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STATEMENT OF DEFICIENCIES {X1} PROVIDER/ISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
3451563 07/28/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 15) 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-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
There were no deficiencies cited as a result of
the recertification survey on 7/28/11, Event ID#
O0ODU11. The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilities (General Health
Survey}.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficlency 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 instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survay whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the dale these documents are made available to the facility. f deficiencies are cited, an approved plan of correction is requisite t¢ continued

program participation.
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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/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B, WING
345153 07/28/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
820 KLUMAC RD
E
LUTHERAN HOME AT TRINITY QAKS SALISBURY, NC 28144
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EAGCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 0001 INITIAL COMMENTS F 000
There were no deficiencies cited as a result of
the recertification survey on 7/28/11, Event iD#
O0DU11. The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilities (General Health
Survey).
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denoles a deficiency which the institution may be excused from correcting providing it is determined that
other safaguards 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 dale these decumenis are made available to the facility. if deficiencies are cited, an approved plan of cosrection is requisite to conlfinued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
wond o o B, WIN
: e AT 9| s 08/31/2011
NAME OF PROVIDER OR SUPPLIER R | STREET ADDRESS, GITY, STATE, ZIP GODE
. - SEE e G 20 820 KLUMAGC RD
LUTHERAN HOME AT TRINITY CAKS SALISBURY, NC 28144
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES P PROVIDER'S PLAN OF CORRECTION 89
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
K028 NFPA 101 LIFE SAFETY CODE STANDARD K 029
ss=F il ked all exit doot Yoty
One hour fire rated construction {with % hour The facility checked all exit doors
fire-rated doors) or an approved automatic fire and verificd all were working as
extinguishing syslem in accordance with 8.4.1 vequited. The door in on A wing
andfor 19.3.5.4 protects hazardous areas. When was adjusted and is wotking properly.
the approved automatic fire extinguishing system 1t will , to be audited on a
option is used, the areas are separated from twill continue to : ¢
other spaces by smoke rosisting partitions and -monthly basis by the Maintenance
doors. Doors are self-closing and non-rated or Department, Maintenance and the
field-applied protective plates that do not exceed ‘Administrator will be responsible for
48 inches from the bottom of the door are oversight
permitted.  18.3.2.1 sight.
This STANDARD is not met as evidenced by:
Based on the observations and slaff interview
during the tour on 8/31/2011 it was determined
that the facility dust and lint in the combustion
chamber of the gas fired dryers in the laundry.
CFR#. 42 CFR 483.70 {a)
K 038 NFPA 101 LIFE SAFETY CODE STANDARD K038
SS=E
Exit access is arranged so that exits are readily
accessible at afl fimes in accordance with section
7.1 19.24
This STANDARD is not met as evidenced by:
Based on the observations and staff interview
during the tour on 8/31/2011 it was determined
that the required exit door leading from the "A"
wing was dragging on the botlom of the frame,
'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE (%G} DATE

LABORATORY/DIRECTO!
ﬁk& ) _ Aadmmf sfrafor 9 l(o{i {

Any deficlency statemen} pnding wilh an asterisk {*) denoles a deficloncy which the institution may be excused from correcting providlng it s detefmlned lhat
other safeguards provide\bulficient protection to iha patlents. (See Instsuctions.} Excepl for nursing homes, the findings staled above are disclosable 90 days
{ollowing the date of survay whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosablo 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correciion is requisite o continued

program paricipation. =
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location.

CFR{: 42 CFR 483.70 (a)

and was not easily opened for egress from that

STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING 01
B. WING
345153 08/31/2011
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, GITY, STATE, ZI? CODE
820 KLUMAG RD
LUTHERAN HOME AT TRINITY OAKS
_ SALISBURY, NC 28144
x4y ID SUMMARY STATEMENT OF DEFICIENCIES > PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEBED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 038 | Continued From page 1 K 038
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DEPARTMENT OF HEALYH ANDIHUMAN SERVICES  FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES r ;OMB NO; 0938 0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGCTION e o)) gg;g fﬁ
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABULONG 02 BUILDING "
345153 B. VNG ‘ oafgqiz}on
NAME OF PROVIDER OR SUPPLIER . STREEY ADDRESS, CITY, e{n(g,!"%uﬂc\:ﬁ?g e ot
LUTHERAN HOME AT TRINITY OAKS . 820 KLUMAC RD BAAEEALARR
UTHERAN HOM Rl 0 SALISBURY, NG 28144
! SUMMARY SYATEMENTY OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o8
%‘QFIE( {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX ' (EAGH CORRECTIVE ACTION SHOULD BE ngk$glon
TAQ REGULATORY QR LSC IDENTIFYING INFORMATION) TJAG GROSS-REFERENCED TO THE APPROPRIATE
' DEFIGIENGY)
K 060 | INITIAL COMMENTS K ooo

There were no Life Safely Code Daficlencies
noted in this building at ime of survey,

CFR#:, 42 CFR 483.70 (@)

A

LABO IRPOTORG OR EAGVIDER/SUPPL RREPRESENYATNES&GNATURE 2 : YIYLE ][ m 7 /(xsnwms

- - ‘\.-1
Aﬂ’v doflelancy staugém nding wilh s astgrisk (*) denolos a deficiancy which the (nstitutian may be oxcused from carracting praviding #t is detwrminod tn

other safeguards provids dufiiclont protection to the patisnts. (Gea instuctions,} Excapt for nursing hornes, s findings stated sbove wre disclosabls B0 days
fottowing {he dato off sup'sy whether or nel ajplan of coreciion is provided. For nursing homas, the above findings and plans of casrecilon are disclosable 14
days following the dutS these decuments wed made available i the fecifly. if deficoncias are clfed, an approved plan of correction te raqulsile to confinued

progiam panieipation. . @
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