PRINTED: 03/15/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
345479 B. WING 02/28/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2600 SALEMTOWNE DRIVE
SALEMTOWNE
WINSTON SALEM, NC 27106
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUELATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 000 | INITIAL COMMENTS F 000

THIS FACILITY IS IN COMPLIANCE WITH THE
REQUIREMENTS OF 42 CFR PART 483,
SUBPART B, REQUIREMENTS FOR LONG
TERM CARE FACILITIES {(GENERAL HEALTH
SURVEY.) Event IDENGLU11.
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Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
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days following the date these documents are made avaltable to the facility, If deficiencies are cited, an approved pfan of correction is requisite to continued
program participation.
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This Life Safety Code (LSC) survey was
cenducted as per The Code of Federal Register
at 42 CFR 483,70{a)}; using the 2000 Existing
Health Care section of the LSG and its referenced N
publications. This facility is Type it (211) DORET
protectad construction utilizing North Carolina o
Spectal focking arangements, and Is equipped
with an automatic sprinkier system.
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conflnuously maintained In reliable operating
condition and are inspected and tested
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annual raport dated 10/18/2012 noted the faciiity

fs required to conduct a five year flush of the «’7‘ \/ S 3[’(’/1'“\ . On l{//?/! 3

sprinkler system. The five year flush of the
sprinkler system was not completed at the lime
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qtehent ondling with an ustenak (*) denotes a deficiency which the institution may be axcused from correcting providing it Is dete/msned that
dvide sutficient prolection to the patients. (Ses instrucllons.) Except for nursing homes, the findings stated above are distlosabls 90 days

following the dato of survey whather ar net a plan of cortection Is provided. For nursing homes, the abova Andings and plans of correclion ave disclosable 14
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