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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS EOR 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
345506 B. WING - 10/24/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
700 SOUTH HOLDEN ROAD
WHITESTONE A MASONIC AND EASTERN STAR COMMUNITY GREENSBORO, NG 27407
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF GORRECTION (X5
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
' DEFICIENGCY)
F 000 | INITIAL COMMENTS F 000
No deficlencies were cited as a result of the
recertification survey. Date of 10/24/2013. Event
ID#Q83511.
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 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 80 days
following the date of survey wiether or not a plan of correction s provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the date these documents are made available to the faciity. If deficiencles are cited, an approved plan of correction is requisite to continued
program participation.
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Dec. 12, 2013 9:28AM  whitestone cave wellness clen v e 6715 P2
. A R PRINTED: 12/02/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES P FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘1 DEC 122018 OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA {2) MULTIPLE {:ONSTRUCHDN (X3} DATE SURVEY'
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: G 09,5 MAIN BUILOING. 03 GOMPLETED
345508 11119/2013
NAME OF PROVIDER OR SUPPLIER " SYREET ADDRESS, CITY, STATE, ZIF CODE :
- 700 SOUTH HOLDEN ROAD
WHITESTONE A MASONIC AND EASTERN STAR COMMUNITY BREENSBORO, NC 27407
4y 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ()
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SROULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCT)
K 000 | INITIAL COMMENTS Koo
This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 Exisling
Health Care section of the LSC and its referenced
publications, This bullding is Type V (111)
construction, one story, with a complete
automatic sprinkler system,
The deficiencies determined during the survey
are as follows:
K 076 NFPA 101 LIFE SAFETY CODE STANDARD K078] TagX 076 NFPA 101 Life Safety
SS=0 Code Standard
Medical gas storage and administration areas are
protected in acgordance with NFPA 99, .| Oxygen cylinders wero separsted and placed |, 03
Standards for Health Care Facililies. into separate racks for fll and empty on
. November 19, 2013 in both storage Yooms,
(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation. Nursing staff will be nserviced by the Staft
Developuent Coordinator about keeping the 121813
{b) Locations for supply systems of greater than full and enapty O2 oylindexs stored in the
3,000 cu.ft, are vented to the outside. NFPA 99 appropriate racks.
4.3.1.1.2, 193.24 .
‘Weekly audits of oxygen cyliader storago
vwill be done for one month and then’ 12/18/13
quarterly along with our Quality Assurince
program for the next year by our Staff
This STANDARD is not met as evidenced by: Development Cooxdinator, Director of
A. Based on observation on 11/19/2013 there Nursing and Administrator,
were D2 cylinders both full and empty mixed in
the 02 storage room near room #51.
42 CFR 483.70 (a)
\-
MBORATORYR'& OR PROVIDER/SURELIER REERESENTAYNES SIGNATURE THLE (8} DATE
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Any deficlency statement ending veith an astetisk {*) denotes a daficlency which the institution mey be excused from corra

cting providing it is determined that

other safagiands provide sufficlent protection lo the patients. (See instuctions.) Except for nursing homes, the findings atated above ara dfsclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nureslng homes, the above findings and plans of correction are disclosable 14

days following the date theso documents are made aveitable to tha facility. If deficlencies are cited, an approved plan of corection Is requisite to continued

program paiticipation.
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