DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL iD: O1FUlY
PART | - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility H, 923114
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4, TYPE OF ACTION: i_([.S)
(L1 345183 {£3) UNIVERSALIIEALTI CARE & REHAB
i . 'ENE 1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. {14y 430 BROOKWOOD AVE D 3. Termination 4. CHOW
(£2) 3415183 (L5} CONCORD, NC (L6} 28025 5. Validation 6. Complaint
‘1. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 0 @n
L9 01 Hospital 05 TIHA Q9 ESRD 13 PTIP 22 CL1A 8. Full Survey After Complaint
6. DATE OF SURVEY 3 / 2% / 73 {1.34) 02 SNE/NF/Dueal 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: L {10) 03 SNF/NFiDistinet 07 X-Ray 11 ICEAIR  15ASC FISCALYEAR ENDING DATE:  (L33)
§ Unaceredited FTIC 04 SNF 03 OPT/SP 12 RUBC 16 HOSPICE
2 ACA 3 Other
§1. L1C PERIOD OF CERTIFICATION [0 FHE FACILITYIS CERT]F_iEDAS:
From {(a): X A. In Compliance With And’Or Approved Waivers Of The Fojlowing Requirements:
- i Program Requirements 2. Technical Personnel 6. Scope of Services Limit
lo (0): ; . o
Compliance Based On: 3. 24 HourRN 7. Medical Director
12, Total Facility Beds 120 (L13) 1. Acceptable POC __ 4. 7-Day RN(Rural SNF) ~ __ 8. Patient Room Size
5. Life Safety Code __ 9. Beds'Room
13 Total Certified Bed L17 B. Mot ia Compliance with Program
Total Certified Beds 120 @17) Requirements and’or Applicd Waivers:  * Code: A% (L12)
14, LTC CERTIFIED BED BREAKDOWN 15. FACILITYMEETS
18 SNF 18/19 SNF 19 SNF ICF D 186t (€} (1) or 1861 )}ty YES (LI5)
120
(L37) (L38) {L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOWLTC CANCELLATION DATE):
“To transmit a CL of 3/28/13. Event ID# OIFULL. hitake # NC8T7960
17. SURVEYOR SIGNATURE Date : 7 /3 //3 18. STATE SURVEY AGENCY APPROVAL Date:
Chlysem Zetoc fo Kol ; Tb b Fors
_j_,b/?jd/?? Ze d (24 /g/zahy w9 })g /7] ] @y )
¥ "

PART Il - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

20, COMPLIANCE WITH CIVIL
RIGHTSACT:

19. DETERMINATION OF ELIGBILITY

X_ 1. Facility is Eligible to Participate

2. Facility is not Eligible

{L21)

t. Statemnent of Financiat Selvency(1!CFA-2572)
2. Ownership‘Control Interest Disclosure Simt(1ICFA-1513)
3. Both of the Above:

2L

22, ORIGINALDATE 23. LTC AGREEMENT 24, L1C AGREEMENT

26. TERMINATION ACTION:
0o

(130}
INVOLUNTARY
95-Fail to Meet Healil/Safety
06-Fail to Meet Agreement

VOLUNTARY
01-Merger, Closure
02-Dissatisfaction W/ Reimbursement
03-Risk of Tnvoluntary Termination

04-Other Reason for Withdrawal

OTHER
07-Provider Status Change
{-Active

OF PARTICIPATION BEGINNING DATE ENDING DATE
(L24) (L4} (1.25)
25. ETC EXTENSION DATE: 7. ALTERNATIVE SANCTIONS
A. Suspension of Admissions
(Ldd)
(L27) B, Rescind Suspensien Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO.
G0000
{1.28} (L31)
31. RO RECEIPT OF CM8-1539 32. DEFERMINATION OF APPROVAL DATE
{L33)

30. REMARKS

DETERMINATION APPROVAL

FORM CMS-1539 (7-84) {Destroy Prior Editions)
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Department of Health and Human Services
Medicare/Medicaid/CLIA Complaint Forim

Contyol Number: OFFU NCID087960)

Part I - To Be Comnpleted by Component First Receiving Compiaint (SA or RO)

1. Medicare/Medicaid

Identification Number

Facility Name and Address

430 BROOKWOOD AVE NE

UNIVERSAL HEALTH CARE & REHAB

3. Bate Complaint Received

o[3]2]6]

3]

MM
[3lals{ifsls! [ [ 1] CONCORD, NC 28025 bbb Yy
4, Receiving Component 3. Date 6A. Source of Complaint 6B. Total Number
I State Survey Agy, Acknowledged 1 I Resident/Patient Family 4 Anonymous of Cemplainants
2 2 Ombudsman 5  Other
III 2 RO ma 3 E 3 Facility EmployceEx-Employ m
MMDD YY
7. Allegations 7 4, Category

1 Resident Abuse 10 Proficiency Test 7.B. Findings (To be completed following 7.C. Numberof Complainants
1 [plé 2 Resident Neglect 1t Jalsification of investigation) per Allegation
2 3 Resident Rights Records / Reports
3 4 Patient Dumping 12 Unqualified Personnel Hol2 01 Substentinted ol
4 5 Environmem_ 13 Qual?ly Cantrol ) 3 02 Unsubstantiated/ 2
5 6 Care of Services k4  Specimen Handling 3 Unable (o Verify 3

7 Dietary 15 Diagnostic 4 4

§ Misuse of Funds/ Erroneaus Test Resuits s p

Propeniy 16 Fraud/False Billing
9 CertificationfUn- I7  Fatality/Transfusion Fatality
authorized Testing 8 Other (Specify)
19 Life Safety Code 20 State Menitering

8. Action {if nmultiple actions, indicate earliest action)

} Investigate within 2 working days

(1]

3 Investigate within 45 werking days

2 hwvestigate within 10 working days

7 None

4 Tnvestigate during next onsite

5 Referral (Specity)
& Other Action (Specify)

Part II - To Be Completed By Componcnf Investigating Complaint(SA or RO)

9. Investigated by
1 Statc Survey Agency
2 RO
3 Other (Specify)

10. Complaint Survey Dafe

O]3[2]8]1 |3 |

MMDDYY

11,

Findings (Under 71 Above}

12. Proposed Actions Taken by SA or RO

LRI I Recommend Termination (23-day) 9 Provisional License 17 TA & Training for Unsuccessful PT
) 2 Recommend Termination (90-day) 18Special Monitor [8 State Onsite Monitoring
z 3 Recommend Intermediate Sanction Il Directed POC 19 Suspension of Part of Medicare Paynients
3 4 POC (No Sanction) 12 Limitation of Centificate 20 gyspension of Al Medicare Payments
5 Fine 13 Suspension of Cetificate 21 None )
6 Denial of Payment for New Admissions 14 Revocation of Cedificate g‘g S‘Pf’f (SPCC%’},
7 License Revocation 15 Injunction riorecment Action
8 Receivership 16  Civil Monetary Penalty
13, Date of 14.  Parties Noftified and Dates Pariy Date 15, Date Forwarded fo CMS RO or
Proposed Action 1 Facility 1 [T olali 21113 Medieaid SA (MSA)
2 Complainant 3 0 £ i171113 (Attach IICFA-256T)
mm 3 Represenlative 3. . Dm
M MDDY Y 4 Other (Specily) MMDDYY MMD DYY
Part III - To Be Completed By Compenent Taking Final Close-Out Action (RO/MSA)
16. Date of CMSNMSA 7. CMS RO/MSA Action 6 Limitation of Certiftcate 18. Date of Finat Action Sign-off’
Receipt 7 Suspension of Certification
Dj 8  Revocalion of Certificate D:I:CI:D
Dj:l:]:l:] 9 Injunction MMDDYY
MMDDYY I None 10 Civil Moactary Penaity
2 Termination (23-day) u TA & Training ¥or Unsuccessful PT
3 “Rermination (98-day) 12 Cancellation of Medicare Approval
4 Intermediate Sanction .
5 Move Routine Survey Date Forward 13 Other (Specify)
14 Enforcement Action
FORM CMS-562 (1.93) CMS RO Page 1 of |



