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DEFICIENCY}
F 000 | INITIAL COMMENTS F 000

The facility was found to be in compliance with
the Medicare/Medicaid Long Term Care
regulations, 42 CFR part 483, subpart B during
the recertification survey of 6/20/2013.

|
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 cosrecting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings siated 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 correclion are disclosable 14
days following the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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! This Life Safety Code {LSC) survey was ! [
' conducted as per The Code of Federal Register | z :
| at 42 GER 483.70(a); using the 2000 Existing  *: : 2
; Health Gare seclion of the L8C and ils referenced J :
| publications. This facility is Type V protected i i :
: onstruction utilizing Delayod Egress locking : i ,;
i systems, and is equipped with & complete : : _
" autornatic sprinkier system, . i !
H vy s
' i : :
1 CFRIE 42 GFR 483.70 {a) ] :
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD | K082 1. The Malntenance Supervisor replaced
88 | i ' the defective sprinkler head on 5
: Requirad automatic sprinkler systems are . 7/19/2013, 5
| ontinuously maintained In rellable operating ! . i :
! condition and are inspected and tested : | & TheMalntonance Suparvisor fas *
| periodically, 19.7.6,4.6.12, NFPA 13, NFPA ! conducted a review of the sprinkler
| 25,97, | heads within the freezer and found all :
' i to be comphiant, i
{ I 3. The Malntenance Supervisor wiit ;
| This STANDARD Is not met as ovidonosd by: | condust perlodic Inspecttons as partof
| Based on (he observations and staff interviews the faclity preveative malntenance :
;on 7110/2013 the following Life Safety lernwas prograrm to Ihsure on-going i
| observed as noncompliant, specific findings { compliance. :
Linclude: The sprinkler head in the facility freezer ; .
l lt - A
- hag. a buildup of loe an the hoat sensitive : ! 4 The Mamtenanc'e supervisor will ‘
! element. : § conduct OA audits monthly for three
; ’ months and gquarterly thereafter and I ,
: CFRiE 42 CFR 483,70 {a) ' report findings o the facllity QA !
; ‘ 1 cormmittee at the established monthly
; i maetings The Administrator wiil he :
f responsible for maintaining ongeing ! ;
: % compliance. ¢-1213
i :
H ' 1
| | e |
; L :
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Any doficiency sﬁfﬁ'nem onding with-an asterisk (*} denotos a deficlenoy which the natitution may be excused from sorrecting providing it s delermined that
otnner safeguards provids sufficient protection ie the patients. {See instructions.} Excopt for nursiag homes, {he tindings stated abovo are disclasabls €0 days
following tha date of stervey whether of ot a plan of correction fs provided. For nureing horaes, the above findings and pians of corraction are dlsclosable 14
days following the dale these documents arg made availabla to the facifly, H deficlencles s ciled, an approved plan of correotlon I requisiie to c;onruw'nuad

program parlicipation, e
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