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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} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING COMPLETED
345054 B. WiNG 09/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1150 PINE RUN DRIVE

WOODHAVEN NURS & ALZHEIMER'S C LUMBERTON, NC 28358

{X4)} 1D BUMMARY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Fagcilities (General Heaith
Survey) Recertification Survey conducted on
9/18/13. Event ID BMSF11.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficiency statemant 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 inslructions.) 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 deficiencles are cited, an approved plan of correction is requisite to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF OEFICIENCIES [(X5) PROVIDER/SUPPUER/CLIA (X MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMDER, A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
345054 . WING 11/05/2013
NAME OF PROVIDER OR SUPPLIER STREET AODRESS. CITY, STATE. ZIP CODE

1150 PINE RUN DRIVE

WOODHAVEN NURS & ALZHEIMER'S C LUMBERTON, NC 26358

{x4) 1D SUMMARY STATEMENT OF DEFICIENCIES : o | PROVIDER'S PLAN OF CORRECTION X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' pagrix {EACH CORRECGYIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO YHE APPROPRIATE
: | DEFICIENCY)
! ; I
! R ]
K 000+ INITIAL COMMENTS { K 0001
! ; i
Surveyor; 27871 i

; This Life Safely Code{L.SC) survey was
' conducted as per The Code of Federal Register 1
- 31 42 CFR 483.70(a); using the 2000 Existing ;
| Health Gare section of the LSC and its referenced
publications. This building is Type V construction, : i
t one story, with a complete aulomatic sprinkier : i
: system, : .
The deficiencies determined during the survey
are as foliows:

K 067 ! NFPA 101 LIFE SAFETY CODE STANDARD K067 L. The smoke damper has been

§8=E . replaced: ,
Heating, ventilating, and air conditioning comply - 2. All smoke dampers have been-

with the provisions of section 8.2 and are installed - i checked. .

[ in accordance with the manufacturer's ; {3. Preventive maintenance will

%speciﬁcations. 18.5.2,1, 9.2, NFPA 904, i !  be performed annually by the

. 19.6.2.2 | 1 majintenance: departmest and

: ! : a log will be maintained.

i {4. It is not necessary to add

i :  thie ro our qualicy

| assurance pPrOgram.

! 5., Completion date for this
tag 1s 1l-18-13. 131-18~13

! This STANDARD is not met as evidenced by:

I Surveyor: 27871 )

Based on observations and staff inlerview at
approximately 9:00 am onward, the following
items were noncompliant, specific findings
include: smake darmiper's on Ha!l 1113 did not
close on activation of fire alarm test(atlic access
location between 1113 and 114).

t
42 CFR 483.790(a) :

K 069: NFPA 101 LIFE SAFETY CODE STANDARD K 069;

W
o
11
11

Cooking facilities are protected in accordance
with 9.2.3.  192.3.2.6, NFPA 95

g , : §

¥ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE

s (00000 RV MSP Dicechr J1-14-13

Any dbfitiency statement ending with an astorisk (%) denoles a deficiency which the instinition may he excused from cosrecting providing it is determinod that
other safeguards provide sufficient protection to the patients, {See instructions.) Except for aursing hemes, the findings statad above are disclosable 90 days
following the date of survey whether ot ital a1 plan of correction is provided. Far nursbyg horncs. the above findings and plans of correction are disclosable 14
days Jollowing the date these docurnents are inade available o the facility. If deficioncies are giled, an approved plan of correction is requfsite 1o continyed
program participation.

I arty F.D 9&3—401
')
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DEFIGIENCY)

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA £X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER' A BUILDING 01 - MAIN BUILDING 01 COMPLETED
345054 BWING . 11/05/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE
WOODHAVEN NURS & g 1150 PINE RUN DRIVE
RS & ALZHEIMER'S C LUMBERTON, N 28356
x40 | SUMMARY STATEMENY OF DEFICIENGIES ; o FROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE mmoszfgwu
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG CROSS-REF ERENCED YO THE APPROPRIATE

Surveyor. 27871

fryer.
42 CFR 483.70(a)

K 069 | Continued From page 1

This STANDARD is nol met as evidenced by

Based on observations and staff interview at
approximataly 9:00 am cnwaerd, the following
i ltems were noncompliant, specific findings

{ include:deep fat fryer in kitchen is not 16 inches
from adjacent equipment. Therefore, sptash
guard's be installed at a minimum of 8 inches on

K06g.1. The splash guard has been

i | installed.
|2. There are no nore deep
i

deep fryer i1s installed.
the kitchen,

! 4. It 18 not necessary to add

i chis to our qualiky assu

! program. -

5. Completion date for this
tag ig 11-18-i3.

|
| |

fryers in use in the kitcheu.
3. The dietary supervisor{Lorna
Kelly) will be responsible
E ' for issuing a work ordex for !
+ a splash guaxd 1f another !

in |

rance

-11-18-~119
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0321
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE. CONSTRUCTION {X3) DATE SURVEY
AND #LAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING 02 - BUILDING 2 COMPLETED
345054 8 WING 11/05/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1150 PINE RUN DRIVE

WOODHAVEN NURS & ALZHEIMER'S C LUMBERTON, NC 26358

(%4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION .
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE cOMILEl
TAG .  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
’ i DEFICIENCY}
K 000 { INITIAL COMMENTS K 000
i

Surveyor; 27871 ‘
This Life Safety Code{LSC) survey was . !
* conducted as per The Code of Federal Register | Hit
. at 42 CFR 483.70(a); using the 2000 Existing ! Nov 3 9, 0 /zw, /

e

Haalth Care sectton of the LSC and its referenced

i

publications. This building is Type V construction, | S |

one story, with a complate automatic sprinkler t C%f RUCTIOI@E(?‘.! b
' system. ; ' H"'"'“""“‘-wiﬁ{:zm :
' No deficiencies were determined during the [

survey :

42 CFR 483.70(a)

; '
[

1 |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE {X6) DATE
X (’,Qgﬂm 2, M SN Direefor {-(5-13

Any asficlency stalement ending with an asterisk {*) denoles u deficiancy which the nstitution may be excused from correcting providing it s determined that
other safeguards provide sufficiant piotaction 1o the patients. (See instructions.) Excent for nursing homes. the findings stated aboveo are disclosable 90 days
following the date of survey whethar or ot & plan of cormectian is provided  For nurging homes. the above findings and plans of correclion are disclosable 14
days following tha data these docements are mado avaitable to the focility. If deficiencies are ciled, an approvod plan of correetion is requisite fo continucd
program participation,
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