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requirements of 42 CFR Part 483, Subpart B for | i
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complaint investigation. Event {D 0T3811.. i
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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 documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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;@ DEPARTMENT OF HEALTH AND HUMAN SERVICES 152 2 12 1Y 2 |1 rors approveD
\\ CENTEZRS FOR MEDICARE & MEDICAID SERVICES """ "GMB NO. 03350391
| STATEMEMTOF DERCENGIES PROMIDERISH) YIPLE CONSTRUETION DATE SURVEY
eyt i ton ol e tapnl o e ddL 2 9 2013 CONPLETED
N _ 845204 Jowme__ lLoadmrbaTION SECTION| orAoloss
|| HAME o PHCMDER OR SUPPLER TorRerT ADDRESS TITY STRTE BF GO0 '
_ : + | 237 MULBERRY
AUTUNNCARE OF SHAL}QTI’E SHALLOTTE, NC 28459
Y 0 SUMMARY STATEMENT OF DEFICTENCIES 0 PROVIDER'S PLAN OF CORRECTION o3}
" PREFIX (EACH DEFICHNGY MUST BE PRECEDED BY FULL PREFDU (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LEC IDENTIFYIFG INFORMATION) TG CROSS-REFERENGED TO TRE APPROPRIATE nYE
_ : DEFICIENGY) .
K000 | INTTIAL COMMENTS K 00t}
Surveyer: 27871 _
This Lif2 Safety Code (LSC) survey was
conducted as per Tha Code of Fedetal Reglster « Autumn Care contacted
;142 ng 4{33.70(&){;;&"9 Lg!g ﬂ’éoh@r:fgrlg 10 Stmplex Grinnell to have the
galth Cam secBoy 1} ; repced N
| pubications. Ths buikding is Types V construction, 'Strobe Light repalred on thg
one story, with a complate automatic sprinkler . 300 hall, Simplex-ordered the
system. o repfacement chime and strobe
The deficiencles determined during the stivey -and will replace the chime and strobe
are as foflows; . ibetween roorn-310 and 312, Simplex
K 052 | NFPA 104.LIFE BAFETY CODE STANDARD K©52] jthenwill verify ali-chimes and
£8=D - i
A fire atarm system required for e safetyls . [ trobe are fn working orde.
| Installed, tested, s maintained In dccordance D :
MmTIgPA 70 Nzgﬂmal Electrical Cc:le and NFPA s!'To Tdentify otherareas having
72. The system has an approved malntenance . 'f vk '
arid testing program complying with applicable the Qow"ﬂ.a”"’ the.same .
‘requirements of NFPA70 and 72 8.6.14 deficient practice Simplex Grinnell wil
. laspect all area chimes and strobes.
« To ensure that the same defident-
_practice does not re-occur the
piant operation director will add
' ~ chlme and strobe Inspection to our-
Ths STANDARD 15 niot met es eviderced by: - monthly fire alarm.
Surveyor: 27871 ' '
Bagzed on observations and staff Inferview at X
approximately 11:30 am onward, the following * To monfter the corrective action
itatns wece noncompliatics, epecific findings - th Plant @peration Director wil
L include: strobe was not working on homV/strobe . ::{ I"- DI. . or
] & device, between rooms: 310 sad 312 when firo : Inspect with Simplex Grinnell all
Y alarm systermn wastested. |  chimes and strobes on our quarterly | e
‘ ‘ . X sprinkler Inspection. 08/15/2m3
(ABORATGRY GRECTOR REPRESENTATIVES BIGRATURE - TE SN O DATE
_ ‘ v as Qdmm;ﬁhﬁw 134D
Ay defickpnty ehatamat ending with sn asterisk () denotes & deficiency which tio atfution iy ba'excysod from cortecilig providing K fs dotermined that :
otheir efeguards provide ¢ufficlant protsclion to the patients. (S kstructiond:) eospt for rurslng hoimes, tho-findiugs stided shovs ru dlciouable BD dayy
foflowhag fh daxts of survey whathet of hot & pian of correclion 1 provided. For tiorelng Homes, the sbove findinga end plans of corsctioa ate diatiossbin. 14-
dsys foliautng the date these documents are mada xalubla 1o the fadity. Hf deficisncies xre citsd, an epproved plaa of comection ks requitiie to condiried
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DEPAFTIMENT OF HEALTH AND HUMAN SERVICES PRI&E&A?&%
_ CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO. 09380391
STATEMENTOF DEFICIENGIED 1) PROVIDERISUPPLIERACLIA £62) MULTIPLE CONSTYRUCTION DATE SURVEY
ANOPLAN OF CORRECTION IDENTIFCATION RUMBER: A BUILDING &1 - MAIN BUILDING 04 O oM eTD
| ——— 45204 B WING 07HOZ013
WAME OF PROVIOER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ¥ COOE
AUTUMNCARE OF SHALLOTTE 237 MULBERRY 8T
) ) SHALLOTYE, NG 28459
Ay 1D SUMSARY BTATEMENT OF DEFIQIENGIES D PROVIDER'S PLAN OF CORRECTION T o
PREFIX {EACH DEFICHENCY MUST BE PRECEDED HY FULL PREFTX {EACH CORRECTIVE ACTION SHOULD BE COMPMETION
TAQ REGULATORY OR LEC ENTIFYING INFORMATION) §77¢) CROBS REFERENCED YO THE APPROPRIATE BATE
- . OEFICIEREY)
K 052 | Continued From page 1 K 052
42 CFR 483.70{n} » Autumn Care contacted
K 056 [NFPA 101 LIFE SAFETY CODE STANDARD K 056] Simplex Grinnell to have the
$8=D : tch repaired 1
If there is an autornatic sprinkier system, i 1s Tamper switch repaired in
Instziled In aecondance with NFPA 13, Standard the sprinkler riser raom and
for the Instalfation of Sprlnldfe; Systems, fo verified they will work In case
provide complete coveraga for all portions of the i '
building. The system Is properly maintained in avalvels turned. Simplex
accordance with NFPA 25, Standard for the ., repalred switch by adjusting
Inspeclion, Teating, and Maintenance of < the existing tamper switch.,
Water-Based Fire Protection Systems. Itis fully
"supervised. Theare is a reliable, adequate water .
supply for the system. Required sprinkler # To tdentify other areas having
systems aﬁ gq;’tﬁpped with w!;ierﬂw and mper the potential for the same
switches, are elechically conhected to the : . o G
buiw“mg fire atarm system. 19.3.5 deficient practice Slmplex Grinneali
will Inspect alf tamper switches
on the sprinkler system for the
potential of having same Issuas
This STANDARD k not met as evidinced by: and will repair as needed.
" | Surveyur: 27871
B ohisanation i ' ' .
Based on chsantlons an st e ot +To tsurathot the same defcent
Kems were noncomplianca, specific findings - practice does not re-oocur the
include: tatnper switch (n fiser room did not : i [ .
fivity alarm &t fire alarm control panel whert 1| plant oper.ajaon divectar will add
tested(riser room fn day room agmss laundry). . tamper switch testing to our .
Quarterly sprinkler inspection:
42 CFR 483.70{a)
+ To monftor the corrective action
4  the Plant Operation Director will
A0 Inspect with Simplex Grinnell all
“-ﬁ? ‘ tamper switchas-on our quarterly - |
sprinkler inspection. [08/15/2013).
mm@mrmpw';vmm Evont ID: 07282} Faoimy - 922057 ‘K conthiivhtion sheet Pags 2 of 2
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245294 B, WING 07h0/2013
NAME OF PROVIDER DR SUPPLIER BTREET ADDRESS, CITY, STATE, 2IP CODE
237 MULBERRY 5T
o
AUTUMN CARE : F SHALLOTTE SHALLOTTE, NC 28459
L SUMMARY STATEMENT OF DEFICIENCIES Ip PROVIDER'S PLAN OF CORREGTION, )
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PRETIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED YO THE APPROPRIATE DATE
DEFIGIENCTY)
K 000} INITIAL COMMENTS K 000
Survayor; 27871
Thig Life Sufely Code (LSC) survay was
conducted as per The Code of Federal Register
at 42 CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications, This bullding Is Type V(211)
construction, one story, with a complete
automatic eprinkler system,
There no Life Safely Code Daficiencles
tletermined during survey: .
: __
LABORATPRY DIRECTOR'S OR PROVID PLIER REPRESENTATIVE'S SIGNATURE TITLE OB} DATE
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othor safegusgds provide sufficant profection to the patients. (Ses instmictions,) Excapt for nhursing homec, the findings stalad above aro disciosable 60 days
follavdng the flate of sumeay whethar or net & plen of cormection Is provided, For nuesing homeas, tha above nddings and plans of cormection e disclosabls | 4
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