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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLANUF CORRECTION TDENTIFICATION NUNMBERT A BUILDING CUWHPLETTEY
346210 B. WING 10/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ; CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
i
F Q00 | 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). Event NNMN11.

L.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institulion 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 staied above are disclosable 90 days
following the dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is reguisite to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS. FOR.MEDICARE & MEDICAID SERVICES QOMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVICER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
345210 B. WING i ' 11/20/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CHTY, STATE, ZIF CODE
208 MERCER RD BOX 1447
ELIZAHETHTOWN HEALTHCARE & REHAB CENTER EL IZABETHTOWN, NC 28337
(X310 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S #LAN OF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEGED BY FULL PREFIX {EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERESE:EII(J: [-{5?1 g;c)e APFRORRIATE DATE
K 000 | INITIAL COMMENTS K 000 L
This Life Safely Code(LSC) survey was i
conducled as per The Code of Federal Register K 067 Co
at 42CFR 483.70(a); using the 2000 Existing il
Health Care section of the LSC and its referenced STANDARD DfSCLAJ['f{EQE_
publications. Building 0102 and 0202 is Type ) SR
construction, one story, with a complete This Plan of Corraction is prepared as
automatic sprinkler system, The census at the 2;::;;?;?” qu”"eum”'_“ for
time of the survey was 82. Magiaea particlpation in the
. edicare and Medleald program(s)
i and doey nol, In any manner,
The deficiencies determined during the survey constitite an admission to the validity
are as follows: of the ullegad deficiant praclice(s).
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD Ko87|- The emergency shut down switch 122/
55=D ' o ) o localed atthe readily observed station
Heating, venfilating, 2nd air conditioning comply was repalred on 12/2/2013 fo function
with the provigions of section 8.2 and are instalied propetly in accordance with the
in accordance with the manufacturer's manufacturer's specifications,
specifications.  19,5.2.1, 9.2, NFPA 80A, The Maintenance Director will monlior
18.5.2.2 the emergency shut down switches
on 4 weakly basis {o ensure they are
functioning properly documenting
resulls on his weekly rounds
chstiltdls;. The Administralor will
. - . m
This STANDARD is not met as evidericed by: onlor for complianca,
42 CFR 483.70(a) . The Pran of Correction for this afleged
By observation on 11/20/13 at approximately deficient practica(s) has baen
noon the following Heating, Ventilating, and Air Incorporated into the fality's most
Conditioning sysfem (HVAC) was non-compliant; :::3,: Q“*}"‘!;ASW?MG Commitlas
speclfic findings include the emergency shut evaluat%;n nr::utee:sa;a: zﬁgft:riy for
down switch located at a readily observed siatlon effectiveness on a continuing basis.
did not function properiy.
LA ORY DIRESTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE {X6) DATE I
- Administrator JEYRITE

excused from conecting providing it is detefmided ihat

tollowing the dale of survey whether 0T nol @ plan of copecyon (s provided. For nursing homes, the abova findings and plans of correction are disclosable 14

days following Ihe date these documents are made avaliable to the facility, If deficlencies are cited, anapproved plan of corrdction I requisite to conlin

program participation.
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FORM APPROVED
CENTERS FOR MEDICARE ‘& MEDICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORREGYION IDENTIFICATION NUMBER! A. BUILDING D2 ~ BUILDING 02 COMPLETED
345210 B.WING 1142072013
_ NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
208 MERCER RD BOX 1447
ELIZABETHTOWN HEALTHCAHE & REHAB CENTER ELIZABETHTOWN, NC 26337
&) 1D SUMMARY STATEMENT OF DEFCIENCIES 15 PROVIDER'S PLAN OF CORRECTION ey
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE 00”;;—55"“
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAS caoss-neasnegggg !'ga! g\if)a APPROPRIATE
K 000 { INITIAL COMMENTS K000
There were no Life Safety Code Deficlencies
noted at time of survay,
TORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {x8) DATE
\Wi . ANHA Adm;n ! strator Jaj1) /B

Any dollelencistatdment ending wiiian asterfsk (*} denoles a deficiency which the in3filulion may be excused Irom comecling providing it is determined that
other safeguards provide sufficient profection ta tha patlents, (See Inskructions.) Excapt for nursing homes, the findings staled above are disclosable 90 days
folfowing the date of survey whelher or not a plan of cerveclion is provided, For nursing homes, the above ﬂndlngs and plans of cotreciion aro disciosadle 14
days following the date these documents are miade available lo the facility. If deficienties are cited, en approved plan of corvection is requisita 10 continued

program participation.
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