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345381

{X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

02/07/2013

NAME QF PROVIDER OR SUPPLIER

VILLAGE CARE OF KING

STREET ADDRESS, CITY, STATE, ZIP CODE
440 INGRAM ROAD EXT BOX 1750

KING, NC 27021

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
Ammended 02/22/13.
The facility is in compliance with the requirements
of 42 CFR Part 483, Subpart B for Long Term
Care Facilities (General Health Survey). Event
ID#CTGO11
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency 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
following the date of survey whether or not a plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these doctimants are made available to the faciiity. If deficiencies are cited, an approved plan of correctlon [s requisite to continued

program pariicipation.
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245381 B.WiNG CUU ognigiangg”
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP GODE
440 INGHAM ROAD EXT BOX 1750
VILLAGE CARE OF KING KING, NG 27021 N
{Xdy 1D SUMMARY STATEMENT OF DERCIENCIES D FROVIDER'S PLAN OF CORRECTION g
c NCY MUST BE PRECEDED BY FULL RE EACH CORRECYIVE ACTION SHOULD BE COMPLETY
P#ﬁ? REGU&%%}E%R Ls}é DENTIFYING INFORMATION) Pngx crgoss-nsFEaeggg% {L{:{&E»\P?aopmre OATE
K 000 | INITIAL COMMENTS K 000
This Life Safety Codef(LSC) survey was .
conducted as per The Code of Federal Register | A
at 42CFR 483,70(z); using the 2000 Existing )
Health Care section of the LSC and its referenced
publications, This building is Type Hli (211)
construction, one story, with 8 complete
automalic sprinkler system.
The deficiencies datermined during the survey :
are as follows! . . i
K 012 | NFPA 101 LIFE SAFETY GODE STANDARD K 012 | New sheefrock will be placed and snal?d 4/572013 ~
88=F : in the attic at both nurses stations and In
Building construction typs and helgght meets one 'other greas over our cormidors, .
%tges f?lluwlng. 19.1.6.2, 19,1.6.3, 19.1.6.4, ‘Mhis wilt be inspected monthly for 8
A months and then querterly for a year fo
insure compliance by our Environmental
sernvices director,
This STANDARD s niot mot as evidenced by: e
Bused on observation on Tuesday 2/19/12 at
approximately 10;00 AM onward the following
wag noted: .
1) Tha shestrock located in the attic at both
nurse station heve holas that were not sealed in
order to malntain the required fire resistance
rating of the exit corridors,
| 42 cFR 482.41(m) _
K 028 | NEPA 101 LIFE SAFETY CODE STANDARD K 02al The comdor deors from both storage 21212012
855=D rooms hava been equiped with seif
One hour fire rated construction (with % hour closing devices. auiped : :
fire-rated doors) or an approved automatic fire . .
extinguishing system in accordance With 8.4.1 E:ﬁgﬂﬂgt: 2 '?:,&SD?M by ou .
and/or 19.3.5.4 protects hazardous areas, When ; $ director as
the approved automalic fire extinguishing system to any offier doors that require closing
aption is used, the areas are separated from devices, Closures will be monitored on a
quartaziy basgl?i IE' one year, no ONTE

(ABORATORY DIRECTORS OR PROVIDERISUPPLEER REPRESENTATVE'S SIGNATURE

Any defldlency statement ending with an ssterisk
olher sufeguanis provida sufficlent prolecion o the patients,

duys following the date ihese documants ere mada
program partlcipation.

{*) denptes a deficlency which the inslitution may be exouynd from comecting pmwdingﬁﬁa delermilned that
{See instructions.) Excapt for

following the data of sirvay whelher o7 net @ plan of comaclion s provided. For nursing homeg, :
avellable 16 the Tacllty, If deficlenclos ars citad, an epprovad plen of careection 1s tequlsite to continued

nursing homas, the findings afated above are diaciosable S0 days
tha above findings and pfans of correction wwe dlaclonstle 14
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* PRINTED;, 021242013 ©

installed, tested, and maintalned In accordance
with NFPA 70 Natlona] Electricel Code and NFPA
72, The system has an gpproved muintenance
and testing program complying with epplicable
requirements of NFPA 70 end 72, 9.6.1.4

This STANDARD is not met as evidencad by:
Based on observation on Tuesday 2/18/12 at
approximately 10:00 AM onward the following

_throughout the building. A new
annunciator will also be instalted and
wired from the machanical room to an
inskle Tocation at the north nursees station
Alarms will be monttored by our
Environmsntal services director on o
monthly basis per NFPA ragulations.
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' TTATEMENT.OF DEFICIENCIES | X1) PROVIDER/SUPPLIERUGUA. . * | (02) HULTIPLE CONSTRUCTION ' (X3) DAE SURVEY - '
AND PLAN OF CORRECTION IDERTIFIGATION NUMBER: A BULDING 01 - MAIN BUILDING 01
245381 B.WING 021192013
MAME OF PROVIDER OR SUPPLIER $TREET AUDRESS, CITY, STATE, ZIP CODE )
440 INGRAM AOAD EXT BOX 1730
VILLAGE CARE OF KING KING, NC. 77021
(%4} 10 SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORREGTION ()
PRECEDED L PREFIX CH CORRECTIVE ACTION SHOULD BE GONFLETION
P?Egm é%éﬁ‘fﬂ%‘é%’%}‘fﬁ's*é‘fgé?ﬁmm mson%fr?o'ﬁ) ‘Fi:} c;m@%&naﬁsaegg% "ég g\g)a APPROFRIATE DATE
K 0291 Continued From page 1 K029
other sprces by smuka resisting pariitions and
dours, Doors are self-closing and non-rated or
finld-applied protective plates that do not exceed
48 inches from the bottom of the door are
parmitted,  19.3.2.1
This STANDARD is not met as evidericed by:
Based on cbhservalion on Tuesday 2/19/12 at
approximataly 10:00 AM onward the following
- | was nolad;
1} The corrddor doors to the two storage rooms
locstad on the front hall are not equipped with self
closing devices, .
42 CFR 4B3,70(a) - ,
gsi NFPA 101 LIFE SAFETY CODE STANDARD K 052|\iage Gare of King has receivad and ~ 4/5/2013
= . signed a quotation from Simplex-
A fire alanm system required for fife safely is Grinnell o install new audible alams
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A 2945461 B. WING 02/19/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 440 INGRAM RGAD EXT BOX 1760
VILLAGE CARE OF KING . KING, NC 27021 .
) SULBARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF QORREGTION ()
i RACH DEFICIENGY MUST BE PRECEDED Y FULL PREFIX (EACH CORREGTIVR AGTION SHOULD BE CoRE N
TAG REGULATORY OR LSG IDENTIFYING [NFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATR
DEFICIENCY)
K 052 | Conlinued From page 2 K 052
was nolad, ) .
1y Throughout the facliity the audible alarma for
tha fire atarm system when tested did nat sound
or were muffied when testad: .
42 CFR 482.41(a) .
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