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NAME OF PROVIDER OR SUPPLIER

RIVERPOINT CREST NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2600 OLD CHERRY POINT ROAD

NEW BERN, NC 28563

(K4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 Riverpoint Crast Nursing and Reha-
s5=D | INDIVIDUALITY bilitation Center acknowledges re-
The facility must promote care for residents in a ceipt of the Statement of Deficien-
manner and in an environment that maintains or cies and proposes this plan of cor-
enhances each resident's dignity and respect in .
full recagnition of his or her individuality. rection to the extent of findings s
factually correct and in order to
- _ donced “maintain compliance with applica-
Z:_‘s REQUIREMENT s not met as eviden ble rules and provisions of quality of
Based on observation and staff interview, the care of residents. The plan of cor-
facliity faited to treat a resident in a dignified rection is submitted as a written
manner by administering eye drops fo 1 of 1 legatl ¢ "
residents (# 12) while the resident was seated at allegation of compliance.
‘a table with 3 other residents during breakfast. Riverpoint Crest Nursing and Reha-
The findings include: bilitation Center’s response to this
Resident #12 was admitted to the facility on Statement of Deficiencles does not
05/25/10 with cumulative diagnoses that included denote agreement with the State-
‘Alzhelmer's disease and Hypertension. The . ment of D ; .
resident was ¢oded.on the most recent MDS ent eficiencles nor does it
(minimum data set) dated 01/24/12 as having constitute an admission that any
short and fong term memory problems and as deficlency Is accurate. Further,
gzr;g snswderﬁttely impaired in the decision making Riverpoint Crest Nursing and Reha-
bilitation Center reserves the right
The resident was observed on 02/02/12 at to refute any of the deficiencies on
8:25AM on the secured unif, sitting in the dining ; :
room at a table with 3 other residents. Resident this Statement of D:aﬂcieqcl__es
#12 had finished eating, but her table mates were through infermal Dispute Resolu-
still eating their breakfast. There were 6 other tion, formal appeal procedure
tables in the dining room with residents at each . N s
table eating their breakfast. Nurse #1 was and/or any other administrative or :
observed to bring the medication cart irito the legal proceeding. .
dining room and prepared medications for :
resident #12. Included in the medications for this
resident was Refresh eye drops. When Nurse
#1 administered all the pills to the resident, she
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIME {X6) DATE
4 Admini tratec Alatla
Any defictency statement ending with an asterisk (*} denotes a deficlency which the institution may be excused from comrecting providing it is determined that
other safeguards provide suificient protection to the patients, (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of comrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available fo the facility. If deficiencles are cited, an approved plan of correction is requisile lo continued
program participation.
Event ID:NFL211 Faciity iD: 923028 if continuation sheetPage

FORM CME-2668T(02-99) Previous Verslons Obsolato

7 AP
L

of
/ ~



PRINTED: 02/14/20

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03¢
STATEMENT OF DEFICIENCIES (%1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
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00 OLD
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(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (x5}
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DEFICIENEY)
.y F241 ' |
Conti i ieationl
ntinued From page 1 Fa Al licensed nurses and medication| 5 /0

brought the eye drops over to the resident.
Nurse#1 had to encourage the resident to keep
her eyes open for the adminislration and after
some difficuity was able to administer the eye
drops.

During an interview with nurse #1 on 02/02/12 at
08:48 AM [t was revealed "I am not aware of any
policy about giving medications to residents while
in the dining room. This is what | always do."

Buring an interview with the Direcfor of Nursing
{DON}) on 02/02/12 at 10:00 Al it was revealed
"we do not have a policy about giving medications
in the dining room , but it is not ok to give eye
drops in the dining room. We should only be
giving by mouth medications while residents are
in the dining room."

aides wiil be inserviced on dugnity,
to include providing privacy to ,f
residents when adminlstering eye
drops, by Feb, 23, 2012, ;
On Feb. 3, 2012 resident #12 was
“reviewed by the Director of Nurs- |
ing for dignity to include dignity |
during the administration of eye
drops. No issues were ldentifed
All residents were observed by
administrative nurses on Feb. 20,
2012 for dignity to include during
the administration of eye drops.

. All residents receiving eye drops,
including resident # 12, will be
monitored to ensure digni-
ty/privacy is maintained duting
the administration gf eye drops.
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F241 Continued from page 2

_Quality Improvement committee

-asindicated, aiid to ¢ detatmine the

Administrative nurses wilt monitor
eye drop administration for com-
pliance and record results on an
audit tool. Residents receiving eye
drops will be randomly monitored !
3 times per week for 4 weeks, ’
then 2 times per week for 2

weeks, then weekly for 4 weeks. If ) l
any issues are identified the ad-
ministrative nurse will provide
retraining for the involved staff
member,

Results of the audit will be re-

viewed weekly by the Administra- f
tor, Director of Nursing and the |
Administrative Nurses, with follow |
up taken as indicated for any po- }
tential identified concern. Results )
will be included In the monthiy

fheeting for 3 months, to identify
any potential issues with training

need for and andfarxhe freq;zency of
continued me*n{:grmgg z




B COMPLETE IN-SERVICE TRAINING REPORT |

WITH PERSONNEL ATTENDING

Facillty: &‘tﬁ\_[%({‘ﬁ; Ak (‘/WJU“ Department:‘ﬁ\. U(&'if\g .

Date:(_g*l\[]‘\ ol \L\\VU 9\9\‘\\’3‘ Time: '\/&f“i}ﬂd, | To:

Meetlng area: \ OW\QA

Empioyee group(s) present: R[\j L@I\l; mQA Ou &E

Total number of employees in group(s):

Number present: _ Number not present;

Dignity

. !
The facility must promote care for residents in manner and in an environment that maintains or
enhances each resident’s dignity and respect in full recognition of his her individuality.

Dignity includes providing privacy when administering eye drops to residents.

Conducted by: KO‘hQ L%mej\f bdgﬂmﬁmpm Dans
Title: &U SQC,

Signature: MQ IML‘  Tile:__ RN _’606’_.

BN 1030 Rev, 3/95 ‘ (OVER)



Riverpoiht Crest Nursing and Rehab Center

Employee list of Nurses and Med Aides

v
Christine Casen, LPN (" furect Comm &7 Kimberly Sadler, LPN h\.l'vwg?)m
Lydria Collins, LPN Gelﬁdﬂﬂ. Codtwn LPnd Stephanie Walker, LPN MW&’&&WW

Sennifer Corona, RN %’)O@/m/\%}@\) Jennifer White, LPM UMk, (e
Carolyn Cribb, RN QQ)Q&:\\D‘Q!\)
Nancy Davidson, RN CI\ SN ¢ IO

Belinda Dillahunt, LPN @z%//,«% 220
Biliie Ellis, LPN *Q)Mmo

Monica Frazier, LPN W

Reba Gay, RN M 6“0-7,9,/0

Sharon Gillyourd, Med Aid M %ﬁﬁxfx/ @‘2'
Tracey Hardy, Med Aid \iw—ﬁ ,H)A’(ju/{

Vanessa Joyner, LPN \) &, \lgk@m,\ e

Kari Linthicum, R »)

Diane Maiden, LPREIDA I3y ve M@V

Dana McCarthy, LPN D@L m lpm
Patricla Morris, LPN G Mo Lpor ' - .

Melissa Norman, RN \J’f‘\'ﬁkémg{%\ﬂ—ﬂ”

Melissa Parker, RN MJJ& M
Katie Ramey, RN @(MM Q)




Eyve Drop Administration

Date ~ Time

Nurse/med aide observed

Resident(s) observed

Privacy provided when administering eye
drops?_

If no, retraining provided?

Nurse retrained signature

Signature of nurse completing
audit




Eye Drop Administration

Date__ 3-20-1D\ | Tifne 0740

Nurse/med aide observed }'&N’\ Lnthienin
Resident(s) observed___$eslb Sugx\{ ina - Sudie [upre

Oecy) Toley

Privacy provided when administering eye
drops? u‘&?

If no, retraining provided?

Nurse retrained signature

Signature, of nurse completing

suait__ (Wl _Outi)u )




Eye Drop Administration

Date gzlao  Time_ \Zp

Nurse/med aide observed  Cheohid (egen

Resident(s) observed 0. Qoqers

Privacy provided when administering eye

drops?_ b&{{/)

If no, retraining provided?

Nurse retrained signature

Signature of nurse completing

| audit VAN AN




Eve Drop Administration

Date  &-20-\2 ~ Time oA\5

Nurse/med aide observed 2 eloda OWL ehiont

Resident(s) observed Qu\ou\‘boec\\:&\x&*fpmm, ‘f\fn&mn '

AN K&JM\,\IJO\)\A\’*./ Leddae Levn Raulxd Gb&\m\

Privacy provided when administering eye
drops? \)\Ceg

If no, retraining provided?

Nurse retrained signature

Signature of nurse completing

audit_Qaywy M{Vw EN




Eye Drop Administration

Date &Dj;o/,a. Time O%is.

Nurse/med aide observed_ K-\ Linctia i ca

Resident(s) observed ”E),CM@\WJ m. Fiake L. Jongs

A ,Ohhn.‘ﬂn_ , LeDtna, °

Privacy provided when administering eye
drops? (yem.

If no, retraining provided?

Nurse retrained signature

Signature of nurse completing

audit% et LOWFo



Eye Drop Administration

Date 52/%0(//% " Time Jd00
Nurse/med aide observed__ Kym Soddon
‘Resident(s) observed ﬂAl{m M, WWdMD:ﬂ MM; booth, bavfo

HO/WM,{@ \} COOPUU

Privacy provided when administering eye
drops?__ [x00

If no, retra@ing provided?

Nurse retrained signature

Signature of nurse completing

audit_DOULG) m@&%@w




Eye Drop Administration

Datedl 0. (2. " Time o500

Nurse/med aide observed Olnmi&}ﬁm (b,gj/,/\.

Resident(s) observed Wi4onfudice , Heloy; unTogers,

( Loundy M ‘

Privacy provided when administering eye

drops?_ \{M'
If no, retraining provided? Jv QL

v

Nurse retrained signature OO

Signature of nurse completing

audit %M&%«ﬁd
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FROM THE DESK OF MELISSA PARKER, RN DON
RIVERPOINT CREST NURSING AND REHAB
FAX: (252)637-0289
(252)637-4730

PLEASE DELIVER TO: Dianne Underwood, Facility Survey
Consultant -

DATE/TIME: F¥ebruary 21, 2012

RE: Plan of Correction

Dianne-
I am faxing the Plan of Correction for our survey on January 30, 2012
through February 2, 2012,

The Plan of Correction will also be mailed to you today.

If any further information is needed, please call me,

NUMBER OF PAGES: {2
Including cover

THANK YOU,

PYtisw e £

notice: Unauthorized interception of his telephonic communication could be a violation of federal and stat law(s).

The documents attached to this transmittal contain confidential information. They belong to the sender and are legaily
privileged, The information contained herein is intended for use only by the authorized receiver named above. It cannot
be re-disclosed for use by any other party. If you are nof the authorized receiver your are hereby notified that any
disclosure , copying, distribution, or taking any action in reliance on the information contained herein is prohibited. If
you have received these documents i error, notify the sender immediately by telephone to arrange for the retum of the
original documents to said sender or to receive instructions for their destruction.,

Sletotetetelotototetototetatototatatotolotetetototctotatote

;ﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁ@%ﬁﬁﬁﬁﬁ*%ﬁﬁ%
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HrINTED; UHUB2012

V7 UEPAK | VIEN T UF HEAL EH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NG, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUGHIEN | & 2111/ {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
ABUILDING 01 - MAIN BUILDING 01
. WIN
345211 B. WING .03/01/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 2600 OLD CHERRY POINT ROAD
RIVERPOINT CREST NURSING AND REHABILITATION CENTER NEW BERN, NC 26563
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH-DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {£ACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | - DATE
. DEFICIENCY)
K Q00 | IN{TIAL COMMENTS K 0001 | Riverpoint Crest Nursing and Reha-
) . bilitation Center acknowledges re-
This Life Safety Code(LSC) survey was celpt of the Statement of Deficien-
conducted as per The Code of Federal Register his plan of cor-
at 42CFR 483.70(a); using the Existing Health -| cles and proposes this pian o €0
Care section of the LSC and Its referenced ' raction to the extent of findings is
publications, This bullding Is Type V protected factually correct and in order to
consiryction, one story, with a complete i
automatic Sprinkier System. ma‘ntaln Comp"ance With app"ca-
, ble rules and provisions of quality of
z:‘ee::gﬁgﬁj% determined during the survey _ care of residents. The plan of cor-
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 45| | rection Is submitted as a written
§8=D : allegation of compliance.
Ilumination of means of egress, Including exit
discharge,i$ arranged so that failure of any single
lighting-fixture (bulb) will not.leave the area in Riverpoint Crest Nursing and Reha-
darkness. (This does not refer to emergency | bilitation Center’s response to this
fighting in accordance with sectlon 7.8.)  19.2.8 . ! Statement of Deficlencies does not
" denote agreement with the State-
- ment of Deficiencies nor does it
ission that an
This STANDARD s not met as evidenced by: constitute an admisslon thatany
42 CFR 483.70(a) . deficiency is accurate, Further, ,
By observation on 3/1/12 at approxirnately noon ! Riverpoint Crest Nursing and Reha- |
the following exit discharge lliumination was rieht
observed as noncompliant: specific findings billtation Center reservesAthe B
Include a single bulb fixturé at the 500-exit and-It's to refute any of the deficlencies on
path to the public way. Lighting must be arranged . this Statement of Deficlencies
to provide light from the exit discharge leading to i
the public way (parking lot). The walking | through Informal Dispute Resolu
surfaces. within the exit discharge shall be ! tion, formal appeal procedure
iluminated to values of at jeast 1 ft-candle . and/or any other administrative or
measured at the floor, Failure of any single
fighting unit does not result in an illumination level legal proceeding.
of less than 0.2 ft-candles in any designated area. | :
NFPA 101 7.8.1.1, 7.8.1.3, and 7.8.1.4. i :
K 089 | NFPA 101 LIFE SAFETY CODE STANDARD K 089 '{\ls \ \Z
BORATORY DIRECTOR'S OR PROVIDEFUSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%8) DATE
PM 7 ‘:' i : Adminightatsr 3 ie

i deficlency slatement en’ding with an astesisk {*) denoles a deflelency which the Instilution may be excused from correcting providing it is determh’md'iha{'
1ar safeguards provide sufficlent protection lo the patlents. (See instructions ) Except for nursing homes, the findings stated above are disclosable 90 days
lowing the date of survay whether or not a plan of eorrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
ys following the date these documents are made available lo the facllity. If deficlencies are cited, an approved plan of correction s requisite to continued

ygram participation. ’

R CMS-26587(02-99) Previous Versions Obsclels
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K045
* Singie bulb fixture will be replaced
- with a double bulb fixture.

- Malntenance staff wii inspect exit

!lighting throughout the facility to

- ensure that at least double bulb

fixtures are present, If single bulh
fixtures are identified, they will be

“replaced with double buld fixtures.

| Maintenance will Inspect exit light-
'ing weekly to insure that all fixtures
jare working propery. Lighting wil}
ibe replaced as needed. )

: Results of inspections will be re-
i viewed monthly in the Quality Im-
{ provement meetings for 3 months,
then quaterly for 2 quarters and
. then on an as needed basis,




WEFAR T IVIEN T UE FEAL T ANU HUOMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

TS, WIS B

"FORM APPROVED
OMB NO. 0938-0391

Cooking facilitfes are protected in accordance
with 9.2.3.  19.3.2.6, NFPA 96

This STANDARD is not met as evidenced by:
42 CFR 483.70(a)

By observation on 3/1/12 at approximately noon.
the facllity's cooking system was not protected in
accordance with NFPA 96 - Ventilation Control
and Fire Protection of Commercial Cooking
Operations.

Specific findings inciude the deep fryer was
located next to a gas cook top stove without the
required splash guard in the distary kitchen.

]
¥

t
i
‘
i

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION {%3) Dé\TE g%mgev
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: - COMPLETE
A BUILBING 01 - MAIN BUILDING 01
B. WING
345211 03/01/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z{P CODE
2600 OLD CHERRY POINT ROAD
CREST NURSING AND REHABILITATION CENTER
RIVERPOINT CREST NURSING AN NEW BERN, NC 28563
(x4} ip SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDPER'S PLAN OF CORRECTION {5}
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFFX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG I CROSS-REFERENCED TO THE APPROPRIATE DATE
’ DEFICIENGY)
|
K 068 | Continuad From page 1 K 088§ - L\\IS\\L
§$8=D KOB9

Stainless steel splash guard was
instailed between the deep fryer
and the gas cook top.

Maintenance staff will inspect en-

tire kitchen to identify any other
areas where water has the potential -
to splash into deep fryer, If any

other areas are identifed, a splash
guard will be Installed,

Maintenance staff will inspect
kitchen weekly to insure that no
other issues of water potentially
splashing Into deep fryer exist.

Results of Inspections will be re-
viewed monthiy In the Quality tm-
provement meetings for 3 months,
then quaterly for 2 quarters and
then on an as needed basis,

ORM CMS-2567(02-99) Provious Verslons OBsolels

Evenl 1D: NFL221

Fagility ID: 923028
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PRINTED: 03/06/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1}) PROVIDER/SUPPLIERI/CLIA {%2) MULTIPLE CONSTRUCTION (X3) ggﬁrﬁ LsEuTgévDEY
Y N .
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER ABULDING 02 BUILDING 02
Wi
345211 B. WNG - 03/01/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZI CODE
, 2600 OLD GHERRY POINT ROAD
T G EHAB i
RIVERPOINT CREST NURSING AND REHABILITATION CENTER NEW BERN, NC 28563
(X4 10 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY) :
K 000 | INITIAL COMMENTS K000

This Life Safety Code(L.SC) survey was
conducted as per The Code of Federal Register
at 42 CFR-483,70(a); using the Exisfing Health
Cara sectlon of the'LSC and its referenced
publications. This building is Type V protected
construction, one story, with a complate
automatic sprinkler system.

There were no Life Safety Code Deficlencies
noted at time of survey.

|

|

\BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE (X6 DATE

A-dminiloets 3/t4)y2

1y deficlency slafement enting with an asterlsk (*) denoles a deficiency which the Institution may be excused from correcting providing i is datermlm’ad tha‘
her safeguards provide sufficlent protection to tho palients. (See Insliuctions.) Except for nursing homes, the findings stated above are disclosable 90 days
lowing the date of survey whelher or not a plan of correction is provided, For nursing homes, the above findings and plans of cosrection are disclosable 14
iys following the date lhese documents are made avaitable to the facllily. if deficiencies are ciled, an approved plan of correction fs requisite te continued

ogram participation. 9‘@ lg"

If continuation shaat Page 1 of 1
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PRINTED: 03/06/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICUA  _ | (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 03 - BUILDING 03
| 345211 B wine 03/01/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CGITY, STATE, ZIP CODE

2600 OLD CHERRY POINT ROAD
NEW BERN, NG 28563

RIVERPOINT CREST NURSING AND REHABILITATION CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES Ip PROVIDER'S PLAN OF CORRECTION . (x5}
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG. CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 000 | INITIAL COMMENTS ~ K000
This Life Safety Code(LSC) survey was

conducted. as per The Code of Federal Register
at 42 CFR 483.70(a); using the Existing Health
Care sectlon of the I.SC and its referenced
publications. This building is Type V protected
construction, one story, with a complete
automatic sprinkler system.

There were no Life Safety Code Deficiencies
noted at time of survey.

ABORATORY DIRECTOR'S PR PROVIDERISUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (XE-} DATE

}PM Adainigltstor 3y {2

ny deficlency statemant ending with an asterisk {*) denoles a deficlency which the Institution may be excused from correcting providing it is detarm‘med lha‘l
her safeguards provide sufficlent proteclion io the patlents, (See instructlons,) Except for nursing homes, the findings stated above ars disclosable 50 days
Howing the date of survey whelher or not a plan of correction Is provided, For nussing homes, the above findings and plans of correction are disclosable 14
1ys following the date thase decuments are made available fo the faclilty. If deficiencies are ¢lted, an approved plan of corrsction is requisite {o continued

‘agram participation. M
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FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT

(TO BE USED WITH CMS-2786 FORMS)

" PROVIDER NUMBER EACILITY NAME SURVEY DATE
345211 Riverpoint Crest Nursing & Rehab (Britthaven) 311112
K1 K4
‘K6 DATE OF PLAN "'ks MULTIPLE CONSTRUGTION o
APPROVAL A BUILDING
TOTAL NUMBER OF BUILDINGS 3
214/98 y BWING
_ NUMBER OF THIS BUILDING 0303 = C FLOOR
D APARTMENT UNIT =

[.SC FORM INDICATOR

COMPLETE IF ICF/MR 1S SURV!

[ Healih Care Form SMALL (16 BEDS OR LESS)
| 12 | 2786R 5000 EXISTNG | | —— 1 PROMPT
. Ka:
13 2786R 2000 NEW ‘ 2 SLOW
o - T 3 IMPRACTICAL
ASC Form - . .
14 [2786U 2000 EXISTING | | LARGE
15 2786U 1 2000 NEW . [ 4 PROMPT
S B ' [ ’ 5 SLOW
ICh ’MR_F o | ] T 6 IMPRACGTICAL
16 12786V, W, X | 2000 EXISTING - -
17 | 2786V, W, X | 2000 NEW | | APARTMENT HOUSE
i — 7 PROMPT
N Ka:
! 8 SLOW

SELECT NUMBER OF FORM USED

" FROM ABOVE

2]

S IMPRACTICAL

(Check if K29 or K56 are marked as nol applicable
inthe 2786 M, R, T, U, V, W, Xand Y.)

K2g: E] Kse: D

ENTER E - SCORE HERE)

Ks: #_1 e.g. 2.5

s FACILITY MEETS LSC BASED ON (Check all that apply)

at. X A2, a3 ] A ] AB.
{COMP. WITH {ACCEPTABLE POC) {(WAIVERS) (FSES) (PERFORMANCE
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FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT
(TO BE USED WITH CMS-2786 FORMS)
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