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¥ 241
F 241 | 483,15(a) DIGNITY AND RESPECT OF F 241
=D | INDIVIDUALITY . R
ss=D | IN Corrective Action tor Resident Identifled
during Survey.

The facliify must promote care for resldenta In a
manner and In an anvirenment that maintains or
anhances each resideni's dignity and respact In
fult recognition of his or har individuality,

Privaoy bags were obtained / or onsured in
place for residents 379, 81, an d 380, Staff
int gevviced on §29/2012, 8/30/2012, an
scheduled for 9/17/2012, 9/18/2012. Dily

(=

This REQUIREMENT s not mel as evidenced monitoring initiated on 8/29/2012,
by: .

Based on observatlons, racord review and staff Corrective Action for Those with
Intervlaws, tha facllily fallad to ensure uring in Potentlal to be affected.

¢ollection devicas was not visible frem outside the
room for 3 of 3 samplad residents {Rasident

#379, #81 $380), Audit completed for all residents with

Foleys, Ensured all residents with Foleys
had a privacy bag on the bed and their
wheelchair 8/29/2012. Staff in servicedjon
1, Resldent #5798 was admllted Into the facllily on 8/29/212, 8/30/2012, and soheduled for
8116/12, Cumuletive diagnoses included Acule 9/17/2012, 9/18/2012,

Renal Failurs, Urinary Tract Infection, and Urnary Careplans for residents with foley catherters
Retantion. The Minfmum Data Sal was In were updated to inchide concealing the
progress of being completad for transmission, collection device,

The admlssion level of care screening form {(FL2)
crentad on 8/15/12 indicated Resident #379's Systemle Changes to Prevent Deficlent
mental status was constant to person, place, and Practice,
fime. The FL2 also Indicated Resident #375 was
continent of bladder, The care plan completed on
8719712 Indicated a urine coliaction device related
1o bladder outlsf obstruction and urina ratantion.
interventions dld not includs concealing the urine
¢ollaction device. :

The findings Included:

g

Staff in servicing conducted on 8/29/2042,
8/30/2012, and scheduled on %/17/2012jand
9/18/2012. Awudits condusted by DON {1
deslgnes twice dally for two weeks, the

"t

daily for two weeks.
On 82712 at 9:45 am, a urine ¢ollection davice
was located on the oot of the bed mallress, How will Corrective Action be
Claar yellow urine was present Inside the monitored?

collestlon davics and was vislble from Resldant
#379's doorway. There was no privacy coverbag.

(KB DATE

LABSRATORY DIRECTOR'S ORPROVIDER/SUPPLIER REERESENTATIVES SIGNATURE 1"ITI.E ) ‘
LA @m%m/ s habr ~ret 72~

¥

Any daticlanay a!atémn! ending v.ign asterivk () denotes a defictoncy which the Institulion may be oxeused from cotrocling providiag i I5 determingd that
cther safeguards previde suffictent pivtestion to the pationts. (See instruclions.) Except for nursing homes, the findings statad above ars disclosable 60 days
following the dale of survey vhalher o not & plan of ¢arreation 1 providad. For nursing homes, ihe above findings snd lana of corzection are disclosabls 14
days following the dals thuse documents ore imads avellabla te The faclily, 1f dafiskencles are citad, an approved plan of correclion is requlsie lo contlnusd

progrem padi¢ipation.
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F 241 | Continved From page 1

On 8/28/12 at 9:580 am, 2 urine collection device
was observed sacured to the front of the walker.
Clear yellow urine was present inside the urine
collaction davice and was visible from Residant
#379's doonway. There was no privacy cover/bag.

On 8/29/12 at 9:64 am, a urine collactioh device
was observed secured o the front of the walker In
Rasldent 379's room. The clinical manager was
present in the room, waiked out of the room at
40:00 am, and the collection device continued
without a privacy covenbag; and the urine
contents was visible from the dociway.-

In an interview on 829112 al 10:10 am, the
Direstor of Nursing stated she gxpected the uring
collaction davice to be located within a privacy
bag.

In an Interview on 8/29/12 at 10:33 am, the
clinfcal manager Indicated she expected the uring
collectton davice to be located within a privacy
bag to prevent the urine coentents from heing
observed by others.

2. Resldant#81 was admifted into the faciiily on
8/8112. Cumulative diagnoses included Urinasy
Tract Infection, Rehabilltation, and Paralysls
Agltans. The admission Minimum Data Set
{MDS) completed on 8/21/12 revealed Resldent
#B1'a mental staius was seversly Impalred. The
MDS indlcated an Indwelling cathater with no
urinary tolleting program. The care plan deted
8/22112 Indgleated a urine collaation devica related
to neurogenic bladder and benign prostatic
hyperplasia. interventions dld not includs
concaating the urine collection device.

F 241

y,

DON or designee will andit twice daily for
fwo weeks then daily for two wesks, Alsdit
findings will be reported to our QAPT
committes, Commitice will determine
frequency of continned monitoring
Weokly audit will be conducted by Teamp
Leader or designes ongoing,

Dates when Correetive Action will be
Completed,
9/18/2012
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Continued From page 2

On 8/29/12 at 3:45 pm, & vrine collaction device
was observed secured {o the lowsl frame of
Resldent #81's bed wilh clear yellow urine visible
from the doorway, A privacy bag was attached to
tha lower frame of the bed, but the urine
collection davics was not fecatad within the
privacy bag.

On 8/28/M12 af 4:16 pm, nursing assistant (NA) #2
entered the room reposliioned Resident#81 and
exited the room at 4:17 pm. The wine collsction
devica remainad visible with clear yellow urine
from the doorway. At 4:18 pm, Nurse #2 entered
the rootmn during a medication pass and placed
the urlne collaction device within the privacy bag
and exited the room.

In an Interview on 8/28/12 at 4:20 pm, Nurse #2
irdicated she placed the urine collestion davice
within the privacy bag because the uring confent
was exposed o others view.

Ir an Interview on 8/20/12 at 4:25 pm, NA #2
sfated when ghe enerad Raesldant #81's rcom
she did not notice the urine collection device was
not within fhe privacy bag. NA #2 soncluded she
had antarad Rasldent #81's room twice since she
receivad shiff report.

In an Interview on 8729112 at §:03 pm, the Staft
Davelopment Goordinator (SDC) revealed the
staff was trained to put the tirlne collaction
dovices within the privacy bag. The SDC
explained the ratlionale was to prevent psraons
not Involved in the care of the residents, frem
seoing the urlng contends In the colleclive device.
The SDC concluded thet privacy bags were

F 241
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F 241 | Contlnued From page 3 F 241

readily available and expedted to be used at alf
times.

3. Resfdant #380 was admitted Into the facllity on
8/23/42. Cumulative dlagnosas included Multiphs
Sclerosis and Neurogenic Bladder. The
admission Minimum Data Set was In progross of
being complated for transmission. The admission
level of care scraening form (FL2) datad 822412
Indlcated Resident #380's mental stalus was alert
and orlanted 1o person, place and time, The FL2
aleo Indicalad she was Incontinent of blagder,
Tha care plan completed on 826/12 identifled
uelnary catheter use as a prohlem. Interventions
did not include concealing the urine collection
device.

On 8/28/12 at 9:12 am, Resident #380's urlne
colleclion device was sbserved uncovered and
visinle from the hallway, The urine collection
devlee was secured to the feft side of the bad
facing the doorway and there was no cover ¢f
privacy bag on the deviee. Clear yellow urlne was
noted in thg urina callection device,

In an intervisw on 8/29/12 at 10:10 am, the
Director of Nursing stated she expected the uring
collection device to be localed within a privacy
bag.

in an Intorview on 8/28/12 at 10:33 am, the

clinical manager indicated she expacied the urlne |

collection davice to be in a privacy bag fo prevent
uring from belng observed by others.

In an interview on 8/29/12 at 5:03 pm, the Siaff
Development Coordinator {SDC) revealad the
staff was tralnad 1o put the urina collection
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K247
F 241 | Gontinued From page 4 F 241 B
devices within the privacy bag. The SDC Corrective Action for Resident Identifled 4
expiained the rationale was to prevent persons . . ’
during Survey.
not invalvad In the care of the residents, frem
soeing the urine contents n the collective devics. Resident #137 and #223 made awara of :
‘The SDC concluded thal privacy bags ware o . . A F
readlly avallable and expacted to be used at all process change to nofify patients on s
Hmes. 9110/2012, ;
F 247 | 483.15(0){2) RIGHT TO NOTICE BEFORE F 247 :
Correctlve Actlon for Those with
=1 | ROOM/ROOMMATE CHANGE
88=8 Potentlal to be affected,
A resident has the right fo receive notice before
the resident's room or roommata in tha faciilty Is New procedure created on 8/29/2012,
changed. Admissions Coerdinator or designes will
. notify responsible party of reommate
changes, Admissiony nurse will notify "
This REQUIREMENT Is not met as evidencad patient/resident of new reommate. i
by: Admission Nurse will leave a nofification :
Based on staff and resident interviews, the card with patient/resident informing of hew
facility failed to notify residents before a roommate,
roommale changes In 2 {resident # 137 and ;
resident# 223} of 10 residents. Systemie Changes to Prevent Deficlent #i
e Practice,
Findings Include:
Staff in serviced on 8/30/2012, Staff in
1. Residant #223 was admitted to the facility service scheduled on new pracedure
8/1111 with dlagnosis of anxlely, ; :
SR 9/17/2012 and 9/18/2012. A log will by .
cardie-pulmanary chsiructive disease, intainod in the Admission Office to ‘
hyperlipidenila, depression and asthma, On Mainfatnod I 116 AGMISSION | .
7131712, her quarterly minimum data set (MOS) document n?tiﬁcatrqns to patient/residents
revealad the resident was cognitively Intact and and responsiblo parties.
required limited fo extensive assistance with i
acliviiies of dally living. '
On 8727142 et 2:43 pm, ;es]dant# 223 ataled not How will Corrective Action he
given any notice aboul & new roommate untlf right monitored?
befere they ars brought Info the room. Resident
#2273 stated on one ocoaslon, she did receive
notice [n the afternocn that a new reaident would .
FORNM CME-R587{02-50) Provievs Varsions Obsolote Evant ID:G{IIRMH Faclbty 1D: 923427 If continuation sheet Page §of i1 H
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How will Corrective Action be
F 247 { Contlnued From page & F 247 monitored?

arrive in the next marming. Resident #223 stated
was upsetting to not know unfil right bafore a new
parson comes In, Also stated the facklly did not
lat har daughter know either.

2. Resldent #137 was admitted 7/10/42 with
diagnasis of anemia, hip fracture, dlabetes,
hypertension and hypenipidemla. On 8/8/12, the
residants 30 day minimum data set (MOS)
ravealed the resident was cognitively intact and
required extensive gssistance with activitles of
dally tiving.

On 8/27112 at 3:47 pro, the resldent stated not
glven any notice about a new roommate until right
bafora thay are brought into the room. Rasldent
#1437 stated this was upsetting for her.

On 8/28/12 at 3:61 pm, the soalal worker stated
the admission nurse and the admission
coordinator are the paople responsible for
nofifying residents and famllias.

On 8/29/12 at 4:15 pm, the admisslon coordinator
stated she emalled out 4 listed of admissiong
scheduled for the next day. This is emailsd to all
the staff who have #ccass to emall. This Is how
she conveys admissions.

On 829742 at 4:35 pm, the admisslon nurse
stated she talis the roommate the day of the
admission and leaves information for the staff on
the bultetin board In room, Statad she does not
notlfy family o responsible party, Staled it the
resident Is not cognitively intact, she still telis that
resldent and does not notlfy the responsible party.

On 8/28/12 at 4:50 pm, the adrministeator stated

Administrator or desigies will check log
weekly to ensure procedure is being .
followed. Adwministeator or designes will -
initial log each week. Results will be shared
at QAPI meeting monthly for 3 months
Procedute will rematn in effect indefinilely.
GAPI cotnmittes will detormine need £
futther reporting.

—_

[

Dates when Corrective Actlon will be
Completed, '

9/18/2012
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o F 431
F 247 { Continued From page 6 F 247
expectation of notifying residents and responsible
parties in & timely manner. - Corrective Action for Resident Identitted
F 431 | 483.60(b), {d}, (8} DRUG RECGORDS, F431 [[ur]ng Surveyl

§8=D

"1 controlled dugs Is maintained and perlodically

 locked compartmaents under praper temperature

. | abuss, except when the facility uses single unit

LABEL/STORE DRUGS & BIOLOGICALS

The facllity must ampioy or obtain the services of
a Hoensed pharmacist who establishes a system
of records of recaipt and disposition of ail
controlied drugs In sufficlent detail to enable an
accurate recenciliation; and determlnes that drug
records are In order and that an account of all

reconclled,

Drugs and blologicals used in the facility must be
labaled in atcordance with currently accepted
professional principles, and include the
appropriale aceessory and cautionary
insfrugtions, and the expiration dals when
applicable,

In accordence with State and Federal laws, the
facifity must stare all drugs and blologicals in

controls, and parmit only authorized persennel to
have access to the keys.

The facility must provide separately locked,
parmanantly affixed compartments for storage of
controlled drugs flsted In Schedute Il of the
Comprehensive Drug Abuse Prevantion and
Control Act of 1976 and othar drugs subject o

package drug distibution systems in which the
quantity sfored Is minimal and a missing dose can
bo readily defected,

No resfdents were identified

Correctlve Actlon for Those with
Potential to be affected.

Al residents with potential to be affeote,
Boitle of PPD solution removed _
immediately on 8/30/2012, Staff in serioe
scheduled for 9/17/12 and 9/18/2012, Andit
tool implemented on 9/6/2012.

Systemic Changes to Provent Deficlent
Tractice,

Steff in serviced on new procedute
scheduled on 5/17/2012 and 571872012 .
A PPD vial audit tool will be checked daily
by DON or designee to ensuee vials are
dated .
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F 431 Continued From puage 7

This REQUIREMENT s not met as evidenced
by:

Based on observation, facility polfey review and
staff Interviews the facility fallad to date 1 of 3
opan multi-dose vials of Tubareulin Purified
Protein Derivative.

Flndings Ingludsd:

“The faclities policy for “Vials and Ampules of
Injectable Medicalions” last revisad 4/8/89 was
roviewed. The policy stated, "Viels and ampules
of injeotable madications are used in accordance
with the menufacturer's recommendations or the
provider pharmaacy's directions for slorage, use
and disposal" Procadure #2 stated; "Tha date
opened and the inltials of the first peraon lo use
the vial are recorded on multi-dose vials,"

An cbeervation of the A and B hall medication

room was made on 8/30/12 at 5:56 PM. There
was one mulil-dose vial of Tuberculln Purlfied

Protein Darivative {PPD) that was opaned and
undated.

The manufacturer insert for PPD revealed the
Infsction should e discarded in thidy days once
apened,

On 83012 at 5:56 PM the Assistant Director of
Nursing (ADON} indicated she expacted all
oponed PPD vials 1o be dated. She stated twas
tha responsibllity of the nurse that openad the
PP vial {o date the medication.

On 8/30/12 at 8:00 PM the Director of Nursing
{DON) and the Administrator Indicated their

How will Corrective Action be

F 431 monitored?

=3

DON or designes will report results fro
audit findings to the QAPT commitiee

will determine need for further reporting,
Audlt tool will be utifized indefinitely.

Dates when Correctlve Actton will hel
Completed,

9/18/2012

monthly for three months, QAPT commjitice
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F 431 | Continuad Froim page 8 F 431 ¥ 441
expectation was for all PP} vials {o b deted
‘::;; zggz:g and discarded thirty days after Corrective Actlon for Residont Tdenfified
F 441 | 483,65 INFECTION CONTROL, PREVENT ragq|  Quring Survey.
s4=p | SPREAD, LINENS

The facliily must establish and maintaln an
Infaction Contrel Frogram deslgned to provide a
safe, sanitary and comfortable environment and
to help prevent the developmant and transmiasion
of diseass and Infaction,

() Infection Control Program

The facliily must establish an Infectlon Control
Program under which it -

{1) Invastigates, controls, and pravents Infections
Tn the facility; :

{2) Deckies what procadures, such as lsolation,
should be applied lo an individual resident; and
{3} Malntalng a record of incldants and gorrective
actions related fo infections.

{b} Preventing Spread of Infection

{1) When the Infection Conlrol Program
determinss that a realdent needs isofation to
prevent the spread of Infection, the faclllty must
isclate the rasidsnt.

{2} The Tacility musl prohiblt employees with &

No residents were identified,

Corrective Actlon for Those with
Potential to be affected,

Residents who receive laundry setvices py
the facility are at risk.

Lettor sent to families explaining new
procedure and use of chemical disinfectant
uge with each wash 10/1/2012

Privacy curtains were pluced in closed
plustic bins on 8/29/2012,

Systemic Changes to Prevent Deficlen}
Practice,

A Procedure was written for handling
personal laundry, Hoyer pads, and privapy
curlains.

Disinfectant unit to be installed by Eeollab
in laundry room to be nsed with each wgsh,

eommunicable disease or infeclad skin lasions Laundry aide will test water with tost strips
from diract contact with residents or their foed, If for accurate disinfeotant lovel and log repults
dirget contact will transmit the disease. Stoff scheduled for in-service education on
{3} Tha facllity musf regqulire staff to wash their 9112012 and 91812012
hands after each direct resldent contact for which '
hand washing Is indicated by accepted
professional practice,
{c) Linens
Parsonnal must handle, store, pracess and
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTER R MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
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A BUILDING
345360 B.WING 08/30/2012
NAME OF PROVIDER OR SUPPLIER STRERT ADDRESS, CITY, STATE, ZIP GODE
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X4 1D SUMEEARY STATEMENT OF DEFICIENC)ES D PROVIDER'S PLAN OF GORREGTON x5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FUlL PREFIX (EAGH GORREGTIVE ACTION SHOULD BE COMPLETION
TAD REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROBS-REFERENGED TO THE APPROPRIATE DAYE
DEFICIENGY)
) ’ How will Corrective Action be
F 441 | Gontinusd From page 9 F 441 monttored?
fransport linens so as e prevent the spread of
infection. Administeator or designee will cheok lo

weakly for three weeks and initial log t
ensure comphanco, QAPI committes wli
defermine frequency of continued
moenitoring of water test log,

pratd

t

This REQUIREMENT is not met g3 evidonced
by:

Besad on ebservation, staff Inferviews and
record review, the facllity falled to properiy clean,
store privacy surteins and clean [ift pads al the
- | required temperature of 160 degrees for 25

minutes or wiih low femperalure waler seliing f ¢
with the use of a product containing disinfaotant ; H120T3 ({ ] 3.4{ l ‘}
-| properties In 2 of 2 washing machines, The
faollity also failed to provide a policy for the
handfisg of the laundry., .

Dates when Corrective Action wiil hel
Completed,

Findings include:

On 8/30/12 at ©:30 am, an snvironmantal tour
included the laundry room at which Ume personal
flems were baing washed in two washing
machinas, It was noted thal no chemical was
heing pumped inte the back of the machine and
no tempserature valve was seen,

On 8/30/12 at 11:00 am the laundry room was
agaln cheerved In tse washing personal laundry
for the residents, Delergent packels were In use
for washing the resident’ s clothes as well as the
dirty llét pads aad dirly privacy curtains, A review
of the Materlal Safety Data Sheet {MSDS) for the
laundry detergent in use dated 7/10f12 rovealed
no disinfestant as a composition Ingradient,

Claan privacy curtaing were noted to ba folded
and plled up on & cardboard box next 16 ons of
tha washing machines in proximity to where NA

P

B R L
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(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 441 | Continued From page 10 F 441

#1 would put dirty laundry into top of the washing
machine. When questioned about the privacy
curtains, NA #1 stated those were clean and
ready for use. NA #1 stated there were totes
somewhere that the privacy curtains were
supposed to be placed in.

On 8/30/12 at 1:50 pm, the director of nursing
{DON;) stated the privacy curtains should be
stored in plastic bins away from the dirty laundry
to prevent cross contamination.

On 8/30/12 at 2:45 pm, the administrator provided
the temperature fogs for the laundry room. A
review of the weekly water temperature logs
indicated the building water temperature ran
between 100 to 117 degrees. The administrator
stated this is the water used in the [aundry room.
There was no policy regarding the handfing of
laundry and a review of the Infection Prevention
policy did not address specific laundry practices.
The administrator stated understanding the
laundry items such as lift pad and privacy curtains
required a temperature of 160 degrees for 25
minutes or low temperature washing using a
disinfectant. The administrator stated that once
washed, the privacy curtains should be stored in
plastic bins away from the dirty laundry to prevent
cross contamination.
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PRINTED: 10/16/2012
FORM APPROVED

OMB NO. 0938-0391

Is\;ATELmAENg-GF q::gg?%crss xn Prég_\;mewsupphbewcm (%2) MULTIPLE CONSTRUCTION ma)gg;gfg&\gav
D PLAN OF CO H 1FC, :
N IDENTIFICATION NOMBER: A BULDING 04 -MAIN BUILDING 01
345368 8. WING 10/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4420 LAKE BOONE TRAIE,
REX REHAB & NS CARE CENTER
X ) RALEIGH, NC 27607
(X4 ip SUMMARY STATEMENT OF DEFICIENCIES I[+} PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULAYORY OR LSG IDENTIFYING INFORMATION) TAG CROSS"REFEREgg,'i% I‘:‘E?qgg‘l:‘. APPROPRIATE DATE
K 029
K 000 | INITIAL COMMENTS. K €00 :
This Life Safety Coda(LSC) survey was practice:
conducted as per The Code of Federal Register .
P, -Ii rk 4 fr D
at 42CFR 483.70(a); using the Existing Health hal;;‘g,'t;’;f ,:df:;;?on f;_" G’f;gf; ;?;:Lme
Gare section of the LSC and its referenced shower room for Stors
: . i~ . : ac
publications. This building is Type I}l construction,
one story, with a complete automatic sprinkler 5
systemn. potentinl ko affoct other residents by the
same deflcient practice be identified and
The deficiencles determined during the survey sorrective action taken:
are as follows: Dally audit of shower v 2 10 CTISUCO ArE
K 029| NFPA 101 LIFE SAFETY CODE STANDARD K028) e usod for storage for one week. thon
580 One hour fire rated construction (with %4 hour woekly for 4 weska
fire-rated doors) or an approved automatic fire Systemis changes to ensure the deficient
extingulshing system in accordance with 8.4.1 practice does not reeur;
and/or 18.3.5.4 protects hazardous areas, Yhen
the approved automatic fire extinguishing system ~Staff educared on 10-17-2012 not 10 uge
option is used, the areas are separated from shower room for storage, Staff educated on
other spaces by smoke resisting partitions and theipm%cr pfﬂp; o ctﬂrtc binen carts.lBach cort
doors, Doors are self-closing and non-rated or e gge.l’pi‘gi t’“ 2':1” il ’“""“g"tw ‘;‘:c“g‘cli
field-applied protective plates that do not exceed 1’,‘:“““ WZ‘eil; for 4 wecke to entur eOZn-rnplinn e
48 Inches from the botfom of the door are ’
permitted,  18.3,2.1
How will Corvective Action he ionltorsd:
-Deily gudit of shower reom for one week,
then weekly for ¢ weeks to ensuro compHanes
This STANDARD is not met as evidenced by: -Pindings will be reported to the Performance
42 CFR 483,70(a) Improvement Commiticc who will determine
By observation on 10/10/12 at approximately need for further monitoring,
noon tha hazardous area was non-compliant, Dates when Corrective Action wilt he
specific findings Include showerftub room, D hal), Completed:
was used for storage,
10/31/2012
A
mso%ns OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE a TITLE {X6) DATE
ed “ﬁ%& - dming SZ‘/)&Z?éV 10IRAN O
Any d&cfency‘ﬁatevm:ﬁding with an asterisk (%) denoles a deflclancy which the institution may be excuved from sorrecling providing it ia’detgﬁr:ined that
other safeguards pro sufficient protection fo the pallents. (Sea Instructions.) Except for nursing homes, the findings stated abova are disclosablo 90 days

following the date of survey whathe

7 Or not & plan of correction Is providad, For nursing homes, the ebave findings and plans #f coraction are disclosable 14

days following tha dala thase documents are mede avallable lo the faclity. H deficlencles are cited, an appraved plan of correction s raquisits Lo continved
program participation.

s
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