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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
345175 B. WING 1211312013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
‘ PO BOX 1940
SMITHFIELD MANOR INC SMITHFIELD, NG 27577
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION x5)
BREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUELATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 0001 INITIAL COMMENTS F 000

The facility was found to be in compliance with
the Medicare/Medicaid Long Term Care
regulations, 42 CFR part 483, subpart B during
the recertification survey of 12/12/2013.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%6) DATE

Any deficlency statement ending with an asterisk (*} denctes a deficiency which the institution may be excused from correcling providing it is determined that
other safeguards provide sufficient prolection 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. |f deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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\CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0938-0391
YEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 « MAIN BUILDING 01 COMPLETED
345175 B. WING 01/03/2014
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STAYE, 2IP CODE
PO BOX 1940
SMITHFIELD M C
M ANCR IN SMITHFIELD, NC 27577
. (b SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFIGIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING :NFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K000| INITIAL COMMENTS K000
This Life safety Code(LSC) survey was
conducted as per The Federal Register, using the
Existing Health Care section of the LSC and its JAN 17 201
referenced publications. This bullding (0102) is
type H construction, one story with a complete
automatic sprinkler system.
The deficiencies determined during the survey
are as follows: -
K 062 ] NFPA 101 LIFE SBAFETY CODE STANDARD K 062
58=D
Required automatic sprinkler systems are :
contihuously maintained In reliable operating . 'wb;gagw Iocaptaco for heat In tha eprinider aystom
condition and are Inspectad and tested covar on Januay 5. o1 @ fod calorad recaptacla
perlodically.  19.7.6, 4.5.12, NFPA 13, NFPA - Augll conducted on alt acllly recapmeiss requiting
+balng s6d in color eonducted by the Dlrecter of Ervirenmen
25,875 8 mont|
v -Barvicas andfor hls dasignuo. Audll Io be presanied at the
, Bl:rnal;;af;y 21, 2014, Qualty Assurance Camminae to (o mams
'Quanory auat of ppiopdalaly colored/placad racoptacios
. - wlll ba performed on a quanedy basls by the Direclor of
This STANDARD is not met as evidenced by: Emdronmental Bervicos andlor ls deslgnee and preseniad
42 CFR 483.70 +io {he Adminisizator 1o enavre compltance. Audiis wi ba
.70(a) ncluded on iho agende of eash quarte
. . quarterdy Qually Assurance
By observation on 1/3/14 at approximately noon : gmger 1}3:!'119- » )
A i acilly racaplacls compllance with !
the following aufomatic spri_nk!er system ‘ i clor/placement daslgrating smergancy powgp\:;?lﬂrgt?ow'awed
component was non-compliant; speciic findings 18pprovad and malnialned by the Guntity Assurance Comumittes,
include the emergency receptacle for heat in the
sprinkler systems hot box had a normal colored ]
cover plate on the receptacle, indicating normal
power, - . I
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 |Faclitly amargancy gonerator wit bo inspactad waoakly and
exrclead yndar load for 30 minutes per monlh by the
38=D . . Director of Envlronmental Services ant/or hia dealgnaa.
Generators are inspected weekly and exercised I inspe-cmd byEz"zeE! Elsgc Cgmpany ;agu;&xia:y a.uzow
i . to anduirg camplinnca and on Januany 10, , [utine
undar joad for.30 minutes per month In  malienanco, &8 par conlract, was providad,
accordance with NFPA 99, 3.4.4.1. " Auditlog complatad waekly 1o valldale emergancy
i ganerator functiohs when testad by Dlrecier of Eaviranmental
+Sarvices andlor his deslgnea.
" Aldile torwardad 1o Adminisiraler for agproval and 10 snayra
; complianca wilh requlalon,

*Waakly autliafioga will be presented ul tha Quanardy Qually January 21, 2014
! Assurance Commitice mestings ¢n January 21, 2014, and than

: quanery lor raviaw end approval of its membarahlp,

LABORATORY DIRECTOR'S OR PROVIDER/SUPRLIER REPRESENTATIVE'S SIGNATURE

Hile
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Any deficiency statement ending with an asterisk (*) dencles a deficlency which tha Institutlon may be excused from cerrecting providing ft is determined that
other satagirards provide sufficient protaction to the patleats. (See Instructlons,) Except for nursing homes, the findings stafed above are

following the date of survey whether or not a plan of comactlon is provided. For huising homes,

distlosable 90 days

the above findings and plans of correction are disclosable 14

days foliowing the date these documents are made available to tha facllity, |f deficiencies ara cited, an approvad plan of correction is requisite to continued
prageam ipafon. {..
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PRINTED: D1/06/2014
FORM APPROVED
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STATEMENT CF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 01 - MAIN BUILDING 01 COMPLETED
345175 B. WING 01/03/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
L
PO BOX 1940
MITHFIELD M :
SMITHFIELD MANOR NG SMITHRIELD, NG 27577
%4) ID SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION =5
FREFIX {EACH DEFICIENCY MUSY 8E PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY)
K 144 | Continued From page 1 K 144
This STANDARD is not met as evidenced by;
42 CFR 483.70(a)
By observation on 1/3/14 at approximately noon
the following emergency generator was
non-compliant; specific findings Include generator
#1 did not transfer power when tested. The
emergency generator cranked using manual
means only.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1} PROVIDERJSUPPLIER/CUIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECT:ON IDENTIFICATION NUMBER; A, BUILDING 02 - BUILDING 62 COMPLETED
345175 B, WING 01/03/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE, ZIP GODE
PO BOX 1240
SMITHFIELD MANOR ING . SMITHFIELD, NC 27577
(%4} 10 SUMMARY STATEMENT OF DEFICIENGIES B PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE OOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 000 [ INITIAL COMMENTS K 000
This Life safety Code(LSC) survey was
conductad as per The Federal Register, using the
Existing Health Care section of the LSC and fts
referenced publications. This building (0202) is
type Il construction, one story with a compiete
automatic sprinkler system.
The deficlencies determined during the survey
are as follows:
There were no Life Safety Code Deficiencies
noted at time of survey. )
#f
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

2]

Any deflclency stalement ending with an asterlsk {*) denctas a deflclency which the institution may ba axcUsed from comecting providing i Is datermined thal
other safeguards provide sufficlant protectlon to the pafients. (Ses insluctions.) Except for nursing homes, the findings stated above are disclosable 90 days
followling the date of survey whether or niot a ptan of corraction Js provided, Fer nursing homas, tha abava findings and plans of coirection ara disclosable 14
days following the date these documents are made available to the facility. !f deficlencles are clied, an approved plan of correctlon is requisite to continued

program peaicjpation, Qf
P (. (Lo A
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