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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
345093 B. WING 08/15/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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F 000 INITIAL COMMENTS F 000
The facifity is in compliance with the
| requirements of 42 CFR PART 483, Subpart B for
i Long Term Care Facilities. Event ID: YJIK11.
|
i
| |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficizney which the institution may be excused from corresting 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.

FORM CMS-2567{02-99} Previous Versiens Obsolete Event (D: YJIK11 Facilify 1D: 923330 if continuation sheet Page 1 of 1




PRINTED: 09/08/2013

' DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1315 GREENSBORO ROAD
MARYFIELD NURSING HOME HIGH POINT. NG 27260
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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 lll protected
construction utilizing North Carolina Special
tocking arrangements, and is equipped with a
complete autornatic sprinkler system.

CFR#: 42 CFR 483,70 (a}

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029

Se=0 Qne hour fire rated construction (with % I_loqr
xinauishing syotom In aecordance wih 8.4.1 Ypace <ee 9713
e e ey b cled

optlon is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD is nof met as evidenced by:
Based on the observations and slaff interview
during the tour on 8/4/2013 the foliowing item was
observed as noncompliant, specific findings
include: The facility had a bulldup of dust and lint
in the combustion chamber of the gas fired dryers
in the laundry.

CFR#: 42 CFR 483.70 (8)

e "_ l-‘” RTVE'S SIGNATURE - V\‘ng m &7 /TZD/T:%

AnY gnt englih with an astérisk () denotes a deficiency which the institution may be excused from correcting providing it is determingd that
other safeguards provide sufficlent protectidn {ohe patisnis. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whather or not n of correction is provided. For nursing homes, the above findings and plans of correction are diselosable 14
days following the date these documents are made availabls to the faclity. If deficlencies are cited, an approved plan of cerraction Is requisite to continued

program participation, ﬁ
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DEPARTMENT OF HEALTH AND HUM. . SERVICES LR FORM APPROVED
CEN_TERS FOR MEDICARE & MEDICAID SERWCES OMB NO. 0938-0391
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A A BUI(DENG 02 - BUILDING 02 COMPLETED
_ 345093 B. WING : 08/04/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1315 GREENSBORG ROAD
MARYFIELD NURSING HOME HIGH POINT. NG 27260
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCGED. TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS ' K 000

This Life Safety Code {|.8C) 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 iis referenced
publications. This facility is Type Il (211)
protected construction utilizing North Carolina
Special locking arrangements, and is equipped
with a complete awtomatic sprinkler system.

CFR#: 42 CFR 483.70 (a) . -

NOTE: There were no Life Safety Code
deficiencies noted during the survey.

LABCRATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficlency statement ending with an asterisk (*) denotes a deflciency which the institution may be excused from correcting providing it Is determined that
other safeguards provids sufficlent protection to the palients, (See instructions.) Except for nursing homnes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of corection Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dafe these documents are made available to the facliity. If deficiencies are cifed, an approved plan of corraction is requisite o continued

program participation. \t’f@)
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