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Standard Disclaimer: This Plan of
F 000 | INITIAL COMMENTS F 000 —_ :

Correction is prepared as a necessary
requirement for continued participation

No deficiencies were cited as a result of the ) . L.
in the Medicare and Medicaid programs

complaint investigation conducted on 10/24/13.

Event ID #2DVA11. and does not in any manner constitute
F 358 | 483.30(e) POSTED NURSE STAFFING F 356| an admission to the validity of the
§8=C | INFORMATION “alleged deficient practice.

The facility must post the following information on . . .
a dally basis: F356 | How corrective action will be

o Facility name. accomplished for those residents found

o The current date. to have been affected by the deficient '
0 The total ngmber and ‘the acfual hours worked practice: No residents were affected by
by tha following categories of licensed and

unlicensed nursing staff directly responsible for the deficient practice. The direct care

resident care per shift; nursing hours during the time period
- Eeglste;ed nutr_se?. ; . were above the state requirement of 2.1
- Licensed practical nurses or license

vocational nurses {as defined under State law). PPD on 10/22/13, 10/23/13, and 10/24/13
- Certified nurse aides. 10/24/13.

o Resident census.
F356 How corrective action will be
The facility must post the nurse staffing data : accomplished for those residents

specified above on a daifly basis at the beginning ,
of each shift. Data must be posted as foliows: having potential to be affected by the

o Clear and readable format. deficient practice: Nurse staffing hours
o In a prominent place readily accessible to will be posted daily at the reception
residents and visitors. ; .

area in the front main entrance of the
The facility must, upon oral or written request, facility. This will include the facility
make nurse staffing data available to the public name, the current date, the total
for review at a cost not to exceed the community number and the actual hours worked by
standard,

the following categories of licensed and
The facifity must maintain the posted daily nurse unlicensed nursing staff directly
staffing data for a minimum of 18 months, or as " | responsible for resident care per shift:
required by State law, whichaver Is greater. Registered nurses, Licensed practical

nurses, o licensed vocational nurses {as
defined under state law), and Certified

LABORATORY DIRECTOR'S OVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
~ LY
g /%/n/ 'y /'4’4/4& /// 23 /f 3
CJdl [ /

Any deficiency W endlng with an asterisk (*) denoles a deficiency which the institution may be excused from correcting providing it is determined that
other safegua rovide sufficlent protection to the patiants. {(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 [s provided. For nursing homes, the above findings and plans of correction are disciosable 4
days following the date these documents are made avallable to the facliity, If deficlencies are cited, an approved plan of correction is requisite 1o contintied
program participation.
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recertification survey on 10/22/13, 10/23/13 and
10/24113,

During an observation on 10/21/13 at 6:30 pm
during the initial tour the facility staffing was
unable to be located.

During an observation on 10/22/13 at 9:30 am the
facility staffing was unable to be located.

During an ebservation on 10/23/13 at 9:45 am the
facility staffing was unable to be located.

During an observation on 10/24/13 at 10:20 am
accompanied by the director of nursing {DON)
when guestioned regarding the facility staifing
escorted the state agency to the back of the
facility known as the "employee entrance” per the
DON. The facility staffing was observed posted
on the hall wall of the employee entrance dated
10/21/13. The location where the facility staffing
was posted was not easily identifiable without
having to ask. Thereafter, the DON escorted the
state agency to a information closed glass board
on the 200 B hall that revealed no staffing posted
as Indicated by the DON "we post it here also.”

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES [»] PROVIDER'S PLAN OF CORRECTION o8
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)
Standard Disclaimer: This Plan of
F 356 Continued From page 4 F356| correction is prepared as a necessary
g;]]s REQUIREMENT s not met as evidenced requirement for continued participation
Based on observations, record review and staff in the Medicare and Medicaid programs
interviews, the facllity failed to post the dally and does not in any manner constitute
facil_ity staffing {nursing) in an area t'hat could an admission to the validity of the
easily be seen or located by the residents, staff alleged deficient oractice
and visitors for three days of the receriification 8 P ’
survey. The facility also failed to post the facility . . .
staffing (nursing) for three days of the E356 nurse aides; current resident census will

also be included. The nurse staffing
hours will be ahove the state
requirement of 2.1 PPD; if hours are less
than the state requirement, the facility
will ensure to find enough direct patient
care staff to work on the floor.

The DON/designee will be responsible
for posting daily nursing hours Monday
through Friday. On Saturday and
Sunday the Weekend
Supervisor/designee will be responsible
for posting daily nursing hours. Nursing
hours posted will be signed off by two
nurses (Registered nurse/Licensed
practical nurse/ or Licensed vocational
nurse}. The DON/designee will in-
service staff whom may be involved
with the daily nursing hours calculation.
The daily nursing hours posted form will
be copied to the Administrator and DON
daily to ensure accuracy.

In an interview on 10/24/13 at 10:30 am, ths unit 12/14/13
coordinator acknowledged that she was the
designated person that was responsible for

FORM CMS-2567(02-98) Pravious Versicns Obsclele Event ID:2DVALt Faciiy ID: 943524 {f continuation sheet Page 2 of § Ly
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facility staffing to be posted daily. She concluded
going forward she would ensure the facility
staffing was posted daily, and in an area that
could be easily foundfobserved.

In an interview on 10/24/13 at 10:45 am, the unit
coordinator reported that she posted the facllity
staffing for 10/24/13, after being notified by the
state agency,

or systemic changes made to ensure
that the deficient practice will not
occur: Nurse staffing hours will be
posted daily at the reception area in the
front main enirance of the facility. This
will include the facility name, the
current date, the total number and the
actual hours worked by the following
categories of licensed and unlicensed
nursing staff directly responsible for
resident care per shift: Registered
nurses, Licensed practical nurses, or
licensed vocational nurses {as defined
under state law), and Certified nurse
aldes; current restdent census will also
be included. The nurse staffing hours
will be above the state requirement of
2.1 PPD; if hours are less than the state
requirement, the facility will ensure to
find enough direct patient care staff to
work on the floor.

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345380 B.WING 10/24/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE REHAB AND HC CTR AT VILLAGE GR 1601 PURDUE DRIVE
EAYETTEVILLE, NC 28304
o) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIBER'S PLAN OF GORRECTION 8
PREFIX {EAGH DEFICIENGY 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
DEFICIENGY)
Standard Disclaimer: This Plan of
F 356 | Continued Ffrom page 2 F 35| Correction is prepared as a necessary
posting the facifity staffing. When questioned . " o
X . requirement for continued participation
regarding the posting of the staffing for 10/22/13, ) a ) . p p
10/23/13 and 10/24/113 she indicated that she in the Medicare and Medicald programs
would have to "look around in her office to see if and does not in any manner constitute
the staffing sheets were located there." an admission to the validity of the
In an interview on 10/24/13 at 10:35 am, the alieged deﬁ;rent practice.
director of nursing stated that she expected the
F356 What measures will be put into place
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Standard Disclaimer: This Plan of
Correction is prepared as a necessary
reguirement for continued participation
in the Medicare and Medicaid programs
and does not in any manner constitute
an admission to the validity of the
alleged deficient practice.

The DON/designee will be responsible
for posting daily nursing hours Monday
through Friday. On Saturday and
Sunday the Weekend
Supervisor/designee will be responsible
for posting daily nursing hours. Nursing
hours posted will be signed off by two
nurses {Registered nurse/Licensed
practical nurse/ or Licensed vocational
nurse). The DON/desighee will in-
service staff whom may be involved
with the daily nursing hours calculation.
The daily nursing hours posted form will
be capied to the Administrator and DON
daily to ensure accuracy.

How the facility plans to monitor its
performance to make sure that
solutions are sustained:

Page 4 of 5
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Standard Disclaimer: This Plan of
Correction is prepared as a hecessary
requirement for continued participation
in the Medicare and Medicaid programs
and does not in any manner constiiute
an admission to the validity of the
alleged deficient practice.

F356 The dally nursing hours posted form will
be copied to the Administrator and DON
daily. The Administrator/DON/designee
will audit the nurse staffing hours
posted once a week for four weeks and
quarterly thereafter, The results of the
audit will be brought to the next
scheduled quality assurance meeting.
Any discrepancies will be addressed
immediately and staff whom are
involved will be in-serviced on the
deficient practice or disciplined as
deemed necessary by the
Administrator/DON/designhee, 12/14/13

COMPLETION DATE: 12/14/13
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STATEMENT OF DEFICENCIES (X1) PROVIDER/SUPPLIERIGLIA {X4) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 91 - GCOMPLETED
. 345a80 B WG 111412013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE B ¢ LLAGE GR 1601 PURDUE DRIVE
REHAB AND H CTFT ATVILLAGE G FAYETTEVILLE, NC 28304 .
puy o _ SUMMARY STATEMENT OF BEFICIENCIES [13) PROVIDER'S PLAN OF CORRECTION i (xae)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLEYION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. ' DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

. - Standard Disclaimer: This Plan of
Siin.rsyorf 27811 Corraction Is prepared as a necessary

Thisd Life gafety Code(LS(é) sur:_'s}é walsR t requirement for continued participation
conducted ag per The Code of Federal Register di d Medicaid

at 42 CFR 483.70(a); using the 2000 Existing In the Medicare and Medicald programs
Health Gare section of the LSC and its referenced and does not In any manner constitute
publications. This building Is Type 111 (211) ap admission to the validity of the
construction, one story, with a complete alleged deficient practice.
automatic sprinkler system.
How corrective action will he

The deflciencies determined during the survey’ .
accomplished to correct the deficient

are as follows:

K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018 practice: Door closures were Instalied ‘
85=F : - to the dish washing room on 13/25/13.
Doors protecting corridor openings in other than Doors are to remain closed unless

required enclosures of vertical openings, exifs, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solld-bonded core
wood, or capable of resisting fire for at least 20 How we will identify other lifz safety
"ﬂm?ez- t Doors glt‘hSPﬂ!‘lklered bfuifdings a{]f_%hODIY_ - | Issues having the potential to affect
required to resist the passage of smoke. Thereis .

no impediment to the closing of the doors, Doors residents by the same deficlent practice
are provided with a means suitable for keeping and what corrective actions will be

the door closed. Dutch doors meeling 19,3.6.3.6 taken: All doors In the facllity that may

are parmited.  19.3.6.3 be out of compliance with 42 CFR
483,70 {a) will have a door closure

necessary for staff to exit/enter.

Roller [atches are prohibited by CMS regufations
in all health care facilities. installed.

What measure wlil ba put into place or
what systemic changes we wlll make to
ensure that the deficient practice does
not recur: Staff wilt be in-serviced on
the Importance of keeping doors ¢closed
that have closures: not to prop doors

This STANDARD Is not met as svidenced by: for any reason. Door closures will be

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
' %{mh;‘a’){mﬁfl " [24 /: 3

Any daflelsncy ant andbag'vﬂlh an asterlsk (*) denotea a deficlency which the inslitulion may be exewsed from cotreciing providing it is determined that
other ssfeguerds provide sufficlent proteciton to the patlents, (See Mstructions) Excapt for nurstg homes, the findings staled above are disclosable 90 days
followlng tha dala of survey whelhar or not a plan of correction [a provided, For nuraing homes, tha above findings and plans of comeclion are disclossble 14
days following the dats thase documanls are made avallable 1o the facifity. if deficlencics are ofled, an appraved plan of correcllon Is requlsite to condnued

pregrarm particlpation,

If continualion sheel Page 1 of X 8
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SYATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA X2) MULYIPLE CONSYRUCTION . (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION HUMBER: A BUILDING 01 - MAIN BUILDING o1 COMPLETED
345380 3. WING ' 11/14/2013
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP GODE .
: 1601 PURDUE DRIVE
THE HEHA.B AND HC CTR AT VILLAGE GHR FAYETTEVILLE, NC 20904 |
I oo SUMMARY STATEMENT OF DEFICIENGIES - 0 PROVIDER'S PLAN OF CORREGTION :
PREFIX |  (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} 16 CROSS-REFERENCED TO THEAPPROPRIATE | DATE
DEFICIENCY)
Standard Blsclaimer: This Plan of
K 018 Continued From page 1 KO1B| correction Is prepared as a necessary
Surveyor, 27671 . requirement for continued participation

Based on observations and staff interview at 8:30

am onward, the following items were in the Medicare and Medicatd programs

noncompliance, specific findings Inchide: doors to and does not In any manner constitute
dish washing room did not have latching an admission to the validity of the
hardware on them for keeping doors closed, alleged deficlent pracilce.
42 CFR 483.70(a) _ )
K 029] NFPA 101 LIFE SAFETY CODE STANDARD Kogg 1| - 29ded to the Monthly maintenance
88=E checklist to ensure compilance.
One hour fire rated construction (with % hour )
fire-raled doors) or an approved autormalle fire How the correctlve actions will be
extinguishing system in accordance with 8.4.1 : monitared to ensure the deficient

andfor 19.3.5.4 protects hazardous areas. When

the approved automatic fire extinguishing system practice will not recur: Doors that have

optlon Is used, the areas are separated from closures will be added to the monthly
other spaces by smoke resisting partltions and checkilst for maintenance items that
doors. Doors are self-closing and non-rated or need to be checked for LSC compliance.

fleld-applled protective plates that do not exceed -
48 Inches from the boftom of the door are Any deficiencies shali be Immediately
permitied.  19.3.2.1 fixed and Malntenance Director and

Administrator made awarg so
approprlate disciplinary

. . actions/education ¢an occur. This tople
This STANDARD 1s not met as evidenced by: wlii e brought o the next QA meeting |

Surveyor, 27871
Basedin observations and staff Interviow at 8:30 [ andmeonitored monthiy thereatter. 12729113
em-onward, the followlng items were H e action will b
noncompliance, specific findings Include; K029 _now corrective action wilhe
1. door to Medical records room is not self accomplished to correct the deficient
closing. practice: Door closures were Installed
z.d doior tf;fsupp[y room Is also not self closing(by 1o the medical records room and the
Admin, office). ) daor to the supply room on 11/25/13,
42 CFR 4083.70(a) ‘Doors are to remain closed unless
K 0652 NFPA 101 LIFE SAFETY CODE STANDARD K062 necessary for staff to exit/enter to
58=€ ' : conduct their work.

FORM CMS-2507(02-89) Pravlous Varstons Obsolels Bvenl 10:20VAZS Facility fD: 948524 I continution sheet Page 2 of A 8
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STAYEMENT QF DEFICIENCIES 1} FROVIDERJSUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION {X3) DATE SYRVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 01 « MAIN BUILDING 01 - GOMPLETED
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(XA} ID SUMMARY STATEMENT OF DEFICIENCIES . In PROVIDER'S PLAN OF CORRECYION i)
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE AGTION BHOULD BE COMPLETION
TAG R‘_EGUIATORY OR L3¢ IOENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THE APPROPRIATE d DATE

DEFIGIENCY)

K 052 | Continusd Fror page 2

A fire alarm system required for life safety Is
installed, tested, and maintained In accordance
with NFPA.70 Nalional Elsctrical Code and NFPA
72, The system has an epproved malntshance
and testing program complying with applicable
requirernents of NFPA 70 and 72.  9.6,1.4

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

Based on observations and staff interview at 8:30
am onward, the followlng ltems ware
noncompliance, specific findings include: during
test on fre alan system, batteries went dead on
systom( with loss of power). Also several horns
on hom/strobe devices did not work (2A).

42 CFR 483.70(a)

K 062 | NFPA 191 LIFE SAFETY CODE STANDARD
§5aE
Required automatic sprinkler systems are
continuoysly maintained in reliable operating
conditjon ard are inspected and tested
perlodically,  18.7.8, 4.8.12, NFPA 13, NFPA
25,0.1.5

This STANDARD is not met as evidenced by
Surveyor: 27871 ' .
Based on observations and staff interview at 8:30

Standard Disclalmer: This Plan of

K 052 Correction Is prepared as 2 necessary
requirement for continued participation
in the Medicare and Medicaid programs
and does riot in any manner constltute
an admission to the validity of the
alteged deficient practice.

K028 How we will Identify other life safety
issues having the potential to affect
resi&ants by the same deflclent practice
and what corrective actions wili be
taken: All doors in the facility that may
be out of compllance with 42 CFR
483,70 {a) will have a door closure
Instalied,

What measure wlll be put into place or
what systemic changes we wil make 1o
ensure that the deflclent practice doas
not recur: Staff will be In-serviced on
the Importance of keeping doors closed
K082) 4t have closures: not to prop doors
for any reason, Door closures will be
added to the Monthly maintenance
checklist to ensure compliance,

How the corrective actions will be
monitored to ensure the deficient
practice will not recur: Doors that have -
closures will be added to the monthly
checklist for maintenance Items that
need to be checked for [SC compliance.

FORM CMS-2587(02-29) Previouw Versions Obsclste Evenl ID:2DVAZI
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STATEMENT OF DEFICIENGIES (1) PROVIDERISUPPLIERICLIA {X?) MULTIPLE CONSTRUCTION 40) PATE SURVEY
AND PLAN OF GORREGTION IGENTIFICATION NUMBER: A BUILOING 01~ MAIN BUILDING 01 ~ COMPLETED
345380 8. WING 11/14/2013
NAME OF PROVIBER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1801 PURDUE DRIVE
_THE REHAB AND HC CTR AT YILLAGE GR FAYETTEVILLE, NC 20304
4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDERS PLAN OF CORREGTION 1)
PREFIX (EACH DEFICIENGY MUY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION HOULD BE coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8.REFERENCED TO THE APPROPRIATE DAYE
- DEFICIENGY)
Standard Disclalmer: This Plan of
K 062 Continued From page 3 K062 Correction is prepared as a necessary
am onward, the following Items wers ,
noncompliance, specific findings Include: requirement for contlnued participation
1. facility-could not provide proper documentation in the Medicare and Medicaid programs
thait ?d yoar futH fiow lest had baen performed on and does not in any manner constitute
g.pir':cilggrr 2::::!“;5{ provide pro‘per documan{aﬂon an admisslon to the valldity of the
that 5 yearobstruction investigation test had alteged deficient practice.
been performed on sprinkier, system. .
: K029 Any deficiencies shall be Immedlately
42 CFR 4083.70(a) fixed and Maintenance Director and
Adminlstrator made aware 50
appropriate disciplinary
actlons/education can occur. This toplc
will be brought to the next QA meeting
and monitored monthly thereafter. . | 12/29/13
L KO5Z | How corractive action will he
accomplished to corract the deficlent
practlce: The batteries for the fire
alarm system were replaced on
11/14{13, The horn/strobe devices for
the fire alarm system were ordered on
11/14/%3 and are scheduled to be
‘ instalted on 12/11/13.
How we will identify other life safety
lssues having the potential to affect
residents by the same deflclent practice
and what corrective actions wilf be
taken: The battery back-up system for
the flre alarm system will be upgraded
to ensure if fire alarm system runs out
. of power that there is proper backup.
FORM CMS-2567(02-09) Previous Verelons Obaalele Fauiily [0: 043524 If conlinuation shaat Paga 4 of B
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Standard Disclaimer: This Plan of
Correction {5 prepared as a necessary
requirement for continued participation

" In the Medicare and Medlcaid programs
and does not in any manner constitute
an admlssion to the validity of the
alleged deficient practice

Kosz The horn/strobe devices will be placed
on the monthly maintenance checklist
to be checked at a minimum of orice
during a facility fire drill during that
month. Ahy deficlencies shall be
Immedlately fixed and Maintenance |
Director and Administrator made aware
so appropriate diselplinary
actlonsfeducation can occur.

What measure wil be put Into place or !
what systemlc changes we will make to i
ensure that the deffclent practice does
not recur: Maintenance staff will be in-
serviced on the battery and horn/strobe
devices for the fire alarm syster and
educated on how we can prevent this
from occurelng again, The deficiencies
will be added to the Monthly
maintenance checkllst to ensure
compliance. Any deficiencies shallbe
immediately fixed and Maintenance
Director and Administrator made aware
so appropriate discipiinary
actlonsfeducation can occur.

Page5of8
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[ X052 i

K062

No. 5737

standard Disclaimer: This Plan of
Corraction s prepared as 2 necessary
requirement for continued participation
In the Medicara and Medicald programs
and does not in any manner constitute
an admlisslon to the valldity of the
alleged deficient practice

How the correctlve actions will be-

‘monitared to ensure the deflclent

practice will not recur: The deficiencles
will be added to the Monthly
maintenance checklist To ensure
compliance. Any deficlencles shall be
immediately fixed and Malntenance

Directar and Administrator made aware

so appropriate disciplinary
actions/education can occur, This
subjact shall be brought to the next QA
meeting and checked monthly
theyeafter.

How corrective action will be
accomplished to correct the deficient
practice; The 3 year full fiow test of the
sprinkier system is scheduled for
12/10/13-12/11/13, The 5 year
obstruction Investigation test for the
sprinkler systern will be performed on
12/10/13-12/11/13.

How we will identify other fife safety
issues having the potentiat to affect
residents by the same deficient practice
and what correctlve actions will be
Yaken:

Pagefofl 8
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K062

No. 5237

Standard Disclalmer: This Plan of
Correcticn is prepared as a necessary
requirement for continued participation
in the Medicare and Medicald programs
and does not in any mannert constitute
an adilssion 1o the validity of the
alleged deficient practice

Both the Malntenance Director and the
fire alarm system company shali place
the next tests due for the 3 year full
fiow tast and the 5 year obstruction
investigation test on their company
calendars. Malntenance staff will be
made aware of the deficient practices.
The malntenance monthly checklist will
include when the fast inspectlons
occurred and when the next due data s,

What measure wifl be put into place or
what systemic changes we wHI make to
ensure that the deficlent practice does
not recur: Malntenance staff wii be in-
serviced on the 3 year full flow test that
is needed and the necessity to have a §
year obstruction test on the sprinkler
system. The deficiencies will be added
to the Monthly maintenance checklist to
ansure complianca and shalf state when
the Jast inspection occurred and the
next due date. Any deficiencies shall be
immediately fixed and Malntenance
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Dec.

2. 2013 3:50PM

Ko62

No. 5237

Standard Disclalmer; This Plan of
Correction Is prepared s a necessary
requirement for continued participation
in the Medlcare and Medicald programs

-and does not in any manner constitute

an admission to the validity of the
alleged defictent practice

Director and Administrator mads aware
so appropriate disciplinary
actions/education can occur,

How the corrective actions will be
monitored to ensure the deficlent
practice wiil not recur: The deficlencles
will be added to the Monthly
malntenance checkiist to ensure
compliance and shail state when the last
inspection occurred and the next due
date. Any deficiencies shall be
immediately fixed and Malntenance
Director and Administrator made aware
50 appropriate discipllnary
actions/education can occur, This tople
will be brought to the next QA mesting
and monltered monthily thereafter.

Completion date; 12/29/13
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