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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 Facilities (General Health
Survey). No deficiencies were cited as a result of
the complaint investigation Event {D #L7BE11
{intake NC00074247 and NC00074541).
[ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denoctes 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 whether of not a plan of correction is provided. For nursing homies, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite fo continued

program participation.
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Correction for the atleged deficient
practice noted as unsealed penetration
above ceiling in smoke wall at shower
room return duct was to seal around dugt
with approved firestopping material, The
Maintenance Director will survey the
remaindoer of the building to identify and
note any other like instances and remed)
upon discovery, with any negative
findings reported immediately to the
facility Admigistrator. The Malntenanecp
Director will survey these areas monthl
for the next threec months to determine
proper seal and consistency and all
findings will be reported at the monthly

Safety Committee meetings for those tlujee

months with follow up reports done
quarterly thereafler until next annyal
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