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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
345185 B. WING 0411712013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
PREMIER LIVING AND REHAB CENTER 106 CAMERON STREET
LAKE WACCAMAW, NC 28450
(X 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
This facility is in compliance with the
requirements of 42 CFR part 483, Subpart B, for
Long Term Care facilities. Event [D# JESK11.
There were no deficiensies cited as a result of the
Complaint investigation survey. NC00083828.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE (X6) DATE

Any deficiency 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 to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documents are made available to the facility. If deficlencles are cited, an approved plan of correction is requisite to continued

program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIFLE CONSTRUCTION H&) DQEE Lsgrfé\[’)EY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BURDING 01 « MAIN BUILDING 04 cON
345165 8, WING 05/07/2013 i
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
106 CAMERON STREET
PREMIER LIVING AND REHAB CENTER LAKE WACCAMAW, NC 26450
X4 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OOF CORRECTION ol
EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE BOMPLETION
v REGULATORY OR 150 IDRNTIMING INFORMATION) AQ CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
K038
K 0001 INFTIAL GOMMENTS K 000 513112
The door knobs to the sterage reom #3(in [ 131 -
Surveyor: 27871 kitchen) and the rear oxit doot out of the
This Life Safely Code(LSC) sutvey was kitchen werg replaced with one-motion of
conducted as per The Code of Federal Reglsier hand handles on 5/9/2013.
at 42 CFR 483.70{a); using the 2000 Existing ’
Health Care section of the LSC and its referenced All other arcas that have the potential for
publications. This bullding s Type V construction, the same deficient prectice have been
one story, with a complete automatle sprinider audited for cotnpliance.
system. Facllity Is using North Carolina Speclal . ) ) ,
Locking system. Majutenanee Director will moniter and !
ensure that eny new door knobe/hendles
The deficlencies determined during the survey meet this oriteria. of one-motion of hand fo
are as follows: cXit on an ongoing bagis.
P;gfg NFPA 101 LIFE SAFETY CODE STANDARD K038 Any isaves will be forwarded fo QA for
Exit acoess is arranged so that exits are readily further recommendattons if necessary.
_?c;:essgt;lz a1t alt Hmes In accordance with section Maintenance Director is responsible.
Ka61 q 8! l5 !
The PTV valve was serviced by the :
. contracted provider (BFPE) on 5/8/13 and
. tested properly for normal eperaticn #pon
"ggfv i;gNzD%F;? is not met as evidenced by: cfosuﬁf ofp:hc):»aivc. P
Basad on cbservations and staff intewiewl at No othier areas are affeoted.
approximately 8:30 am onward, the following ' i
items were noncompilant, speclfic findings To ensure that the deficlent practice docs
Include:‘ door to storage reorn #3({in Kitchen) and not ocour, the PIV valva will be tested by
rear exit door out of kitchen require’s bwo motlon maintenance on 4 monthly basis upon
of hand to open door to exlt area, random fire drills.
42 CFR 483.70({z) Any issues witl be corrected immediately
K 081{ NFPA 101 LIFE SAFETY CODE STANDARD K 061 and resutis will be forwerded to QA for
S8=F . finther recommendations if necessary.
Required automatic sprinkler systems have
valves supervigad g0 that at jeast a local alarm
will sound when the valvas are closed.  NFPA
D,

| A
Any deflciehey statement ending with an asterisk (%) benoles 2 deflciency which the institution may be exsused from corracting providiag 1l is determined that
other sefoguards previde eufficiant proteotion to the patlants. (See Instruchions,) Except for nursing homes, the findings stated above are Qlacloneble 90 days
following ihe date of survey whather of not a plan of coraction Is providsd. For nuraing homas, the above: firdings and plana of corraction are disciosable 14
days followlng the dale these documents are mada avallable fo the facility, If daficlencles are cited, an approved plan of correctlon Is requisite to continuad

DER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XBY DATE

A

program paricipation.
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OMB NO. (838-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {x1) PROVIDERISUPPLIERIOLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANMD PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 84 - MAIN BUILDING 01 COMPLETED
. 345185 B, WING 05/07/2018
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE. ZIP CODE
106 CAMERON STREET
PREMIER LIVING AND REHAB CENTER LAKE WACCAMAW, NG 268450
{%a} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH OORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
DEFICIENGY)
K 061 | Gontinued From page 1 K 081
72,9.7.2.1
This STANDARD is not mef as evidenced by
Surveyor; 27871
Based on observations and staff interview at
approximately 8:30 am onward, the following
iterns were noncompliant, specific findings
inglude; at ime of survey PIV switch localed at
front of facility did not send signal o Fire Alarm
panel when tested.
2
Koo 51313
42 CFR 483.70(s) A Suyear obstruction investigation was
K 062 NFPA 101 LIFE SAFETY CODE STANDARD K082 performed on 5/T813 by the conacted
83=8 provider, (BFPE).

Required sutomalic sprinkler systems are
continuously maintained in reliable operating

-condition and are inspected and lested

periodically, 19,78, 4.6.12, NFPA 13, NFPA

25,875

This STANDARD Is not met as evidenced by:
Surveyor: 27871

Based on observations and staff interview at
approximately 8:30 am onward, the following
items were noncompllant, specific findings
include: facilty could not provide proper
documentation that a 6 year obstruction
investigation had peen performed on sprinkler
system.

42 CFR 483.70(s)

No other areas are affected.

Magntenance will monitor and place
sehedoled 5 year obstruction investigations
on the preventlve maintenance schedule to
ensure the detleiont practice does not recur.

Resulrs will be forwarded to QA for further
resommendations if necessary,

Malntenance Director is responsible.
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