐11‐
224, 68‐111801 through 68‐11‐1815. Administrative History: Original rule filed June 22,
1992; effective August 6, 1992. Repeal and new rule filed January 31, 2000; effective April
15, 2000. Amendment filed April 28, 2003; effective July 12, 2003. Repeal and new rule
filed September 21, 2005; effective December 5, 2005. Amendment filed February 7, 2007;
effective April 23, 2007.

