PRINTED: 12/21/2012

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
345449 12/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
118 WHITE ROAD
UNIVERSAL HEALTH CARE/KING KING, NG 27021
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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).
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE l{XB) DATE

Any deficiancy 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 fo the patlents. {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 nuising homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documenis are made available to the facility. if deficiencies are cited, an approved plan of correclion is requisite to continued

program participation,
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. PRINTER: 02/05/2013
MDEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AppROVGEg
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: ’ , GOMPLETED
A BUILDING 01 - MAIN BUILDING 01
B. WING
345449 0210112013
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
UNIVERSAL HEALTH CAREIKING 15 WHITE ROAD
KING, NC 27024
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF GORRECTION {x6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIA {EAGH CORRECTIVE ACTION 8HOULD BE COMFLETIOH
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
%12 1. 1) The Day Room ceiling:will be anJan 23] -
K 000 | INITIAL COMMENTS K000 repaired as quickly as pessible. ! l e
2) The walls and celling In the kitchen
This Life. Safety Code{L.SC) survey was HVAC raom were fepalred.
s / bl 3, 4} The fire collar was re-instatied
conductad as per The Cede of Federal Register ; .
s AL N Sy R against the celling and two cefling
at 42CFR 483.70(a); using-the 2000 Existing radiation dampers were Installed {E-
sith Care section of the LSC and Its referenced —
Hedith € tion 01 e nd 1S | : Hall electric room and C-Hall efectric
publications. This building is Type I {211) room),
construction, one story, with a complete 3) Al Resident bathroorn radiation
automatic sprinkier syslem. darapers weve cleaned,
. ) 2. 1) Allcellings have the potential to be
The deficiencies determined during the survey effected. An audit was conducted on
are as follows: 02/01/2013 to ensure that all celfings
K 012 | NEPA 101 LIFE SAFETY CODE STANDARD K2 were maintained in good condition and
58=D the results recarded-on the Celling /
Buiiding construstion type and height meets one Hallway HVAC / Farmper Alarm Audit
of the following. 19.1.6.2, 19.1.8.3, 18.1.64, form.
18.354 23 All HVAC walls and ceilings have the
potentlal tv he effected. Anaudit was
conducted on 02/06/2013 to ensure
that all ceilings were maintalnedin
good condition and the results .
This STANDARD is.not met ais evidenced by: recorded on the Ceiling / Haflviay :
‘ > . > HVAC / Tamper Alaim Audit form.
Based onobservation on Friday 2/1/13 at . N
‘ . ataly 9:30 AM rd the followi . 3, 4) All celfing penetrations and celling
appm'}“ma ey 9. onward the following was radiation units have the potential 1o be
noted: _ _ _ affectad. AT audit was performed on
1) The stucco texture ceiling in the Day Room Is 02/06/2013 to ensure that all cefling
pesling off and not maintained In good condition. penetiations were closed
2) The walls in the Kitchen HVAC room are not appropriately and all radiation units
maintained In gogpl condltion. There Is told had the required dampers installed
growth on the calling and walls the HVAGC room. and the results recorded on the Ceifing
3) The electrical room located on E-hall did not ] Haliway HVAC / Tamper Alarm Audt
have a radiation damper in the celling at the form.
HVAC register and the UL rated fire collar for the S} All radiation dampers have the
PV pipe for the cable pensirations was not potential to be effected. On
installed agalnst the ceiling. 02/06/2013, an audit was conducted
4} The alr condifioning unit located in the to ensure that all radlation dampers
Elactrical Room C-Hall did not have a radiation vere cleaned of excessive lint and the
damper instatled at the cetllng._ 7 rasults recordad o.n the Radlatl.on .
) The radiation dampers located in the resident Damper / Sprinkler Head Audlt form.
[ABGRATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE {5} DATE .
-I-""'- - -
Q /:»,) L A Adagsrzszs itz

Aﬁy daficlency statement ending with an asterisk f(fcjéncles'a’ﬂéﬁagncy which the lnstilutlon may be excused from corracling providing i is dalarmiy{ed Eflat

other safeguards provide sulficlent protection o the pali

1 of corrastion 15 provided. For nurglng homes, the above fladings and plans of correction are disciosable 14
bla ta the facility, f deficloncles are clted, an approved plan of correstion fs-raquisite to contived

following the date of survey whether o not a pta (
days followlng the dele these documents are made availa
program-paricipation.

jents. (Sae instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
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PRINTED: 02/08/2013

DEPARTMENT OF HEALTH AND HUMAN'SER_VICES . ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED®
A BUILDING  ¢1 - MAIN BUILDING 04
8. WING ‘ .
345449 0210172013
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZiP CODE
UNIVERSAL HEALTH CARE/KING 16 WHITE ROAD
. KING, NG 27021
(%43 1D SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S. FLAN OF CORRECTION ! {X5)
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION $HOULD BE COMPLEVION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

, K-12 3. 1-4)Fhe Maintenance Director will
K 012 | Continued From page 1 _ K2 audit the ceilings, hallway HVAC

| bathrooms were riot malntained clean and in roains, celing penetration areas and

good condition. Unlts had excessive amount of celling registers weekly for thrae
weeks and then monthly for three

lint nits.

nt on the units . months and record his ohiservations on
the Celfing / Hallway HVAC / Tamper

Alarm Audlt form,

42 CFR 482.41{(a) ) 5} Tha Housekeeping Director will
K025 NFPA101 LIFE SAFETY CODE STANDARD K 025 audit ali'radiatio:dampers weekly for
§8=D three weeks and ther monthly for

Smoke barriers are constructed to provide at ‘ thvee months and record hls findings

least & one half hour fire reslstance rating in on the Radiation Damper / Sprinkfer

accordance with 8.3, Smuke barrlers may Head Audit form.

terminate at an atrium wall. Windows are 4. The audits will be reviewed in the

protected by fire-rated glazing or by wired glass Monthly QA&A Meating / Monthly

Safety-Meeting for three months fo
assure propar compliance, The
Adrminlstrator will he responsible to
ensure compliance of all audits.

pangls and steel frames. A minfrum of two
separale compartments are provided on gach
fioor. Dampers are not required in duct
penelrations of smoke barrders in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3, 18.3.7.5, 19,1.6.3, 10.1.6.4

This STANDARD Is not met as evidenced by:
Based on observation on Friday 2/1/13 at
approximately 9:30 AM onward the following was
noted: _ :
:4) The smake wall located on F Hdlin the atlic
has holes andior penetration that were not
saaled in order to maintain the required rating of
the walls.

42 CFR 483.70(a)
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K028
§8=F
One hour fire rated construction (with % hour

fire-rated doors) or an approved automaiic fire
extingulshing system In accordance with 8.4.1

FORM 'cms.zas?(oé-gé) Previous Versions Obsolete Event 1D: QOYA21 Faclity 102 823169 If conlinuation shest Page 2 0f




PRINTED; 02/06/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES {X3) PROVIDERUSUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DAYE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NLMBER: COMPLETED'
A BURGING 1. MAIN BUILDING 01
345449 B e 02/04/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
115 WHITE ROAD
UNIVERSAL HEALTH CARE/KING KING, NG 27021
{x4} ID SUMMARY STATEMENT OF DEFICIENCGIES : n» PROVIDER'S PLAN OF CORRECTION {45}
BREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPSETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS—REFERESE)}E‘.I%‘?E‘?J gf?}E APPROPRIATE DATE
K 012] Continued From page 1 K012
bathrooms were not malitained clean and in o
good condition. Units had excessive amount of
lint on the units,
, K-25 ) .
42 CFR 482.41(a) defieledis)
K 025 | NFRPA 101 LIFE SAFETY CODE STANDARD K025 1. The attle smoke wall on F-Hall was
88=p assessed and alt holas were sealed.
Smoke barriers are constructed to provide at 2. All attic siioke walls have the potential
least & one half hour fire resistance rating In to be effected, An sudit was
accordance with 8.3, Smoke barsriers may conducted on'02/12/2013 to ensufe
terminate at an atrium wall. Windows are that al attic smoke walls were sealed
protected by fire-rated glazing or by wired glass * to maintain the required rating and the
panels and steel frames. A minimum of two results recorded on the Attic. Smoke
separate compariments are provided on each Wall / Exhaust Verit Audit form.
fioor. Dampers are not requlired in duct 3. The Malntenance Director will audit
penetrations of smoke barriers In fully ducted the attle smoke walls monthly for
heating, ventilating, and air conditioning systems. three months and then quarterly, and
1-9,3‘7“3! 19.3.7.5, 18.1.6.3, 19.1.6.4 will assess the smeke walls ]f any
outslde vendor/contractor is allowed
in the attle; and record his
cbsarvations on the Attlc Smoke Wail /
Exhaust Yent Audit form.
This STANDARD 1s not met as evidsnced by: e oting Moty
Based on observatiori on Friday 2/1/13at safety Meeting for three months to
approximalely 9:30 AM onward the following was assure proper-compliance. The
noted: R o _ ' Admlntstrator will be responsible to
1) The'sinoke wall locsted on FHall In th sific e ianca of al audts
has holes andfor penetration that were not
sealod in order to malntain the required rating of K29
the walls. . :
1. 1)The eiean linen door striker plate @5, 77/2@ 13l
42 CFR 483.70(a) was Immediataly un-tapad.
1K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K028 2) The dry storage room door latch was
SSuF adjusted to ensure proper working
One hour fire rated construction (with % hour condition. _
fire-rated doors) or an approved automatic fire 3) The boller room seff-closing
extingu!shing-system in accordance with 8.4.1 mechanism and ceiling exhaustvent
; were repalred,

FORN GMS-2567(02:96) Previaus Vorsions Obsoiele.

Evant ID; QOYAZY

Facity 10 923159
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PRINTED: 02/05/2043

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, (938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION £X3) DATE SURVEY
AND PEAN OF CORREGTION FDENTIRICATION NUMBER: GOMPLETED
A BUILDING 01 - MAIN BUILDING 01
345449 B.WIRG . 02/01/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 21P COOE |
UNIVERSAL HEALTH CAREIKING 15 WHITE ROAD
KING, NC 27021
X4} 1D SUMMARY STATEMENT OF CEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIOH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
_ %28 2. 4,2} Al door fatch striker plates.and
I¢ 028 | Continued From page 2 K 0261 esr, self closing doors have.the potential to
and/or 19.3.5.4 protects hazardous areas. When be effected. An audit was conducted
the approved automatic fire extingulshing system 0"122/ 12,/ 2013 t;’ i ﬁ‘at; l door
option is used, the areas are separated from if re’; P E:f's e e °§.’7§.ﬂ°°’5 g
other spaces by smoke resfsting partitions and o e:uié i o Soor Latch
doors. Doors are self-closing and non-rated or J Closure Au dit form
E;glf'aﬁphid pl‘ott;{‘:ttt)ve“platefs tti?a:jdo not exceed 2) Ali bolter room exhaust vents have
m':t 3;" rom 392 ottom of the door are the potential to be effected. An audit
permitied.  19.3.2.1 was pefformed on 02/06/2013t0
ensure all exhaust vents were
maintained properly and-the results
racorded on the Ceiling f Hallway
. ) _ HVAC / Exhaust Vent Audit form,
This STANDARD is not met as evidenced by. 3, The Maintenance Director wilt audit 1,
Based on observation on Friday 2/1/13 at 2) alt door tatch striker plates and self-
approximately 9:30 AM onward the following was closing door mechanisms weakly for 3
noted: weeks, monthly for three months, and
1) The-clean linen corridor door on E-Hall had then quartarly and vecord his
the strike plate tapped over preventing the door observations on the DoorLatch /
from latching. Closure Audit formy 3} all boiter room
2) The'dry storage room in the Kilchen did not Exhat;st vfents wegkly for 3 wbbeks,
ot close latch and seal, monthly for 3 months, and then
3) The.door to the boller room for the kilchen quarterly and record his obsarvations
was not self closing and the exhaust vent at the on the Celling / Hd“":’a’f HVAC /
celling was not sealed In order to mainialn the ) g’r“};‘"’;f;[‘t’;"lag‘; r';vi‘;’w“: i the
required rating of the calling. Monthly A&A Meeting / Monthly
. ‘ Safety Mesting for three months to
42 CFR 483'?0(8)_ . A : assure proper compliance. The
K 056 | NFPA-101 LIFE SAFETY GODE STANDARD K 056 Administrator will be responsible to
$8=E ensure comphiance of all audits.

If there is an automatic sprinkler system, it is
installed In accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained n
accordance with NFPA 26, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. [ is fully
supervised. There Is a reliable, adequate water

1. The two identified sprinkler heads
were cleanad to ensure proper
functioning,

e | defeefun

FORM Ci5:2687{02:96) Provious Versions Obsolele
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/05/2013
. FORMAPPROVED
OMB N, 0938-0391

Required automatic sprinkler systems have
valves supervised so that at least a local alarm
will sound when the valves are closed.  NFPA
72,8.7.2.1

s

This STANDARD is not met as evidenced by:
Based on observation on Friday 2/1/13 at
approximately 9:30 AM onward the following was
noted: ‘

1) The tamper alarm in the pit on the backflow
preventor did not provide an alarm visualfaudible
gt the fire-alarm panel.

STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIERIGLIA {£2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 04
B B. WING .
345448 ‘ 02/01/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
UNIVERSAL HEALTH CARE/KING 115 WHITE ROAD
KING, NG 27021
(X430 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 16)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 058 | Continued From page 3 K 05615777 2. Allsprinkler haads have the potential
supply for the system. Required Sprinkiar to be affec§ed. An audlt was conducted
systerns are equipped with water flow end tamper on 02/06/2013 and all spenkler heads
switches, which are eléctrically conriectsd to the were cleaned to ensure propar
bullding fire alsrm system, ~ 19.3.5 . workdng condition and the flndings
- were recorded on the Radiation
Damper / Sprinkfer Head Audit form.
3. The Housekeeping Trector will audit
all spiinkler heads weekly for 3 weeks
. . and then manthly and record hi
This STANDARD is not met as evidenced by Sy )
e > . findings on the Radiation Camper /
Based on observation on Friday 2/1/13al - Sprinkler Head Audit formm,
appro?umate!y 9:30 AM onward the following was 4. The audits wili be reviswed monthly in
noted: _ ) ) the Monthly QA&A Maeting / Monthly
1) The spnnk[er heads In the kitchen and in the Safety Meeting to assure proper
laundry room were not maintalned clean and In compliance. The Administrator will be
_good cgndlﬁon. The s;_)r§nkier heads had rasponsible 1o ensure compliance of all
excessive amount of lirt and grime on the heat audHs,
sensitive element, : T ;
42 CFR 482.41(a} 7
K 061 | NFPA101 LIFE SAFETY CODE STANDARD K 0Bt} k61 _
§8=D ' ]
ol

1. The ldentified tamper alarm units were
inspacted and repaired to ensure
proper functioning,

2. Al tarmper alarm units have the
potential to be affected. An audit was
conducted on 02/06/2013 to ensure
that all tamper alarm units worked
properly when activated and the
flndings were recordied on the Celling fi
Hallway HVAC f Tamper Alarm Audit
form.

3, The Maintenance Director will audit all
tamper alarm units monthly for 3
months and than quarterly when the
fire system ks Inspected and record the
findings on the Ceifing / Hallway HVAC
/ tamper Alarm Audit form.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/05/2013
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERICLIA {X2) MULTSPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;: COMPLETED
A BUSLDING 01 - MAIN BUILDING 81
| 345449 b VNS 02/01/2013
HARE OF PROVIDER OR SUPPLIER STREEY ADDRESS, GITY, STATE. ZIP GOOE '
UNIVERSAL HEALTH CARE/KING 15 WHITE ROAD
KING, NC 27021
x4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PUAN OF CORREGTION 48]
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAB REGULATORY OR LSG {DENTIFYING INFORMATION) TAG CROSS-REFERENCE{D Eo THE APPROPRIATE vhTe
DEFICIENGY)
_ K-61 4, The audits will be reviewed quarterly
K 081 Conlinuad From page 4 K 051 ]codt In the Monthly QA&A Meeting / Safety
42 CFR 482.41(8) Meeting to assure proper compliance.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 :"e *‘f‘f“'"‘s‘*’a‘:’ will _"E" ;fspgf:“b'@
. SS“D 0 ensure compilance Gt & auoHs.
Required automatic sprinkler systems are K-62 :
continuously maintained in reliable operating ) [ {
condition and are inspected and tested 1. The Identified 5-year internaf el
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, inspection was scheduled Immediately
8.7.5 and completed; the sprinkler system
inspection schedule was changed {o
Quarterly,
. 2. The entire sprinkler system has the
This STANDARD Is not met as evidenced by poteritial to be effectad. Future
Based on observation on Friday 2/1/13 at inspections were scheduled and
approximately 9:30 AM onward the following was recorded on the ?Pff"k'ef System
noted: Inspection Audit form.
1) Upon review of sprinkier document the 3. Th? Malntenance Diractor will gnsure
facilities sprinkler system was not being Inspected all inspectlons are performed as
quarterly but semi-afnually. schedﬂ]gc} and tecord his findings on
2) Upon reviéw of docurentation and staff . S;‘Zsam’l’tklzailnégmf“ A“'d'!t f?"}
interview facillty could not provide documentation o 2ts will D revigwed quattery
on the last B-year internal inspection of the In the Manthly QABA Meeting / Safety
SHnkli - ty peet Mesting to-assure proper compliance.
Sprinkier sysiem. The Administrator will be responsibie
P
42 CFR 462.41(a) {o ensure compliance of all audits.
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K087 67
$8=F
Hﬁgtig_g- ventiliatmg, ";‘.“d ?Iir c%ngitlor&mg clomtpiﬁf g 1. Theldentified hallway HVAC units ‘1’3/%,@‘*'5
with the provisions of seotion 9.2 and are instaie were inspected and repaired to ensure
in accordance with the manufaclurer's proper functioning.
speciﬂcatlons. 19.5.2.1, 8.2, NFPA 90A, 2. All hailway HVAC Units hiave-the
19.5.2.2 potential to he affected. Anaudit was
conductéd and repairs made gn
02/06/2013 to ensure that all hallway
HVAC unlts shut down properly when
o the fire alarm system was activated
This STANDARD s not met as evidencad by: and the findings were recorded on the
Based on obsetvation on Friday 2/1/13 at Celling / Hallway HVAC /Tamper Alarm
approximalely 9:30 AM onward the following was Audit form,

FORM GMS-2607102-09) Provious Vorsiens Obsolols
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRI?&E%A?%%%%J%%

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION " HX3) DATE SURVEY'
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
345449 B.'WING 0200112013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

115 WHITE ROAD

UNIVERSAL HEALTH CAREIKING
KING, NG 27021

(X410 SULMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
_ DEFICIENGY)
: K67
K 087 | Continuad From page § K 067 F“"3.  The Maintenance Director will sudit alf
noted: haliway HVAC units monthiy during the
1) The HVAC units on C and F Hall did not shut regularly schedyled flce drifl and
down with activation of the fire alarm by smoke quarterly when the fire system s
detector inspected and recerd his findings on
' the Cefling / Hallway HVAC / Tamper
\ Alarm Audit form,
42 OFR 482.41(a) 4. The audits wil be reviewed quarterly

in the Monthly QA&A Meeting / Safety -
Meating to assure proper compliapce.
The Administrator will be responsible

to ensure compHance of ali sudis.

“Submission of this response to
the Statement of Deficiencies by
the undersigned dogs not
constitute an admission that the
deliciencies existed andfor were
correctly ¢ited and/or require
correciion”,

FORM CMS-2687(02-98) Providus Varsions Dbsolele Event ID; Q9YAZ Fagiity 16 923469 ‘ W continuation sheet Pogy 60f6




