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F 000 | INITIAL COMMENTS F 000
The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilities.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficlency statement ending with an asterisk {*) denotes a dsficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foltowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of cotrection are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: PPCE11 Facility ID: 53465 If continuation sheet Page 1 of 1




: PRINTED: 12/19/2011
EEARTMENT OF HEALTH AND HUMAN SERVICES ‘n.j(‘,_! {5 FORM, PPROVED
1 LS (23 OMBING.|0938-0391

L
CENTERS FOR MEDICARE & MEDICAID SERVICES ;;

T3y N T iR
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIERICUIA (X2) MULTIPLE CONSTRUGTION 1111 } (%3) (?8:4% EEJ%\BEY
: : ER: ., COMPL]
AND PLAN OF CORRECTION IDENTIFICATION NUMBER ABULONG o1 - ma BUILbINGot IAN - | 7017 :
i ! :
i P
345268 b WING e L 12{16/2011
B 8 R BT 3 WL
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 CODE
E 1404 S SALISBURY AVENUE
MAGNOLIA ESTATES SKILLED CAR SPEN(}ER, NG 28159
SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {X6)
;?i(z‘?rla {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 062 | NFPA 101 LIFE SAFETY CODE STANBARD K062
58=D , o KOB2
Required automatic sprinkler systems are
continuously maintained In refiable operating No residents were specifically
condition and are inspected and tested identified as having been affected by
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA this alleged deficient practice.
25,975
The sprinkfiers/heat sensitive

elements on the identified sprinkler
heads have Dbeen cleansed or 01;30/20155

This STANDARD is not met as evidenced by:

Surveyor: 02249 replacod.

Based on observation, on December 16, 2011 at To  ensuwe  compliance,  the
approximately 8:00am onward, there is paint on Maintenance Direclor shall complete
the heat sensitive elements for sprinklers located an inspaction of alt sprinkler heads to
in the following areas: ensure they are clean and their heat

sensitive elements are free from paint.

1. front entrance vestibule Any heads identified shall be cleaned

or replaced.
2i ctfantralsba:;\ ;?c“ated near the central nurse's The Maintenance Direcior  shall
station - sotn naill. conduet monihly inspections for one
manth  and  quarterly  inspeclions
42 CFR 483.70(a) thereafter. Such inspections shall be

reported fo the Quality Assurance
Commiitee to ensure compliance.
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Any deficlency statement ending wilh an asterisk {*} denoles a deficlancy which the fnstitutfon may be excused from correcting providing it is deteri"ntnec’ that
other safeguards provide sufflclent protection to the patients. (See instructions.) Fxcepl for nuesing homas, the findings stated above are disclosable 80 days
following the date of survey whether or no! a plan of correction Is provided. For nursing homes, the above findings and plans of cerrection are disclosable 4
days following the dale these documents are mads avallable to the facllity. If deficiencles ase cited, an approved plan of correction is requisite to continued
program participation.
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