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F 000 | INITIAL COMMENTS F 000
The facilify is in compliance with the
requirements of 42CFR Part 483, Subpart B for
Long Term Care Facilities, (General Health
Survey).
LABORATORY DIRECTCOR'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 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 avaitable to the facifity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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CENTERS FOR MEDICARE & MEDICAID SERVICES : ~OMB NO. D938-0361
STATEMENT OF OEFICIENCIES {x1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3J DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICAYION NUMBER: j\j 7
A. BUILDING 01 « MAIN uﬂgw?t;%?m& . COMPLETED
B. WING . A
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE

400 VISION ORIVE

WOOBDLAND HILL CARE AND REHABILITATION
ASHEBORO, NC 27203

(X4} 10 { SUMMARY STATEMENT OF DEFICIENCIES : 19} ! PROVIDER'S PLAN OF CORRECTION
PREFIX |  (EACHDEFIGIENCY MUST BE PRECEDED @Y FULL © PREFIX | (EAGK CORRECTIVE ACTION SHOULD BE  © coMasrion
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) I Y- N CROGS-REFERENCED TO THE APPROPRIATE | DATE

i ) | DEFICIENCY)

: —
K 000 INITIAL COMME i .

: . COMMENTS r K 000? “This Plan of Correction is prepared and

- ; ' submilted as required by law, By submitfing this

| Th!g LilfedSafely nge(LSC) surveywas - Plan of Gorrection, Woodtand Hill Care &

| conductea as per The Code of Federal Register . Rehabilitation Center does not admit that the

. at 42CFR 483.70(a); using the Existing Health !
+ Care section of the LSC and its referenced
i publications. This building is Type Hl construction, |

deficlency listed on this form exist, nor does the
+ Center admitto any statements, findings, faots,

,f one story, with a complate automatic sprinkler : ¢ orconclusions thal form the basis for the alleged

| systam, | : deficiency, The Center reserves the right to,

,! ; | challenge in legal and/or tegulatory or

: The deficiencies determined during the survey | |  administrative proceedings the deficiency,

; are‘as follaws: - ’ i Statements, facts, and conclusions that form the
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD ; KO67:  basis for the deficiency.”
58=D; ! :

* Heating, ventilating, and air conditioning comply | : 1. Smoke damper near nurses station #1 was

i with the provisions of section 9.2 and are instalied ;

]

! ; | repaired and inspected by Asheboro Fire and

‘ L",,ZEF&';?;‘:Q WJT gtge‘:zr':;ar;ga(;sl;rs;sgo A ! ' Security on November 20, 2012. The smoke

48522 T ' , * damper is operating as designed and is in

i , + compllance as speclfied in NFPA 904, 19.5.2.2
: when fire alarm is activated.

- : /i 6/
' ! 2. All smoke dampers were inspected by /Ipej

+ This STANDARD s not met as evidenced by: | + Asheboro Fire and Security on November 20,
42 CFR 483.70(a) . - 2012 and found to be in operational :
By observalion on 11/7/2012 at approximately " compliance.

noon the foliowing Heating, Venlilating, and Alr
* Conditioning system (HVAC) was non-compliant; : :
: specific findings include the smake damper near 3. The Maintenance Director was rgeduca!e.d
‘ nurses station #1 did not operate with fire alarm :  onNovember 20, 2012 by the Administrator on

activation. : ' performing monthly checks during fire drilis to
. assure operational compliance of the smoke:
i dampers when the fire alarm is aclivated,

4. An audit will be reviewed at the Performance
Improvement Commitlee maeting on a monthly
basis, then quanerly X2. The Administrator and
Director of Nursing are accountable and

responsible for compliance.

LABOR%RY DIRECTOR'S.QR PROVIDER/S REPRESENTATIVE'S SIGNATURE TITLE {%8) DATE
4&4 ADMorrscrepsan /4 ,é/ //z

4 L4
Any deflclancy stalement ending with an Esterisk (‘)renotas g deficiency which the Inslilution may be excused from corracling providing it is determindd that

other safeguards provide sufficient proleclpn to the fatients. {See instruciions.) £xcept for nursing homes, the findings staled abova are dizclesable 90 days
following the date of survey whether or not correction is providad. For nursing homes. the above findings and plens of coirectlion sre disclosable 14
days following the date these decuments sre mada avaiiabie 20 tha faclity, I defleiencies are ciled, an spproved plan of correction is requisiie o continued
program panicipaion.
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