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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/SUPPLIER/ICLIA (X2) MULTIPLE CONSTRUCTION 1X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
345380 B wine 10/27/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1601 PURDUE DRIVE

THE REHAB AND HC CTR AT VILLAGE GR FAYETTEVILLE, NG 28304

4 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE CCMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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) recertification investigation survey
conducted on 10/27/2011.

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 90 days
following the dale of survey whather or not a plan of correction is provided. For nursing hemes, 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 ptan of correction is requisite to continued
program participation.
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' DEPARTMENT OF HEALTH AND HUMAN SERVICES R S PR]?JE&AL%%Q%%%
CENTERS FOR MERDICARE & MEDIGAID SERVICES YTV OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES | {1} PROVIDER/SUPPLIER/GLIA (X2) MULYIPLE GONSTRUCTION 1! (3 DAYE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; COMPLETED
A BULDING 01~ MAIN BUILDING 01
345380 B, WING 11/22/2011

NAME OF PROVIDER OR BUPPLIER

THE REHAB AND HC CTR AY VILLAGE GR

STREET ADDRESS, CITY, 6TATE, ZIP CODE
1601 PURDUE DRIVE

FAYETTEVILLE, NC 28304

{X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

b
PREFIX
TAG

K042
88=pD

K025
$8=E

NFPA 101 LIFE SAFETY CODE STANDARD

Building constructlon type and helght meets one
of tha following, 19.1.8.2, 12.1.8.3, 10.1.6.4,
18.3.6.1

This STANDARD s notmet as avidenced by:
Surveyor: 27871

Based on observations and staff Interview at
approximutely 8:00 am onward, the following
items were noncompliant, specific findings
Include: there were unsealed panetrafions at 1-a
nuige station In rated celling In slaff slorage
ream.

42, CFR 483,70(a)
NEPA 101 LIFE SAFETY CODE STANDARD

Smoke barrers are constructed to provide at
laast a one half hour fire reslstance rating In
accordance with 8.3, 8moke barrlers may
terminate at an afdum wall. Windows are
protacted by flira-ratad glazing or by wired glass
panels and steol frames, A minimum of two
geparata compariments are provided on each
floor, Dampers are not required in duct
penetrations of smokae bartlers In fully ducted
fHeating, ventilating, and air conditioning systems,
19.3.7.3, 18.3.7.5, 18.1.6.3, 18.1.6.4

This STANDARD s riot met as evidehced by
Surveyor: 27671
Based on observations and staff interview at

K042

J4L.

Koz

 This plan of correction is belng submitled

FROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
NFROIPNGY

X5}
COMPLETION
DATE

pursuant to the applicable federal and stele
regufations. Nofhing contatned heteln shall

be construed as an admission that this

Faclity violated any federal or state regulation

or falled to foltow any applicable stendard of care.

K042 i
The unsealed penetrations at 1A Nurse's ///_;o/f/
station in rated ceiling of the staff storage

room have been repalred by the Malntenance
Department.

All rated caifings have been inspacted o
ensure there are no penstrations or holes
by the Malntenence Depariment.

The Maintenance Department will monitar
areas where outside contractors have
completed work to make certain there are no
noles In ceilings or other aceas of facility.
Maintenance Supervisor will inspact aftic
asraas after the Maintenancs Department
completes work In the atlic/celiing.

The Maintenancs Department whl ensure

Al rated cellings are in good repair during
monthly preventative maintenance (PM) rounds.
The QA preventative maintsnance checklist
includes the Inspsction of all rated cellings and
is completed by the Malntenance Departrment
monthly to monitor compliance. The QA
checklist Is maintained In the maintenance

log book and reviswed monthly by the
Malntenance Supervisor.

~—7 }.’M’/'

ER REPRESENTATIVE'S 8IGNATURE

(X8) DATE

72/9/0/

TITLE

g /bt

LABORATO DT;{%OV PROVIDERISYPPL
nt ending with un ¢

Any doficlency slatemant ending with en autertok

{*) denotas  defleloncy which the fnatitutlon may bo excussd from correcling providing fl ts dstormdlpad that

othet aafaguards provide sufficlent protaction to the vallants, {Sse Instructions.) Except far nursing homes, o findings elated above are disclovabio B0 daye
following the date of survay whether ef hot & plan of corraction la provided, For nursing homes, the ahove findings and pians of correction ure dleclosable 14

duys following the dats these documents aro made avallable {o the facill
program partlolpetion,

ty, It deficlencles wre cllad, an approved plan of correction s raquisits te sonfinued

AV
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Pﬂlyggla Ayg}gyﬂg
CENTERS FOR MEDICARE & MEDICAID SERVIGES OB NO. 0938-0391
STATEMENT QF DERICIENGIES {¥1} PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IRENTIFICATION NUMBER: COMPLETED
ABULDING 01 MAIN BUILIING 01
445180 B. WiNG i1/22/2011

NAME OF BROVIDER OR SUPPLIER
THE REHAR AND HC CTR AT VILLAGE GR

STREET ADDRESS, CITY, STATE, ZIP CODE
1601 PURDUE DRIVE
FAYEYTEVILLE, NC 28304

approximatsly 8:00 ar onward, the following
items were noncompliant, spegcific findings
include: there were unsealed penetrations

room 118, .

42 CFR 483.70(a)
K 045 [ NFPA 101 LIFE SAFETY CODE STANDARD

§S=E
llumination of means of egress, Including exit

fighting fixture (bulb) will not leave the area in
darkness. {Thls does not refer to smergency
llghting I accordance with seclion 7.8.)

This STANDARD [s not met as ayldanced by:
Surveyor; 27871

Basad on observations and staff Interview at
approximately 8:00 am onward, the following
ltems were noncompllant, specific findinge

lpaves arer In darkness lo exit sgress,

42 CFER 483,70(a) .

K089 NFPA 101 LIFE SAFETY CGODE STANDARD
85=E
Cooking facllities are protected In accordance
with 8.2,3,  19,3.2.8, NFPA 96

This STANDARD [s not met as avidenced by,
Survaeyor: 27671

Baeed on obaervations and staff Interview at
approximately 8:00 am onward, the following
jtems were noncampliant, epecific findings

through smoke wall at administrator office and by

discherge, is arrangad so that failure of any single

19.2.8

include; Bining room bedside adminlstrator office X
3 ;’hv‘g}'
S

044) 1D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LEC [DENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 025 | Continued From page 1 K025, Kook

The unsealed penetrations In the smoke
barrier walls located by the Administrator's
office and by room 115 have been repafred
hy the Maintenance Depariment,

All smoke barrler wells have been Ihspected
1046 |10 ensure there are no holes and the faoility Is
In compliance by the Maintenance Department.

All outslde contract work will be Inspected by

the Maintenance Department fo make cenain
any penetration through smoke barrier walls is
repalred immediately. All smoke bardler wally
are Inspected during monthly rounds by the
Malntenance Department using the PM checklist,

The QA Prevenlive Malntenance checklist
includes the inspectlon of all smoke barcler
walls, The QA checklist is malntained In the
maintenance log book and Is reviewed and
monltored by the Maintenance supenvisor.

K045

Hlumination in the dining room

a0 | begide the Administrator's offics has
been repaired to provide light leading fo
the exit by the electric company with the
assistance of the Maintenance
Department.

Alfl aveas of the faoility have been assessed
by the Maintenance Department and are in
compliance with NFPA K 045

/R/J%rf

(illumination of means of egress) S

1

W

é‘tw‘ i

FORM CIA3-2587(02-6D) Pravious Volslons Obgolste
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FORM APPROVED
QMB NO., 0838-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDERISUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMB ER;
345380

(X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
COMPLETEOD
A. BUILDING 01 - MAIN BUILDING 04
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WiN 1472212014

NAME OF PROVIOER OR SUPPLIER
THE REHAB AND HC GTR AT VILLAGE GR

STREET ADDRESS, CITY, STATE, ZIP CODE

1801 PURDUE DRIVE
FAYETTEVILLE, NC 268304

‘ORM CM8-2607(02-98) Pravicus Varlons Obsoleta

{b) Locatlons for supply systems of greater than
3,000 cu.ft. are vanted to the outside, NFPA 08

4.3,1.1.2, 19.3.24

This STANDARD is not mef as evidenced by:
Surveyor: 27871

Based on observations and staff Interview at
Approximately 8:00 am onward, the following
ltems ware noncompllant, specific findings
include: no signage was displayed on resident
room 224 to {dentified that oxygen was in uge,”

42 CFR 483,70(a)

{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (5)
PREFIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREF|X (EACH CORRECYIVE AGTION SHOULD 88 GOMPLETION
TAG REQULATORY OR LG IDENTIFYING INFORMATION) TAG enoss«wenegceolég g\};}ﬁ APPROPRIATE DATE
EFIC
AN - . .
K 089 | Continued From page 2 m{? The Maintenance Dapnrmmu.t is o.wat:e of
, continueys illumination requirements. '
Lgflfggeer ;;r;sé:c;fg;';tsgl O‘.;vg;gr:eoinlocated over dagp Al areas of facility raquir_ing continuoys
‘ illumination are In compliance,
42 CFR 483.70(n} _ i ot
K078 | NFPA 101 LIFE SAFETY CODE STANDARD ~ico7g] The Maintenance Department will mon
SSuF the continwous illumination with an‘y
Medical gas storage and administration areas are failure in Hghting correoted nmpedmtebh
protected in accordance with NFPA 99, Lighting is checked weekly during
Standards for Mealth Care Facllifles, preventative maintenatice rounds and
‘ded on QA PM checkHst,
(a) Oxygen slorage locatlons of greater than reoot Q ‘
3,000 cu.ft. are enclosed by a one-hour Kﬁf‘;;‘f K159
saparation, 7/ 22/
The deep fat fryer In the Kitchen has besn _

moved approximately ten inches by the
Maintenance Department and Is located
directly under the sprayer of the

Ansul Hood System

The deep fat fryer will be positionad
dlrectly under the sprayer of the Ansul
System at all imes as required by the
NFPA 101 i Safely Code.

The deep fat fryer is cleanad waakly by the
dietary staff. The cleaning and correct position
of the deep fat fryer Is dacumented on the
dlotary checklist by the dletary staff.

The kitchen supetvisor reviews the checklist

to enaure compliance weskly,

Gontinued monltoring of the posltion of the
Deep fat fryer under the Ansul system wil
be maintained by the kitehen Supervisor and
Distary Manager. The Maintenance
Department wli inspeot the position of the

Evant {D: Bzt

desp fat fryer during woekly PM rounds to

F
*“'ensure proper placement,

sat Page 3of3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFIGIENCIES (A1) PROVIGER/SUPPLIERIGLA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING a1 - MAIN BUILDING 01
344380 B.WING.._ 1172212011
NAME OF PROVIDER OR BUPPLIER B8TREET ADDRESS, CITY, 8TATE, ZIP CODE
1601 PURDUE DRIVE
E B
THE REHAB AND HC CTR AT VILLAGE GR FAYETTEVILLE, NG 20304
(X4} 10 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF GORREGTION o ]
PREFIX (EACH DEFICIENCY MUBY BE PREGEDED BY FULL PREFIX (BAGH CORRECTIVE ACTION SHOULD BE | COMPLEYiON
TAG REGULATORY OR LIC IDENTIFYING INHORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K068 | Continued From page 2 K 068
inclide: ansut aystem was not located over desp
fat fryar for covarage of systam,
42 CFR 488.70(a)
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K 078 //ﬁf 74
S8uF K076

Medical gas storage and adminlstration areas are
protested in accordance with NFPA g8,
Standards for Health Care Facllities.

(a) Oxygsn storage locatlons of greater than
3,000 cu.ft. ars enclosed by a one-hour
separation.

(b) Locations Yor supply systems of greater than
3,000 cu.it, are vented to the cutside. NFPA 89
4.3.1.1.2, 18.3,2.4

This STANDARD s not met as evidenced by
Survayor: 2708714

Baged on obssrvatlons and staff Interview at
approximately 8:00 am onward, the following
itars were noncompllant, specific findings
include: no signage was diaplayed on resident
room 224 to identiflad that oxygen was In use,

42 CFR 483,70(a)

An *Oxygen In Use" sign has been placed
heside the entrance door of room 224 by the
Supply cletk.

Oxygen In Use slgne are placad at the antrance
of each resldents’ room recelving oxygen
by the Supply Clerk.

When 02 Is dellvered to the resident's room the
supply clerk also places signage indicting such
and documants on the oxygen log that js kept

in the supply office

Central Supply Manager will monltor

weeKly during QA rounds fo ensure alf

Oxygen In Use signage ls approprialely placed
at each resldents room receiving 02,

The oxygen checkllst will bo mantalred i

the central supply office.

FORM CMS-2467(02-89) Previows Veralons Obeolale Evept 1D; E3KX21

Faclllly 10: DA3524 If gontinuation shost Page 3 of 3
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PRINTED: 11/28/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0638-0301
STATEMENT OF DEFICIENCIES (X1} PROVIDER/BUPPLIERICLIA (X2) MULYIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IBENTIFIGATION NUMBER: COMPLETED
A BULDING gz BLDO 0202
345380 B. WING 11/22/2041
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1601 PURDUE DRIVE
THE REHAB AND HG CTR AT VILLAGE GR FAYETTEVILLE, NC 28304
(X4 1o SUMMARY STATEMENT OF DEFIOIENCIES D PROVIDER'E PLAN OF CORRECTION 8]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY O L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K025
K 026 | NFPA 101 LIFE SAFETY COIIE STANDARD K 0281 The unsealed penetration in the stoka /,%?///
S§=E barrfer wall located at unit 34 has been
Smoke bartlers are constucted to provide ot rapalred by the Maintenance Department,
leaat a one half hour fire reslstance rating In
?BCCO_fdﬂt"Cﬁ with fr-!g:m Swmgkmigm m:"f : All smoke barrier walls have been Inspected
rminate atan & afl. are to ensure there are no holes and ths faclily is

protected by flre-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not requlired In duct

in ompliance by the Malntenance Department,

All outside contract work will be Inspected by

panetrations of smoke barflars in fully ducted the Maintenance Department to make certain
heating, ventilating, and alr conditloning systems. -any penetration through smoke barrier walls Is
19,4.7.3, 10.3.7.5, 19.1.8.3, 19.1.84 -rapaired immediately. Maintenance Supervisor

will inspect atfic areas after the Maintenance
Department completes work in the atfic/celling.

The QA Proventive Maintenance checkllst
fncludes the inspection of all smoka barrler
walls, All smoke barrler wells are Inspected

This STANDARD is not met as evidenced by:
Surveyor: 27871
Basad on obaervations and staff Interview at

approximately 8:00 am onward, the following durlng monthly rounds by the Malntenance

ftams wara nencompliant, speclfic findings Department using the PM checklist, The

include: smoke barrler at 3A has opaning of QA checklist is maintained in the

greater than 2 inches Openings must be geal o melntenance log book and is reviewed and

malntain rating of barrler. monitored by the Malntenance supervisor

42 CFR 483,70(a) fonthy. :
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K 076} K076 //% 74
SS=F _ An "Oxygen In Use" sign has beeh placed

Madical gas storage and adiministration areas are beside the entrance door of room 336 by the

protected in accordance Wih NFPA 89, Supply dlerk.

Standards for Health Care Facilities.

Oxygen In Use signs are placed at the entrance

0 locali f greater than
{2) Oxygen storago focations of graate of each residents' room receiving oxygen

3,000 cu.ft. are enclosed by a oha-hour

saparation, by the Supply Clerk.
{b) Looations for supply aystems of greater than
3,000 cu.ft, are vented to the outside, NFPA 88 ! .
—X cont F-
{X6) DATE

LABO RY DIRECTOR'S PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE - TITLE
W AN Ry )

Any deflclancy statamnnt anding with an noterlsk {) denoles a deficlency which tha Inelltullon may ba excused from corracting providing ltis deto{mlrﬁd that
other saleguards pravide sufflalent protection to the patlanta. {(Ses Inslructions.) Excapt for nureing homes, tho findings stated abava ars disclosable 80 daya
followlng the dute of survey whether or not & plan of corraction Is previdad, Foy nursing homes, tha above finding and plana of gorrectlon kre diaclosable 14
dayy followlng the dute these documanis are mads avallabls to the fecliity, If deflclanclea are clted, an approved plsn of coirection le raquisite to sontinued

program parlctpation, GLA_.

FORM CM3-2387(02-99) Pruvious Varalons Obaolata Evant I ESHOE Faoilly 1D 843624 It sontinuation sheet Pags 1 of 2
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORI\?] Ai’LROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) FROVIDER/BUPPLIER/GLIA (42) MULTIPLE GONSTRUCTION (%3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A.BUILDING  p2.BLDG 0202
345380 B, WiNG 1112242011
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
1801 PURDUE DRIVE
THE REHAB AND HC CTR AT VI G
ND H LLAGE GR FAYETYEVILLE, NC 28304
o) 1o BUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE FOMPLETION
TAQ REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENGY}
K078 | Continued From page 1 Kave

43.1.1.2, 19.3.24

Thls STANDARD is not met as evidenced by:
Surveyor; 27871

Based on observatlons and staff Interview at
approximately 8:00 am onward, the following
ltems ware noncompllant, specific findings
Include: no slgnage was displayed on residant
room 338 to identlfied that oxygen was In use.

42 CFR 483.70(a)

When O2 Is dsliverad to the resldent's room the

supply clerk also places sighage indicling suoh
and documents on the oxygen log that Is kept

In the supply office

Central Supply Maneger will monitor

weekly during QA rounds to ensure.all

Oxygen in Use sighage is appropriately placad
al each residents room receiviig O2.

The oxygen checklist will be maintalned in

the central supply office,

FORM CM8-2887(02-92) Pravlous Verslont Obsolots

EvonliD: EakX2t

Falilly 1D 993824

{f continuation shesl Pages 2 of 2




DEPARTMENT OF HEALTH AND HUIMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

SURVEY TEAM COMPOSITION AND WORKLOAD REPORT

Public reporting burden for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining data
needed, and completing and reviewing the  collection of informatien. Send comments regarding this burden estin:ate or any other aspect of this collection of information, including suggestions for redacing the
burden, to Office of Financial Management, HCFA, P.Q. Box 26684, Baltimore, MD 21207 or o the Ofice of Management and Budget, Paperwork Reduction Project(0838-0583), Washington, D.C. 20503.

Provider/Supplier Number Provider/Supplier Name

345380 THE REHAB AND HC CTR AT VILLAGE GR
Type of Survey (select all that apply) A Complaint Investigation E  Initial Certification I Recertification
B Dumping Investigation ¥ Inspection of Care I Sanctions/Hearing
I 1 I l , ' I C  Tederal Monitoring G Validation K State License
D Follow-up Visit H Life Safety Code 1L CcHOW
M Other

A Routine/Standard Survey {atl providers/suppliers)

B Extended Survey (HHA or Long Term Care Facility)
C Partial Extended Survey (HIHA}

D Other Survey

Extent of Survey (select all that apply)

Al T T[]

SURVEY TEAM AND WORKLCGAD DATA

Please enter the workload infonmation for each surveyor. Use the surveyor's identification number.

Surveyor 1D Number First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
(A) Date Date Preparation Hours Hours Hours Hours Preparation
Arrived Departed Hours 12am-§am 8am-6pm 6pin-12am Hours
(B} (€) (D} (E) (F} {3 {H) 0
Team Leader ID

I. 28953 1072422611 | 10/27/2011 6.50 0.00 22.00 0.00 3.00 0.50

2. 19186 10/24/2011 | 10/27/2011 0.50 0.00 26.00 0.00 3.00 0.50

3. 21483 10/24/2011 | 10/27/201% 1.00 0.00 20.50 0.00 1.00 0.50

4, 21561 1072472011 | 10/27/2011 0.50 0.00 2175 0.00 3.00 0.50
5.
6.
7.
8.
9,
10,
1L
2.
13.
14,

Total SA Supervisory Review Hours..... 2.50 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hours.... 0.50 Total RO Clerfcat/Data Eniry Hours..... 0.00

Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No

FORM CMS-670 (12-91} 162000 BventlD; g3gw(] Facility ID: 943524 Page




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED

SURVLY TEAM COMPOSITION AND WORKLOAD REPORT

Public reparting burden for this collection of information is estimated 1o average 1 minules per response, including time for reviewing instructions, searching existing data sources, gathering and
muaintaining datn needed, nnd compleling and reviewing the coltection of infarmation, Send comments regarding this burden estitmate or any ofher aspeet of this collection of information,
inciuding suggestions for reducing the burden, to Office of Financial Management, HCFA, P.O. Box 26684, Baltimore, MD 21207; orto the Office of Managemenl andt Budget, Paperwork
Redugtion Project(0838-0583), Washington, D,C, 20503,

Provider/Supphier Number Provider/Supplier Namme

345380 THE REHAB AND HC CTR AT VILLAGE GR
Type of Survey (sclect all that apply) A Complaint Investigation E  Injtial Cerlification I Recertification
B Dumping Investipation T Inspection of Care I Sanctions/Hearing
... C  Federal Moniloring G Validation K State License
Follow-up Visit H Life Safety Code L CHOW
M Other

A Routine/Standard Survey (all providers/suppliers)

B Extended Survey (HHA or Long Term Care Facility)
C Partial Extended Survey (HHA)

D Other Survey

lxtent of Survey (select all that apply)

Al LT ]]

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number,

Surveyor ID Numbey First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Repert
(A) Date Date Preparation Hours Hours Hours Hours Preparation
Arrived Deparied Hours 1Z2am-8am Sam-6pm 6pm-12am Hours
(8) © (&) ] F) (&) (H) )
i 27871 11/22/2011 [ 11422/2011 £00 0.00 4.00 0.00 1.00 1.00
2,
3.
4.
3
6.
7.
8.
9.
10,
I
12,
i3.
[,
Total $A Supervisory Review Hours..... 0.50 Total RO Supervisory Review Hours.... 0,60
Total SA Clerical/Data Entry Houwrs.... 0.50 Total RO Clerical/Data Entry Houwrs..... 0.00

Was Statement of Deficiencies given to the provider on-site at completion of the survey?..., No

FORM CMS-670 {1291} EventlD: pagxzl Facility ID: 943524 Page 1
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CONSTRUCTION SECTION TRANSMITTAL FORM ce

Division of Health Service Regulation ce
cc

To: Acwie & HC{] LTC Lic. & Certification [J MH Lic. & Certification| ] ICE/MR [ Jails & Detention [

Adult Care . [} DSS Child Care uvveene L3 Certificate of Need ....... [ ] Other: ]
Facility Name:  Rehab. and Healtheare Cir. @ Village Green
Facilily Location: 1604 Purdue Drive, Fayetieville, N¢ 28304 County:  cumberland
Construction Section Project No, FID No.: 943524 CON No.:
Type of Facility: (Check all applicable boxos)
Hi, Acute Care Hospital (B311) oo ] HL Rehab Hospiat 0318)... [J MHH PsyHosgimt(t22cy [} ESRD  Dialysis Treat seveseenne |J
HY Hosplea (I0patient} cuevervr v snnnonesssenns ] HP  Hospics (Residential) ....... | AS Ambulatory Surgery. [J AB Abortion Clinio .c..vr. |
ICFIMR nermediate CRreMMR veoerovveonsrnenssiesmnsinse b B S T I | CC  CHECare vormerreenn |1 OTHER [
MHL Mental Heallh Prog. No. i NH  Nursing Homs overeereiiens PG HA  AdiliCorerveniinn £ FC Family Cars ,o.overeenen T}

Project Description: Recertification survey
345380 Archive Drawings:  Yes [ No [} A [

Facitity Licensed Capacity: (speoity)

All residents must be able to respond and evacuate the building without physical or verbal assistance: Yes [} No {7} NAT]

Construction Seetion — Licensure:

Existing Facility DHSR Licensure Swrvey By: Survey Date:
Local Building Official’s Approval By: Approval Date:

Loeal Fire Official’s Approval By: Combined w/CO: YES[ ] Approval Date:

Local Sanitarian’s Approval By: Approval Date:
DHSR Inspection By: Inspection Dale:
DHSR Approval By: By Documentation Qnly: YES[]  Approval Date:
Remarks: __

Signed: Date:

Construction Section - Medicare/Medicaid Certification;
Hus HOFA 855 Cleared? Yes [} Nol ) NA ]
Certification Survey By:  Gordon Washbury Date Conducted; £ 1/22/2011

Allachments: Crucial Data §X] Physical Environment [] FLife Safoty Code Survey I HCFA-2567(s) Pd  Workload [} Request for Waiver [ ] FSHS 3
Follow-up Needed: Yes [} Wel ]  Date: [3fdef 301 FSES: Yes [ No [ Waiver(s) Recommended: Yes [| No [}
Date Conducted:

Follow-up Visit by:
Aftachments: HCFA 2567(s) [} HCFA-25678B(s) [] Workload Report Form ]

Remarks: Approval Date:

Signed: Garden Washburn / h r= A {/\-DMJ"“""' Date; _| )./ A/ o]
Building Data Input Into Data Base:

Input By: Date: Final Const, Section Approval Date: Yes[ ] Mo [
Qceupancy  Growp I-f e [ 3 Growp12...... [ Group I3 vvees [ Group R e [J Group B, 1 other ... []
Type: Res. Bldg. Code []  Res. CareHm. [} Swall Res, Care {1 Smali Non-Am, []  Large Res. Care [}

Sprinklered: Yes [} No[] Sp. Type: wet 4 Dry {7l Generstor: Yes$d No {1 NCSBC Const, Type: ZIT-prof
DHSR. 4086 Construction Section {Revised H6/09 TF)
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200

300
100
300
300
100
300
300
200
200
200

100
300
200
200
200
100
200
200
200

300
100
300

Room #

225
321
229

204
215

336
111
344B
345A
106
341
330A
214
216
218

117
340B
221
227
212
110
217
230
213

335
101
342A

Stage 2 Sample Resident List

THE REHAB AND HC CTR AT VILLAGE GR: E3KX11 - 10/24/2011

Resident

144
62
25
97
20
22
23
35
182
8
16
191
108
95
78
139
27
51
&0
3
80
200
43
96
75
45
44
137
93
b4
81

Name

AGUADO ECHEVARRIA, FELIPE - 11/02/1913

BIZZELL, BETSY B - 10/28/1930
BLACKMAN, MATTIE - 10/28/1924
BRADLEY, PAULINE L - 03/07/1924
BYRD, NAOMI W - 09/21/1918
CHILDRESS, DELLA M - 01/08/1929
COLVIN, HENRY M - 10/27/1935
DAVIS, JOHN W - 07/17/1916

DAVIS, MARY A - 09/03/1926

DUKE, ASA W - 06/29/1932

ELLIOTT, MARY W - 04/19/1911
GRIFFIN, GROVER L - 09/11/1933
GUIN, ARTHUR M - 09/28/1923
HAMILTON, FRANCES P - 08/14/1935
HINSON, WILLIAM M - 03/01/1928
HOBSON, BARBARA J - 02/22/1939
HODUL, BLANCHE D - 08/14/1927
HOLTHE, INGELORE K - 06/06/1931
LANCASTER, LA RUE E - 09/23/1920
MCNEIL, HARVEY - 07/30/1956
MONROE, MARIE P - 11/26/1918
NEWBERRY, MARGARET O - 11/07/1913
PATTERSON, GLADYS J - 11/24/1924
PERRY, WALTER P - 12/10/1925
PHELAN, MARIE D - 06/02/1917
REED, KRESZENZ - 08/08/1922
SHIELDS, COLLEEN - 01/23/1921
SLATER, JOHN E - 08/14/1922
WASHINGTON, NODDIE G - 05/16/1943
WEBER, BETTY A - 12/22/1924
WICKER, OLA E - 05/26/1919

Number of Residents in Stage 2 Sampie: 31

Thursday, October 27, 2011 : 11:56 am

Admission

Date

04/29/2011
09/19/2011

081172011

05/30/2011
09/30/2011

08/09/2011

06/06/2011

07/08/2011
04/20/2011

07/14/2011
09/29/2011
06/26/2011
10/04/2011

09/23/2011
08/04/2011

09/27/2011
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