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The facility is in compliance with the
requirements of 42 CFR Part 483,
Subpart for Long Term Care Facilities
(General Health Survey).

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) 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 palients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 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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This Life Safety Code (LSC) survey 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 facility is Type 1li (211)
protected construction, and is utilizing North
Carolina Special Locking arrangements. The
facility is equipped with an automatic sprinkier
system.

CFR#: 42 CFR 483.70 (a)
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K18
55=D ’
Doors protecting corridor openings in other than
required enclostres of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dulch doors meeting 19.3.6.3.6
are permitted.  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.
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Any deﬁciéncy statemeni ending with an astarisk (*) denotes a deficiency which ihe Institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homas, the findings staled above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nuesing hormes, the above findings and plans of coreaction are disclosable 14
days following the date these documents are made available to fhe facility. 1f deficiencies are cited, an approved ptan of corraction is requisile to conlinued

program paricipation. \m
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5 NFPA 101 LIFE SAFETY CODE STANDARD

Continued From page 1

This STANDARD is not met as evidenced by
Based on the observations and staff interview
during the tour on 9/13/2012 the following item
was observed as noncompliant, specific findings
include: The facility had two areas where the
door hardware was not pass through hardware.
The doors must release with one motion of the
hand even if the door is locked from entry from
the outside.

The locations are:
1. The storage room at the loading dock.
2. The janitor's closet in the dietary area.

CFRit. 42 CFR 483.70 (a)

liurnination of means of egress, including exit
discharge, is arranged so that failure of any single
lighting fixture (bulb) will not leave the area in
darkness. {This does not refer to emergency
lighting in accordance with section 7.8) 19.28

This STANDARD is not met as evidenced by:
Based on the observations and staff interview
during the tour on 9/13/2012 the following item
was ohserved as noncompliant, specific findings
include: The exit discharge lighting to the public
way (a parking lot or driveway) is incomplete
teading from the station "B" / smoking area exit
around the building to the parking lot at the front
of the bullding. There are areas that do not have
proper egress lighting on emergency generator
power.
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