RAT

DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES
MEDICARE/MEDICATID CERTIFICATION AND TRANSMITTAL ID: JOBT
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID; 953441
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPEOFACTION: 2 {L8)
L3) THE LAURFELS OF SALISBURY

(L1 345428 a3 . Initial 2, Recertificallon
2.8TATE VENDOR OR MEDICAID NO. (L4) 215 LASH DRIVE 3. Termination 4, CHOW

(L2) 3405428 (L5) SALISBURY, NC (L) 28147 5, Validation 6. Complaint

4. Ona-Site Vist 9, Other

5. BEFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 922 an

(L9) 01 Hospltal 05 HHA 09ESRD 13 PTIP 22 CLIA 8. Full Survey After Complaint
6. DATH OF SURVEY /062011 (34 02 SNF/NF/Dusl 06 PRTF 10NF 14 CORF
8. ACCREDITATION STATUS: _(10) | ossnemEmistinet  07X-Ray HIMR  I5ASC FISCAL YEAR ENDING DATE: (L35}

0 Unaccredited 1TIC 4SNF 0SOPT/SP  12RHC 16 HOSPICK, 12/30

2AQA 3 Other
11. LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From {(a): A. InCompliance With And/Or Approved Waivers OF The Following Requirements:

To  (b): Program Requirements ___2. ‘Fechnical Personnel __ 6. Scope of Services Limit
Compliance Based On: 3 24 tlour RN __7. Medical Director
12.Total Facility Beds 60 (L18) .1, Acceplable PGC __4 T-Day RN (Rural SNF)  __ g, Patient Room Size
__5. Life Safety Code __ 9. Bede/Room

13, : (A¥: X B. Notin Compliance with Program

Total Certificd Beds 6 (L7 Requirements and/or Applied Waivers:  * Code: B* (Li2)
14. LTC CERTIFIED BED BREAKDOWN 15, FACILITY MEETS

18 SNF 18/19 SNIt 19 SN ICK IMR 1861 () () or 1861 G) (I} . (L15)
60 : '
(L37 (1.38) (L39) (L42} 143)

16. STATE SURVEY AGENCY REMARKS (}F APPLICABLE SHIOW LTC CANCELLATION DATE):
Transmit recertification survey of 10/06/2001. Event ID JOBTI1.

RSIG ATURE Date: 18. MVEYAG mx Date:
1012012011 '
\\6\\ 1.20)

{L19)
PART 11 - TO BE COMPLETED BY HCFA REGIONAL OFFICE OREING STATE AGENCY
9, DETVERMINATION OF ELIGIBILITY - 20. COMPLIANCE WITH CIVIL 21. I, Statement on\Findpciat Solvency (HCFA-2572)
RIGHTS ACT: 2. Ownership/Cantr l lnieresi Disclosure Stmt (HCFA-1513)
_X . L Facility is Bligible to Participate 3. Bothof the A
2. Facility is not Eligible
azn

22, ORIGINAL DATE 23 LTC AGREEMENT 24. LTC AGREEMENT - 26, TERMINATION ACTION: (L30)

OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY [ INVOLUNTARY

11/19/1992 01-Merger, Closure 05-Fail to Meet HealllvSafety

(1.24) A1) (L25) 02-Dissatisfaction W/ Reimbursement (6-Fail to Meet Apreement
25, L¥C EXTENSION DATE: 27, ALTERNATIVE SANCTIONS B3-Risk of dnvoluntary Tesmination - (e

A. Suspension of Admissions: 04-Othies Reason for Wllhdrgw'ai 07-Provider Status Change
(LA4) _ : . 00-Active
0.27) B. Rescind Suspension Date: ' :
(145}
28. TERMINATION DATE; 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
00310
(.28} (L30)

31. RO RECEIPT OF CM5-1539 32. DETERMINATION OF APPROVAL DATE

(L32) {L33) | DETERMINATION APPROVAL




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

LONG TERM CARE FACILITY APPLICATION FOR MEDICARE AND MEDICAID

Standard Survey Extended Survey
From: F1 ({10 [O‘;@EED] To: le‘ﬂ@ D@ENE From: F3 LI LLILILY Tor AL LIJ O]
MM DD Y DD .MM DD YY MM DD YY
Name of Facility Provider Number Fiscal Year Ending: F5
) Cracs
“ma_ Laurvels of Salisbury . 34 428/3405428 MM DD YY
Street Address City g County State Zip Code
ReAEs Lasln Devve Sali'sloum/ Rowan | NC | 28147
Telephone Number: F6 ~ . |State/County Code: F7 State/Region Code; F8§
(704) (37 - 11§72 | %0 NC/C
A.F9 [DIF)

01 Skilled Nursing Facility (SNF) - Medlcare Participation
02 Nursing Pacility (NF) - Medicaid Participation
03 SNE/NF - Medicare/Medicaid

B. Is this facility hosbital based? F10 Yes [J No 1

If yes, md.lcate Hosp1ta1 Prov1der Number Fll QDDDD

Ownershlp F12 .@

For Profit S : NonProfit Government
01 Individual =~ - , 04 Church Related - 07 State 10 City/County
02 Partnership - 05 Nonprofit Corporation 08 County 11 Hospitat District -

03 Corporation 06 Other Nonprofit 09 City 12 Federal

Owned or leased by Multi-Facitity Organization: F13  Yes cE No J

Name of Multi-Facility Organization: F14
La ure | HIZG\ Hf\ C,cwe Cé w-paw\{

Dedlcated Special Care Units (show number of beds for all that apply)

F15 U le] AIDS Fi6 [ 0] Alzheimes's Disease

F17 [i_Jo] Dialysis F18 DICIEd Disabled Children/Young Adults
F19 [ 0] Head Trauma F20 { I 1Bl Hospice

F21 [ 18] Huntington's Disease F22 D)TN0] Ventilator/Respiratory Care

F23 BD@ Other Spemahzed Rehablhtanon

Does the facmty currently have an orgamzed remdents group'? 24 Yes No []

Does the facility currently have an organized group of family members of residents? F25 Yes [} No [
Does the facility conduct experimental research? F26 Yes L] No M
Is the facility part of a continuing care retirement community (CCRC)? F27 Yes L1 No B/

If the facility currently has a staffing waiver, indicate the type(s) of waiver(s) by writing in the date(s) of last approval. Indicate the
number of hours waived for each type of waiver granted. If the facility does not have a waiver, write NA in the blanks.

Waiver of seven day RN requirement. Date: F28 [ 11 [0} Howrs waived per week: F29
‘Waiver of 24 hr licensed nursing requirement. Date: F30 GE! I%%i [%}%} Hours waived per week: F31

Does the facility currently have an approved Nurse Aide Training
and Competency Evaluation Program? F32 Yes [ No [

Form CMS-671 (12/02)

No  pad Feedins, assistut,




FACILITY STAFFING

A B C D
Tag }S:a ::11;2:1 Full-Time Staff | Part-Time Staff Contract
Number (hours) (hours) (hours)
Administration E33
Physician Services R34
Medical Director E35
Other Physician F36
Physician Extender E37
Nursing Services EF38
RN Director of Nurses F39
Nurses with Admin, Duties F40
Registered Nurses F4i
L@censed Practical/ F42
Licensed Vocational Nurses
Certified Nurse Aides F43
Nurse Aides in Training F44
Medication Aides/Technicians F45
Pharmacists F46
Dietary Services F47
Dietitian F43
Food Service Workers F49
Therapeutic Services F50
Occupational Therapists E51
Occupational Therapy Assistanis E52
Occupational Therapy Aides E53
Physical Therapists E54
Physical Therapists Assistants F55
Physical Therapy Aides Fs6
Speech/Language Pathologist E57 Y \/
Therapeutic Recreation Specialist B8 INININ
Qualified Activities Professional F59 Y N N =7 %
Other Activities Staff F60 | NININ
Qualified Social Workers r6l | YIN|N 210
Other Social Services F62 | Y NN 4
Dentists 63 [YIN|V
Podiatrists 64 | VIN]Y
Mental Health Services Fo6s \/ l\] y
Vocational Services F66 [N N N
Clinical Lahoratory Services o7 \/ N N
Diagnostic X-ray Services P68 \/ NN
Administration & Storage of Blood F69 \/ N N .
Housekeeping Services F10 N N
Other Fil

Name of Person Completing Form (_’;\ 5 ey Tauwcom

Time }p: 56 A M

Signature W

Date Jo /4 /201)

Form CMS-671 Vz(fdz)




FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT
(TO BE USED WITH CMS-2786 FORMS)

PROVIDER NUMBER FAGILITY NAME SURVEY DATE
345428 The Laurels of Salisbury 10/21/2011
K6 DATE OF PLAN " ks  MULTIPLE CONSTRUCTION
APPROVAL A BUILDING
TOTAL NUMBER OF BUILDINGS g1 '
= B
10/1/1997 y WING
o NUMBER OF THIS BUILDING 0101 = C FLOOR
LSC FORM INDICATOR COMPLETE IF ICE/MR 1S SURvI P APARTMENTUNIT
Health Care Form SMALL (16 BEDS OR LESS)
12 2786R 2000 EXISTING | 1 PROMPT
e, K8:
13 2786R 2000 NEW 2 SLOwW
o e 3 IMPRACTICAL
ASC Form
i4 [ 2786 2000 EXISTING LARGE
16 | 2786l 2000 NEW o T 4 PROMPT
T : ‘ L [ 5 SLOW
ICF/MR Form 6 IMPRACTICAL
16 [ 2786V, W, X | 2000 EXISTING
47 | 2788V, W, X 2000 NEW 1 | APARTMENT HOUSE
7 PROMPT
- . K8:
wr | 12 | SELECT NUMBER OF FORM USED 8 SL.OW
“ZJ FROM ABOVE 9 IMPRACTICAL
""(55'55;{._"5“ K29 or K56 are marked as not applicable |
inthe 2786 M, R, T, U, V, W, X and Y.} ENTER E - SCORE HERE)
K20 [ | Koe: | | Ks: e.q. 2.5
“+kg: FACILITY MEETS LSC BASED ON (Check afl that apply)
At [ A2, X A3 X a4 1] A5 [
{COMIP. WITH (ACCEPTABLE POC) {WAIVERS) (FSES) (PERFORMANCE
ALL PROVISIONS) BASED DESIGN})
FACILITY DOES NOT MEET LSC Ko0180 e
B. [] A X B. [] c. [
FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
{All required areas are sprinklered}  (Nof alt required areas are sprinklered)  {No sprinkier system}

* MANDATORY

Form CMS-2786R o B Page 28




North Carolina Departmentofﬂealth and Human Services

Division of Health Service Regulation

Nursing Home Licensure and Certification Section
2711 Mail Service Center, Raleigh, North Carolina 27699-2711

http://'www.ncdhhs.gov/dhst/
Drexdal Pratt, Director

Beverly Eaves Perdue, Governor
Lanier M. Cansler, Secretary

MEMORANDUM

Beverly Speroff, Section Chief

Phone (919) §55-4520
Fax (919) 733-8274

TO: Facility File DATE OF VISIT: /%/to/11

SUBJECT:  Civil Rights (Title VI} Complhiance

FACILITY

PROVIDER -

NAME: T/ /}(J Zf?/(m&/s 07[ fd/fﬁéa/&/. NUMBER: G%-5%3¢

ADDRESS: /5 Lash Lane &2/ /s/fmﬁ

(Street/RFD) | (Town)

CHECK ONE

YES NO NA MATERIAL REVIEWED

EXPLANATORY COLUMN

(¥ () () | 1. The facility’s policies and procedures are consistent
with Title VI requirements.

(«f () ( ) |2 Room assignments are made on a random basis.

L7 () () |3.Allareas appear to be used by all races in the same
manner,

{ l/)/ { Y ( ) |4. Onthe day of the visit, the above referenced facility
was found to be in compliance with Title V1.

V4
Signature: J Z/ V/ /C: /é% Date: / 4//@{ / ;'}"0/ /

cc: Division of Medical Assistance
DHSR-4 146 (Rev. 01/09)

AN“S Location; 1205 Umstead Drive Dorothea Dix Hospital Campus Raleigh, N.C. 27603

An Equal Opportunity / Affirmative Action Employer

&



INAME OF

R G B

! >O.E..Jm. The Laurels of MN:M.C:Q

i il L i

——L NUMBERS AND BEDS WITHIN THOS

E ROOMS

— = Y

TOWN: Salisbury, NC 28147

PROVIDER

NUMBER: 345428

If change in beds or room numbers
the effective date of the change:

CHECK ONLY ONE CHECK ONLY ONE
Room # o.m. _wa.w%m Medicare | Medicaid | Medicare | *Licensed Room # o_n. _w,.wa.m Medicare | Medicaid | Medicare | *Licensed
Number MM”H Medicaid Only Only Only Number MMHH Medicaid Only Only Only

101 2 X 310 2 X
2 X 401 2 X
2 X 402 2 X
2 X 403 2 X
2 X 404 2 X
2 X 405 2 X
2 X 406 2 X
1 X 407 2 X
1 X 408 2 X
2 X 409 2 X
2 X 410 2 X
2 X 411 2 X
2 X 412 2 X
2 X 413 2 X
2 X 414 2 X
2 X
2 X
2 X
2 X
2 X
2 X
2 X
2 X
2 X
2 X
2 X

INSTRUCTIONS: Complete and mail to appropriate Regional Office of the Division of Facility Services, North Carolina Department of Human Resources.

back since copies of these forms are sentto the a
*Identify type of beds (Nursing or Home for the Aged)

Total the beds for the different classifications (Medicare, Medicaid, etc.) at the bottom of the continuation sheet. The administrator must sign and date the form on the

ropriate certifving agency(ies) for reimbursernent purposes.

_ummm 1

DHSR-Form 4504 (03/97) - Formerly 4103



L o >~ BREAKDOWN OF ROOM:-NUMBERS AND BEDS WITHIN THOSE ROOMS
NAME OF i T T PROVIDER
FACILITY: The Laureis of Salisbury TOWN: Salisbury, NC 28147 NUMBER: 345428
If change in beds or room numbers
the effective date of the change:
CHECK ONLY ONE CHECK ONLY ONE
Room # o*.w.m.“n__m Medicare | Medicaid { Medicare | *Licensed Room # oﬁ.nw_‘_wn.m Medicare | Medicaid | Medicare | *Licensed
Number | W' medicaid Only Only Only Number | W' | Medicaid Only Only Only
Room Room
TOTAL T
Medicare/Medicaid = 60 (Beds) Medicaid Only = {Beds)
Medicare Only = (Beds) Licensed Only = 20 {Beds)
FOR YOUR INFORMATION: Home for the Aged beds cannot be certified in Medicare nor Medicaid
*Identify type of beds (Nursing or Home for the Aged)
Administrator's Signature: (& X Vo Date: jo/3/1 Page 2

DHSR-Form 4504 (03/97) - Forferly 4103



ASSURANCE OF COMPLIANCE

ASSURANCE OF COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, SECTION 504 OF THE REHABILITATION ACT OF
1973, TITLE IX OF THE EDUCATION AMENDMENTS OF 1972, AND THE AGE DISCRIMINATION ACT OF 1975

The Applicant provides this assurance in consideration of and for the purpose of oblaining Federal grants, loans, coniracts, property, discounis
or other Federal financial assisiance from the Depariment of Health and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the Civil Rights Act of 1964 {Pub. L. 88-352), as amended, and all requiremenis imposed by or pursuani lo the Regulation
of the Depariment of Health and Human Services {45 G.F.R. Parl 80), to the end that, in accordance with Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, cofor, or national origin, be excluded from participaiion in, be
denled the benefils of, or be otherwise subjecled to discrimination under any program or aclivity for which the Applicant receives
Federal financial assistance from the Depariment. '

2. Seclion 504 of ithe Rehabililation Acl of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant lo the
Regulalion of the Deparimen! of Health and Human Services {45 C.F.R. Part 84), to ihe end that, in accordance wilh Section 504 of
that Act and the Regulation, no otherwise qualified handicapped individual in the United Siales shall, solely by reason of his handicap,
be excluded from parlicipation in, be denied the benefits of, or be subjected to discrimination under any program or astivily
for which the Applicant receives Federal financlal assistance from the Depariment,

3, Tille IX of the Educational Amendments of 1972 {Pub. L. 92-318), as amended, and all requiremenis imposed by or pursuani fo the
Regulation of the Depariment of Health and Human Services (45 C.F.R. Part 88), to the end thal, in accordance with Title IX and the
Regulation, no person in the United States shall, on the basls of sex, be excluded from participation in, be denied the benefits of, or
be otherwise subjected to discrimination under any education program or activity for which the Applicant receives Federal financial
assislance from the Depariment.

4. The Age Diserimination Act of 1975 (Pub. L. 94-135), as amended, and all requirements Imposed by or pursuant 1o the Regulation of
lhe Depariment of Health and Human Services (45 C.F.R. Part 91}, to the end thal, in accordance wilh the Act and the Regulalion, no
persan In the United States shall, on the basis of age, be denied the henefils of, be excluded from participation in, or be subjected to
diseriminatlon under any program or aclivily for which the Applicant receives Federal financial assistance from the Depariment.

The Applicani agrees thal compliance wilh this assurance constitutes a sondition of continued receipt of Federal financial assistance, and that it
is binding upon the Applicant, ils successors, ransferees and assignees for the period during which such assistance is provided. If any real
property or siructure thereon is provided or improved with the aid of Federal financial assistance extended to the Applicant by the Depariment,
this assurance shall cbligate the Applicani, or in the case of any transfer of such properly, any transferee, for the period during which the real
properly or struclure is used for a purpose for which the Federal financial assistance is extended or for anether purpose involving the provision
of similar services or benefits. If any personal properly is so provided, this assurance shall obligate the Applicant for the perio¢ during which it
relains ownership or possession of the properly. The Applicant further recegnizes and agrees that the United Slales shall have the right o seek
judicial enforcement of this assurance.

The person or persons whose signature(s) appeat(s) below isfare authorized to sign this assurance, and commit the Applicant lo the above
provisions.

1013“} C}O{ﬁ/, A‘dm:niyfzva,}('os-

Date Sig@@}nd Title of Authorized Official

The Laueels ¢f ‘S’alisloum{

Name of Applicant or Reclpient

25  Lash Drive

Sireet

Salisbury, NC  Z8I147)

Gity, State, Zip Code’

Mail Form to:

DHHS/Oifice for Civit Righis
Cffice of Program Operations
Humphrey Bullding, Room 508F
200 Independence Ave., W,
Wasnington, D.C. 20201

Form HHS-690

5197 *U.S.GPO : 2004 - 310 - 244 1 80713




CONSTRUCTION SECTION TRANSMITTAL FORM cc
Division of Health Service Regulation o _ S
cc

To:  Acute & HC[] LTC Lic. & Certification MH Lic. & Cenification ] ICPAVR [} Jails & Detention [}
Aduli Care . [ DISS Child Care ..o [1 Certificate of Need ....... [] {Other: [l

Pacility Name:  The Laurels of Salisbury

Facility Location: 218 Lash Drive, Salisbury, NC 28147 County:  Rowan

Construction Section Project No. FID No.: CON No.:

Type of Faeility: (Check alt applicable buxes)

HI, Acute Care Hospha (1I315) vuvvvessssovereer [0 YL Rebabuospim 3. []  MAH Psywospii 0220y []  ESRD  piayysisTreat v L

Hr Hospice (Tapatlents ... L HP  Hosplee (Residential) ....... i AS Ambulatory Surgery . [} AB Aboctlon CUnic e L}

TCEMR ntermedinte CarME ovvvronmesrios L] F Ja8 e CC  ChlECar inrrnne [t OTHER 1

ML Mental Health Prog. No. 0 NH Nusslag Home ... HA  AdieCore.... KC Familly Ca16 covvaveeeeess |}

Project Description: 345428

Archive Drawings:  Yes[] No{ ] NA[]

Facllity Licensed Capacity: {specify) -

All residents must be able 1o respond and evacuate the bullding without physical or verbat assistance: Yes[ } Nof} NAL]

Constroction Seetion — Licensure:

Hxisting Facility ISR Licensure Survey By: _ Survey Date:

FLocal Building Official’s Approval By: ___ Approval Dater

Local Fire Official's Approval By: Combined With Bida, Official Approval: YES[]  Approval Date:

Local Sanitarian's Approval By, ApprovaiDate: __
DHSR Inspection By: Inspection Date: __

DHSR Approval Bys By Documentation Only: YES[] ApprovatDate:
Remarks: e ~

Sigoed: Date;

Construction Section - Medicare/Medicaid Certification:
Has HCPA 855 Cleared?  Yes [] No[] NAE]
Certification Survey By:  Jefr Waddel . Date Conducted: JQ/21/2011

Altachments: Cracial Data $ Physical Bnviconment {_] Life Safety Code Survey B HCFA-2567(s) [ Workload [X§ Request for Waiver ESES [
Follow-up Needed: Yes{] No[}  Pate: 117472011 FSES: Yes [} No[ ] Waiver(s) Recommended: Yes [] Nof)

Follow-up Visit by: Date Conducted:

Attachments: ﬂCFi\‘?’I’(S} | HCFA-23678(} [} Workload Report Form | ]
w

Rem}fk’s:” Feipporary waiver or poc gkfension untif 2/3/12 - see fefter from administrator Approval Dale:

Signed: Z Y. x:'/{f;{g"{/ Date: .,.m-/ 2_@"/
BuildingData Input I 1(:(!;/ Dafa Basc:

Input By: Date: Final Const, Section Approvai Date: Yes[_] No[}
Oceupancy  Group I-1 v [ Growp -2 ... | Group 1-3 ... 1] Group R .......... ] Group B .o [ Other: ... []
Type: Res. Bidg. Code [] Res, Care Hm, [} Smalt Res. Care []  Small Non-Am, [] Large Res, Care [ ]

Sprinktered: Yes [] Mo Sp. Type: _ Wet [} Dey[]  Generator: Yes[3 No[] NCSBC Const. Type: _____ Bldg. Code Ed.

DHSR 4086 Construction Sectlen (Revised #1007 TI)




