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| An annual and follow up survey was completed

on October 15, 2018. Deficiencies were cited. P"‘\(' \68‘“9 l \ TO.mmS
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This facility is licensed for the following service o OBLQ,DO STy

category: 10A NCAC 27G .5600A, Supervised
Living for Adults with Mental lliness.

IOA NCAC 916 .03

|
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10A NCAC 27G .0203 COMPETENCIES OF d() (LODION QDS
QUALIFIED PROFESSIONALS AND 0 - |
ASSOCIATE PROFESSIONALS PicReooitnats |
(a) There shall be no privileging requirements for
qualified professionals or associate professionals. \

| (b) Qualified professionals and associate \DmPUU’Y‘LQ h’(,(LC‘L (C)Q*OUM %‘ a)ﬁf
professionals shall demonstrate knowledge, skills

- and abilities required by the population served.

~(c) Atsuch time as a competency-based i \'a'u! @P T e'8Y Srooe Oﬂ

. employment system is established by rulemaking,

' then qualified professionals and associate L0 CuthlicahomO thos CLU
professionals shall demonstrate competence. K
(d) Competence shall be demonstrated by Lx,pdoctﬁd G{,\\ Cooitent W‘OJ'
exhibiting core skills including: cot e \‘.\}U e =Y

: . LY L Cod

(1) technical knowledge;
(2
(3) analytical skills,

; \mw ond LML\OL&LUWQO
(4 ; decision-making; p

)

)

cultural awareness;

ﬁr\Q cLocaon So_nmd
(5 mterpers_onall skill;;
- (6) communication skills; and @P LO&/‘L ¢, 6 de@if

(7) clinical skills. |

(e) Qualified professionals as specified in 10A | nm %’D
NCAC 27G .0104 (18)(a) are deemed to have t S/‘UL O 5&_ LjL,O

met the requirements of the competency-based

employment system in the State Plan for A cn
 MH/DDI/SAS. \Cnaucle O\gm g} s

' (f) The governing body for each facility shall \w WP\/&M oM
develop and implement policies and procedures
for the initiation of an individualized supervision QD LD m.
plan upon hiring each associate professional. ICH G (j 1 11 4 p ~ v WYyweH
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(g) The associate professional shall be
supervised by a qualified professional with the
population served for the period of time as
specified in Rule .0104 of this Subchapter.

This Rule is not met as evidenced by:
Based on record review and interviews the

Qualified Professional (QP) failed to demonstrate

knowledge, skills and abilities required by the
population served. The findings are:

| Review on 10/12/18 of client #3's record
revealed:
- 28 year old male admitted to the facility 1/6/14.
- Diagnoses included Schizoaffective Disorder,
depressive, and obesity.
| - Person Centered Plan dated 6/21/17 included
| goals to manage cigarette consumption, money
| management, compliance with the facility
sanitation policy, compliance with mental health

medications, and "compliance with all medication

regiments.”

During interview on 10/12/18 client #3 stated:

- He was trying to lose weight and smoke less.

- He wanted to regain his guardianship, get his
GED (General Education Diploma), and to get a
job.

- He did not know any of the goals in his person
centered plan, nor did he know who wrote them.
- He had met the QP once last year.

. Review on 10/9/18 of the QP's personnel record
' revealed:
- - Hire date of 2/19/16.

| - Education records included Bachelor of Science |
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' (g) The associate professional shall be eV Q\\Q S
| supervised by a qualified professional with the . o
' population served for the period of time as MYONCICY & Uele & @ Nots
specified in Rule .0104 of this Subchapter. A -
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' This Rule is not met as evidenced by:
Based on record review and interviews the

' knowledge, skills and abilities required by the
| population served. The findings are:

Review on 10/12/18 of client #3's record
revealed:

| - 28 year old male admitted to the facility 1/6/14.
| - Diagnoses included Schizoaffective Disorder,

| depressive, and obesity.

| - Person Centered Plan dated 6/21/17 included
goals to manage cigarette consumption, money
| management, compliance with the facility
sanitation policy, compliance with mental health

medications, and "compliance with all medication

| regiments.”

' During interview on 10/12/18 client #3 stated:

| - He was trying to lose weight and smoke less.

; - He wanted to regain his guardianship, get his

| GED (General Education Diploma), and to get a

| job.

- - He did not know any of the goals in his person
centered plan, nor did he know who wrote them.

| - He had met the QP once last year.

|

| Review on 10/9/18 of the QP's personnel record
revealed:
- Hire date of 2/19/16.

| - Education records included Bachelor of Science

Qualified Professional (QP) failed to demonstrate
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(g) The associate professional shall be Jars e WO
| supervised by a qualified professional with the @da@d U
population served for the period of time as OLU \UYD Qe O’\C\
| specified in Rule .0104 of this Subchapter.
|

[

regiments.

|

revealed

Thrs Rule is not met as evidenced by:

‘ Based on record review and interviews the Nl S bt o C(%
; \l,L,L'

| Qualified Professional (QP) failed to demonstrate

| medications, and "compliance with all medication
| veuicnents? OP il craudaen a0l

| During interview on 10/12/18 client #3 stated:
| - He was trying to lose weight and smoke less. oM &Q_h viclahomo |
| - He wanted to regain his guardianship, get his % \_)

GED (General Education Diploma), and to get a
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- knowledge, skills and abilities required by the Lol \elloud '
population served. The findings are: m L.QCE\'\ Dﬁ{D O
| Revie;.'vdon 10/12/18 of client #3's record pb& S ip V]
reveale
| - 28 year old male admitted to the facility 1/6/14. SW e \K\U Q(Wb Y 11,0*
- Diagnoses included Schizoaffective Disorder,
] depresswe and obesity. o } dOU.UY)LQ ﬁd;ﬁ?
| - Person Centered Plan dated 6/21/17 included ; i i o
) L delw(@
‘ goals to manage cigarette consumption, money C‘\C\M BLHC\ Cﬁ) o
| management, compliance with the facility a A L \C),’h(}‘("r*(D ‘
§ sanitation policy, compliance with mental health

secondo ol AoCLme modion

job. S— . o B

' - He did not know any of the goals in his person Wi @P‘* GAlonn w’\LCJ\'\’ ey

| centered plan, nor did he know who wrote them. L o bl : > '
- He had met the QP once last year. Lou L oncor ol Coccemuniedio

nowdicodion | Alocteto erdno

' Review on 10/9/18 of the QP's personnel record
: oN o - uxmtd’ﬂ f)(LhwdarﬁJ

- Hire date of 2/19/16.
- Education records included Bachelor of Science \hu:_ TR, e \H_,a
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(g) The associate professional shall be

| supervised by a qualified professional with the
| population served for the period of time as

| specified in Rule .0104 of this Subchapter.

This Rule is not met as evidenced by:

Based on record review and interviews the
Qualified Professional (QP) failed to demonstrate
knowledge, skills and abilities required by the
population served. The findings are:

Review on 10/12/18 of client #3's record
revealed:

- 28 year old male admitted to the facility 1/6/14.
| - Diagnoses included Schizoaffective Disorder,
depressive, and obesity.

- Person Centered Plan dated 6/21/17 included
goals to manage cigarette consumption, money
management, compliance with the facility
sanitation policy, compliance with mental health
medications, and "compliance with all medication
regiments."

During interview on 10/12/18 client #3 stated:

- He was trying to lose weight and smoke less.

- He wanted to regain his guardianship, get his
GED (General Education Diploma), and to get a
job.

- He did not know any of the goals in his person
| centered plan, nor did he know who wrote them.
[ - He had met the QP once last year.

| Review on 10/9/18 of the QP's personnel record
revealed:
- Hire date of 2/19/16.
- Education records included Bachelor of Science
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' (g) The associate professional shall be A oo o
' supervised by a qualified professional with the Necei Yhiue 1O o
| population served for the period of time as U’
' specified in Rule .0104 of this Subchapter. C@m Whon ot Gootok unp

colsum ocnon niweded
ié‘w‘;‘a s oot

Ot ool o

1 This Rule is not met as evidenced by:

Based on record review and interviews the SNILL OP e U 63\ %
Qualified Professional (QP) failed to demonstrate
' knowledge, skills and abilities required by the ‘oo o ngpu,t!f a.
- population served. The findings are:
| N— 3 \
| Review on 10/12/18 of client #3's record _P_\Y\,O Gp LULQ-/O ()\\DUD' \_L,F)
revealed:; _ :
- 28 year old male admitted to the facility 1/6/14. i e IO LCLU\%

- Diagnoses included Schizoaffective Disorder,

depressive, and obesity. m Q,@@Ltﬁ‘\\(‘ﬁu O&

- Person Centered Plan dated 6/21/17 included

goals to manage cigarette consumption, money W\@O\ C D Loy \LQCLLCLQ.LOIJ
management, compliance with the facility Lo G . C \P e \}LQ

sanitation policy, compliance with mental health . ; { \ 1 CLO’
medications, and "compliance with all medication ok tn QL S e

| regiments.” Pvecdu e DLCLLH\LQ HaHon

ﬁ
During interview on 10/12/18 client #3 stated: KL k_QL‘lCLQO ol \QQ
| - He was trying to lose weight and smoke less. \ LL‘;)/{ unm
| - He wanted to regain his guardianship, get his CO d O\d .
' GED (General Education Diploma), and to get a Lhm k)(_Q()@“d , @p e \,C;C)

| job.
- He did not know any of the goals in his person b@\\w - \va @) JJ%Q.U‘LCLQO

centered plan, nor did he know who wrote them.
QRELs: Mrethly

L
K7

- He had met the QP once last year.

Review on 10/9/18 of the QP's personnel record QC‘»H\U(W Lo 0 orooucse
revealed: ook
- Hire date of 2/19/16. o LN aloo oud .

| - Education records included Bachelor of Science ﬁ\ My ¢ QP i D\%h My (‘_J']MUJO
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' T0ANCAC 27G .0207 EMERGENCY PLANS

| This Rule is not met as evidenced by:

AND SUPPLIES

(a) A written fire plan for each facility and
area-wide disaster plan shall be developed and
shall be approved by the appropriate local
authority.

(b) The plan shall be made available to all staff
and evacuation procedures and routes shall be
posted in the facility.

(c) Fire and disaster drills in a 24-hour facility
shall be held at least quarterly and shall be
repeated for each shift. Drills shall be conducted
under conditions that simulate fire emergencies.
(d) Each facility shall have basic first aid supplies
accessible for use.

Based on record reviews and interviews the
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| - Person Centered Plans were written with goals
' and strategies developed based on "what the &’l C/ : m
| individual client said they wanted to do, goals they - ; g
wanted to achieve," and some of what was in the \U NCrC 6‘]6 Ddo—,
~ client assessments. \
- She and the administrator "talked to" direct care LU\ ) NG p\m oy
staff regarding the content of the Person |
Centered Plans and how to train goals and
| implement strategies. LC %* ‘a <
| - She had no responsibility for client medications 0 V.3 O\
or Medication Administration Records. DMP\“WQ s
' During interview on 10/15/18 the Administrator Adkeninotra tor Wy CC*W.‘C ¢ é@
| stated she was responsible for supervision of . = ;
| direct care staff and she did not have a \)\Cd()m C\MUO ON %Ch
supervisor. X ) ‘ ‘
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Vv 1145 27G .0207 Emergency Plans and Supplies V114 L,UULQ oL W datﬂd L U)('f'

R

E)OC’(\ Ska
wied to o
LLL cotn CULLQ/O \v

*ﬁ\k%@lﬂ C[\’\/fh(“t M\J

L

QU o ol o

Aocemiwntod © dud n AU
0

%n\ms\)ra*br u)UUl \(,Q,Q/P

Gty ij -
uJLUL bb
fUL%Q/

(0

Division of Health Service Regulation

STATE FORM

6899

Oocwunonind edinn Content 4 up

BY8Z11 L ‘Qr\}n ‘(\\,UC\

If continuation sheet 4 of 6

(@)



PRINTED: 10/17/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i B COMPLETED
R
MHL007-055 B. Wihs 10/16/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3680 CHERRY ROAD
00D
W EDAGRES # WASHINGTON, NC 27889
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ‘ ID PROVIDER'S PLAN OF CORRECTION i (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
| ; ‘ DEFICIENCY)
V109 Continued From page 2 | V109 O QOOQUENNONED ﬁ\d’m 0
| P E
in Rehabilitation Services, 2008; Master's Degree | L‘}{ L —i
in Rehabilitation Counseling, 2012; Master's i i @i \\ C\OEL w @,ﬂl\CC‘(\Om
Degree in Substance Abuse Clinical Counseling, | JCQ \\)ﬁL[ @\—7
2012; and Master's Degree in Criminal Justice, | ' :
2014.

Professional credentials included Licensed
Clinical Addictions Specialist, expired 7/01/15;
Licensed Professional Counselor Associate,
expired 6/30/17; and Master Addiction Counselor,
effective 1/31/16.
- No documented training with regard to working
with adults diagnosed with developmental
disabilities or mental illness, or Person Centered

' Planning.
- "Qualified Professional Job Description” signed |
and dated by the QP 2/19/16 included ". . . 2. Is
responsible for the overall personal care plans
throughout the facility. . . 11. Assures the
continuous maintenance of all standards and E

' regulations and the implementation of the policies |

" and procedures . . . 14. Monitors medication in |
homes, checks medication, doctor's orders and |
fl-2. Check medication weekly . . . 16. Completes | .
client's books upon admission. Making sure all i
documentation that is required is in book. 17.
Monitor doctor's appointments. Follow up with | |
staff after clients attend appointments for ‘ ;
medication change or referrals . . . "

|

During interview on 10/1/18 the QP stated: I
- She worked full time as an "independent
practitioner" and was a Licensed Clinical ‘
Addictions Specialist and a Licensed Professional |
Counselor. j
- She had training in CPR, NCI|, Person Centered |
Planning, and various mental health diagnoses. |
| - Some of her responsibilities included treatment |
team meetings, "staffing," and clinical paperwork,
including completion of the Person Centered
Plans.
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- Person Centered Plans were written with goals
and strategies developed based on "what the

\ individual client said they wanted to do, goals they

, | wanted to achieve," and some of what was in the
| client assessments.

- She and the administrator "talked to" direct care

| staff regarding the content of the Person
Centered Plans and how to train goals and

| implement strategies.

- She had no responsibility for client medications

| or Medication Administration Records.

| During interview on 10/15/18 the Administrator

 stated she was responsible for supervision of

 direct care staff and she did not have a
supervisor.

V 114 27G .0207 Emergency Plans and Supplies

i 10A NCAC 27G .0207 EMERGENCY PLANS
AND SUPPLIES

| (a) A written fire plan for each facility and

| area-wide disaster plan shall be developed and

shall be approved by the appropriate local

| authority.

(b) The plan shall be made available to all staff

and evacuation procedures and routes shall be

posted in the facility.

(c) Fire and disaster drills in a 24-hour facility

shall be held at least quarterly and shall be

| repeated for each shift. Drills shall be conducted

under conditions that simulate fire emergencies.

(d) Each facility shall have basic first aid supplies

accessible for use.

|
| This Rule is not met as evidenced by:
; Based on record reviews and interviews the
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facility failed to ensure fire and disaster drills were |
held quarterly and repeated on each shift. The |
findings are:

During interview on 10/12/18 the facility |

Administrator stated the group home operated i

two shifts, Monday 9:00 am - Thursday 5:00 pm,
' and Thursday 5:00 pm - Monday 9:0 am.

Review on 10/12/18 of the facility's fire and
disaster drill documentation revealed:
- No fire drill documented for the Monday -
| Thursday shift in the 3rd quarter (July -
September) 2018.
- No fire or disaster drill documented for the
Thursday - Monday shift in the 3rd quarter (July -
September) 2018.
- No fire or disaster drill document for either shift
in the 2nd quarter (April - June) 2018; a tornado
drill was documented Thursday, 6/14/18, but no
time was documented, therefore the shift during |
| which the drill was held could not be determined. |
' - No fire or disaster drill documented for the i
Monday - Thursday shift in the 1st quarter [
(January - March) 2018. [
|
|
I
1
|

- No fire or disaster drill documented the
| Thursday - Monday shift for the 3rd quarter (July -
| September) 2017.
- No disaster drill documented for the Monday -
Thursday shift for the 4th quarter (October -
December) 2017.
- No fire drill documented for the Thursday -
Monday shift for the 4th quarter (October -
December) 2017.

- During interview on 10/12/18 client #2 stated they i
did fire and tornado drills and had a fire drill i
recently. They would evacuate the facility during
fire drills, going across the driveway away from
the facility until they were told they could return.
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During interview on 10/12/18 client #3 stated fire \
and tornado drills were held in the facility monthly.

During interview on 10/12/18 client #4 stated fire
and tornado drills were held but he wasn't sure
how often.

During interview on 10/15/18 the Administrator
stated she understood the requirement to hold
fire and disaster drills quarterly and on each shift.
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Name of Home:

Address:

1;

-FIRE AND DISASTER REHEARSAL SCHEDULE

Date of Rehearsal: Time of Rehearsal:

Type of Drill Conducted:

Day:

Person in Charge:

Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:

. Date of Rehearsal: Time of Rehearsal:

Type of Drill Conducted:

Day:

Person in Charge:

Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:

. Date of Rehearsal: Time of Rehearsal:

Type of Drill Conducted:

Day:

Person in Charge:




Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:

4. Date of Rehearsal: Time of Rehearsal:

Type of Drill Conducted:

Day:

Person in Charge:

Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:




Qualified Professional Job Description

1. Must possess a license, provisional license, certificate, registration, or permit
issued by the governing board regulating a human service profession, except a
registered nurse who is licensed to practice in the State of North Carolina by the
North Carolina Board of Nursing who also has four years of full-time
accumulated experience in mh/dd/sa with the population served; or a graduate of a
college or a university with at Masters degree in a human service field and has
one year of full-time, post-graduate degree accumulated mh/dd/sa experience with
the population served, or a substance abuse professional who has one year of full-
time, post graduate degree accumulated supervised experience in alcoholism and
drug abuse counseling; or a graduate of a college or a university with a bachelor’s
degree in a human service field and has two years of full-time, post-bachelor’s
degree accumulated mh/dd/sa experience with the population served, or a
substance abuse professional who has two years of full-time, post bachelor’s
degree accumulated supervised experience in alcoholism and drug abuse
counseling; or a graduate of a college or a university with a bachelor’s degree in a
field other than human services and has four years of full-time, post-bachelor’s
degree accumulated mh/dd/sa experience with the population served, or a
substance abuse professional who has four years of full-time, post-bachelor’s
degree accumulated supervised experience in alcoholism and drug abuse
counseling.

2. Isresponsible for the overall personal care plans for each client at time due
throughout the facility. Reporting incidents to the IRIS system as they occur.

3. Is responsible for arranging the training and supervision of all staff. Monitor staff
and make any necessary changes or further training as needed.

4. Is responsible for checking the assigned paperwork in the homes on timely basis

5. Reviews all information on prospect of new clients, gathers further information,
and reports to administrator/director for final approval of admission.

6. Assures that all consumers are treated with respect and that their needs are met in
a cheerful, competent manner

7. Cooperates with licensing, monitoring, and inspection agencies
8. Assures that the clients have the opportunity to participate in meaningful activities
9. Assures client’s confidentiality

10. Ensures that services are provided in a non-discriminatory way



11. Assures the continuous maintenance of all standards and regulations and the
implementation of the policies and procedures

12. Responsible for meeting visitors, responsible parties, and dealing with family
members

13. Discharges clients from facility and gathers all of client’s record for filing,
completes all required discharged information.

14. Monitors medication in homes, checks medication, doctor’s orders and fI-2.
Check medication bi-weekly.

15. Provides assistant to staff that needs assistant with clients in crisis.

16. Completes client’s books upon admission. Making sure all documentation that is
required is in book.

17. Monitor doctor’s appointments. Follow up with staff after clients attend
appointments for medication change or referrals.

18. Reports directly to the administrator/director, any indications of abuse, neglect
and/or exploitation.

19. Reports directly to the administrator/director if any staff is in not incompliance of
rules and regulations.

20. Contact families for team treatment meetings and semi-annually to see if there
have any concerns or recommendations about the facility.

QP sign and date
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October 18, 2018 DHSR - Mental Health
Priscilla Hardison, Director

Wendy Jones, Administrator NOV 1 32018
Wooded Acres Guest Home, Inc.

3706 Cherry Road Lic. & Cert. Section

Washington, NC 27889

Re: Annual and Follow-Up Survey completed 10/15/18
Wooded Acres #3, 3680 Cherry Road, Washington, NC 27889
MHL # 007-055
E-mail Address: wjones@woodedacres.org

Dear Ms. Hardison and Ms. Jones:

Thank you for the cooperation and courtesy extended during the annual and follow-up survey completed
October 15, 2018.

As a result of the follow up survey, it was determined that the deficiency is now in compliance, which is
reflected on the enclosed Revisit Report. Additional deficiencies were cited during the survey.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencies Form. The purpose of
the Statement of Deficiencies is to provide you with specific details of the practice that does not comply
with state regulations. You must develop one Plan of Correction that addresses each deficiency listed on
the State Form, and return it to our office within ten days of receipt of this letter. Below you will find
details of the type of deficiencies found, the time frames for compliance plus what to include in the Plan of
Correction.

Type of Deficiencies Found
e All other tags cited are standard level deficiencies.

Time Frames for Compliance
e Standard level deficiencies must be corrected within 60 days from the exit of the survey, which
is December 14, 2018.

What to include in the Plan of Correction

e Indicate what measures will be put in place to correct the deficient area of practice (i.e. changes
in policy and procedure, staff training, changes in staffing patterns, etc.).
Indicate what measures will be put in place to prevent the problem from occurring again.
Indicate who will monitor the situation to ensure it will not occur again.
Indicate how often the monitoring will take place.
Sign and date the bottom of the first page of the State Form.

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for your records.
Please do not include confidential information in your plan of correction and please remember
never to send confidential information (protected health information) via email.

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES » DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1800 Umstead Drive, Williams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NC 27699-2718
www.ncdhhs.gov/dhsr « TEL: 919-855-3795 « FAX- 919-715-8078

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



October 18, 2018

Wooded Acres Guest Home, Inc.
Priscilla Hardison, Director
Wendy Jones, Administrator

Send the original completed form to our office at the following address within 10 days of receipt of this
letter.

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation
2718 Mail Service Center
Raleigh, NC 27699-2718

A follow up visit will be conducted to verify all violations have been corrected. If we can be of further
assistance, please call Wendy Boone, South Coastal Team Leader, at 252-568-2744.

Sincerely,

s - :
f(’\‘! = K l B
W EAmas b JtandBnifirr,

Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc: Leza Wainwright, Director, Trillium Health Resources LME/MCO
Kim Keehn, Quality Management Director, Trillium Health Resources LME/MCO



STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER A. Building
MHLO07-055 v1 |B. Wing

MULTIPLE CONSTRUCTION

Y2

DATE OF REVISIT

10/15/2018 .

NAME OF FACILITY

WOODED ACRES #3

3680 CHERRY ROAD

STREET ADDRESS, CITY, STATE, ZIP CODE

WASHINGTON, NC 27889

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such

corrective action was accomplished. Each defi
identification prefix code previously shown on t

report form).

ciency should be fully identified using either the regulation or LSC provision number and the

he State Survey Report (prefix codes shown to the left of each requirement on the survey

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix V0364 Correction ID Prefix Correction ID Prefix Correction
G.S. 122C- 62
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC 10/15/2018 LSC LSC
1D Prefix Correction ID Prefix Correction 1D Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LsC LSC LSC
ID Prefix Correction ID Prefix Correction 1D Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
1D Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE DATE
G INITI
STATEAGENCY []| (INITIALS) 10/15/18
REVIEWED BY REVIEWED BY DATE DATE
CMS RO [ | (INITIALS) Facility Compliance Consultant |
FOLLOWUP TO SURVEY COMPLETED ON [C] CHECK FORANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
3/28/2018 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [Jves [ nNo
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