PRINTED: 08/15/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED
CENTERS FCR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
C
B. WING
346521 05/24/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
272 HIGHWAY 70
B
SNUG HARBOR ON NELSON BAY SEALEVEL, NG 28577
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY}
F 000 | INITIAL COMMENTS F 000
The facility was found {o be in compliance with
the Medicare / Medicaid I.TC regutations 42 CFR
part 483 subpart B during the recertification and
complaint survey of 5/23/12,
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the instilution may be excused from correcling providing It is determined that
other safeguards provide sufficlent protection to the patients. (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 is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documenfs are made available to ihe facility. If deficiencies are cited, an approved plan of correction is requisite 1o continued
program participation.

FORM CMS-2567(02-98) Previous Versions Obsolete Event ID:67NT11 Facllity 1D: 923502 If continuation sheet Page 1 of 1



FINEI R Lafry  WIWEmd a e b

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391_
STATEMENT OF DEFICIENCIES {x1) PROVIDER/SUPPLIER/GUA (X2) MULYIPLE CONSTRUCTION {X3) DATE SURVEY
AND #LAN OF CORRECTION IDENTIFICATIGN NUMBER; COMPLETED
A BURDING 01 « MAIN BUILDING
345521 b wiNG _ 0642012 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
272 HIGHVWAY 70
SNUG HARBOR ON NELSON BAY SEALEVEL, NG 28677 ]
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFIGIENCY MUST BE PREGEOED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
. DEFICIENCY)
(K 000 | IMITIAL COMMENTS K 000
Building Is Construction Type Il {211) protected.
Facllity is 100 % Sprinklered, )
K 027 | NEPA 101 LIFE SAFETY CODE STANDARD K027} *adjustment will be made £
$5=D o the dooxr to insure pxoper !
Door openings in smoke barrlers have it leasta sealing.
20-minute fire protection raling or are al least *Phe cause for the smoke
from the bottom of the door are permitled. ggzﬁailatlo; i°§ new carpet .
Horlzontal sliding doors comply with 7.2.1,14. rea which recelives Dew
Doors ara self-closing or automatic closing in carpet will have the smoke|
accordanae with 19.2.2,2.6. Swinging doors are dooxs, checked upon 1ins tallgtion
nol required 1o swing with egress and poslive of carpet to insure dooys 3re
latohing is hot required.  18.3.7.5,18.3.7.6, not c‘lraggnl.ng .
19.3.7.7 ¥Engineering staff will check
smoke doors upon the complegtion
of new carpet.
) *in~addition to new carpet
‘This STANDARD is not et as evidenced by: installation chacks thé dodrs
Based on observation on Thurs 8/14/2012 will be moritored.diring
approx 2:30 PM: fire drills. Also, a membgr
of the safety committee will
the cross corridor smoke door @ nurses's stalion .
did not close and seal upon activation af FA. Door igiczcii‘gﬁi dooxs on routiipe
was dregging the carpet *Ad?ustmenté made to door df
Ks;ji NEPA 101 LIFE SAFETY CODE STANDARD K144} concern on 6/15/2012. 6/15/12
Generators are Inspected weekly and exercised 1kgtaff are instructed genexatox
under foad for 30 minutes per raonth i ‘15 to now be load tested a ifull
accardance with NFPA 99, 3.4.4.1. 45 wminutes, once pexr month.
*Engineering Director will
monitor the test log on a
monthly ‘basis. .
*The genexator test log wilil be
adjusted to provide cleax data.
LAB ‘EORF \nnﬁwgzppuaa HEPRESENTATIVE'S SIGNATURE TLE / {x6) DAJE
ONm : LN M0

Any deficiancy slatem

cud anding wilh un salerisk (*) denolss 4 duficlenoy which the inssilutton niay be excused {rom corravsling providing it Is determinad that

olher safoguards provida suffictent profection lo the paliants. (See Insiuelions.} Excapt far norsing homos, the findings stated above ara digclesabla 80 days
following lhe date-of aurvey whelher of nat o plan of carrection ls provided, Far nursing hores, the above findings snd plans of correction are disciosable 14
dayg following the date these documents are made avallable to the facliity, If daficlencles ace citad, an approved plan of correciton Is requisile to contitied

program partictpation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/21/2012
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION {%4) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER! ’ COMPLETED
A BUIDING  ¢f - MAIN BUILDING
\ ]
345521 8. N 06/14/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAYE, ZiP CODE
272 HIGHWAY T0
SNUG HARBOR ON NELSON BAY SEALEVEL, NG 28577
X910 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 06
PREFIX (EAGH DEFICIENCY IMUST BE PRECEDED BY FULL PREFIX (EACH| CORRECTIVE ACTION SHOULD BE oA
TAG HEGULATORY OR L8C IDENTIFYING INPORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE
DEFICIENCY)

K 144 | Continued From page 1 K 144| *Engineering Director will
reviéw test log on a monthily
basis. ‘

*The generator test log, and
This STANDARD s not met as evidencad by: staff education were complieted
Based on observation on Thurs 6/14/2012 on 6/20/12. 6/20/12
approx 2:30 PM ;
Generator Yest log { documentation) noted that
the generater was not being run under load for
the full 30 minutes for the monthly ioad test.
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