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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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No deficiencies cited as a result of the i
Recertification Survey dated 07/26/12. Event ID# }
GONP11.
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LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE FITLE {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 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 documents are made available to the facllity. i deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES e L . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 093&0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONS"'RUCTEON 1(43) DATE. SURVEY
AND FLAN OF GORRECTION IDENTEFICATION NUMBER! COMPLEJED
_ ABUILOING ¢ - MAIN BU!LD]NG g'E 3
Pigpay .
345236 BWING — 08/23/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, cmxs‘rars zm cbmz vai
_ 3801 WADE COBLE BRIVE ™
TN LAKES COMMUNITY BURLINGTON, NC 27215
{(¥a) 10 , SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (%6}
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FlL), PREEIX (EACH CORRECIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
K 000 | INITIAL COMMENTS K000
This Life éafety Code(LSC) survey was
conducted as per The Code of Federal Reglster
-1 at 42 CFR 483.70{a); using the Existing Health
Care section of the LSG and Its referenced
publications. This building is Type I- construction, PLAN OF CORRECTION
one story, with a complete automatic sprinkler
system, e
The deficiencies determined during the survey
are as follows:
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD Kpi2| Ko012
S5=E
Building construction fype and height meels one \
|
of the following. 19.1.8.2, 18.1.6.3, 19,1.6.4, The two holes in the celiing near
18.3.5.1 rooms 239 and 329 have been

seated with fire-caulking to
maintain the required fire

This STANDARD s not met as evidenced by: resistance rating of the celling.
Based on observations and staff interview at Malntenance will monitor any
approximately 8:00am onward, the following ‘

items were noncompilani, spec%ﬁc findings futare subcontractorsl to assure
Include: unsealed penetrations in rated ceiling they apply such caulking when
near roorns 239 and 328, Holes must be seal to

maintain rating of bullding construction. applicable.
Aing ofBHIEIng 08/27/12
42 CFR 483.70(2)
K061 NFPA 101 LIFE SAFETY CODE STANDARD K 061
SS=E
Required autornaiic sprinkler systems have K 061

valves supervised so thal at [east a local alarm
wilf sound when the valves are closed. NFPA

72,9.7.2.1 The vendor responsible for the

matntenance of the fire alarm

LABORATORY DIRECYOR'S OR 0\1? /FL! REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
M i Ll A 5/ 5/ro

Any daficloncy slatement ep{dmg with an asletisk (*) denoles a L def iclancy which the Institution may be aXcused from correcling praviding it is determined thal
other safeguaids provide sufficlent prolaction to the patients. (Sev Instructions.) Except for nuising homes, the Andings slaled above are disclosable S0 days
foltowing the dals.of survey whether or not a plan of correction is provided, For nursing homes, the sbove findlngs and plana of corracilon are diaclozable 14
days folloving the date these documenls are made available lo Ihe facilly. |{ deficiencies are tited, an approved plan of corraclion Is raqulsite (o conlfnued
program padicipation. 177
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STATEMENT OF DEFICIENCIES (%) PROVIOERISUPPLIER/CLIA %) MULTIPLE CONSTRYCYION - 10¢3) OAYE SURVEY -
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: b SGOMPY
A BUILDING 01 - MAIN BUILD] o

345235

8. WING

SEp Iy 4 108222012

NAME OF PROVIDER OR SUPPLIER

SYREET ADDRESS, CITY, STATE, ZIP
3804 WADE GOBLE DRWE :

o
=]
o

42 CFR 483.70(a)

approximately 8:00 am onward, the following
items were noncompliant, specific findings
include: oxygen cylinder in oxygen room was not
in rack or cylinder stand,

TWIN LAKES COMMUNITY BURLINGTON, NG 27218 W
(X4} 1D SUMMARY STATEMENT OF CEFICIENCIES v PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENGY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO YHE APPROPRIATE bATE
. DEFICIENCY)
K 061 | Continued From page 1 K 081
system, Modern Systems Inc.,
This STANDARD 1S not met as evidenced by: has been on-site and is in the
Based on observations and staff interview at L .
approximately 8:00 am onward, the following process of repairing/replacing
items were noncompliant, specific findings the tamper alarm/switch and
include; tamper atarm switch would not activate .
on lest. Rlser room located beside room 201. valve alarm switch. These
Also, viaves under under alarm switch would not alarms/switches will be checked
alarm. o
by the vendor perfodically to
42 CFR 483.70(a) assure their proper operation.
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K076
§S=E 09/30/12
Medical gas storage and administration areas are
protected in accordance with NFPA 89,
Standards for Health Care Facilities.
{a) Oxygen storage locations of greater than
3,000 cit.ft, are enclosed by a one-hour
saparation. K076
(b} Locations for supply systems of greater than .
3,000 cu.ft, are venied to the outside. NFPA 99 A new rack was installed for the
4.3.1.1.2, 19.3.24 one resident who uses the
shorter oxygen cylinders,
Nursing staff will monitor to
assure that these cylinders are
This STANDARD s not met as evidenced by. stored propetly,
Based on observalions and staff interview at property
08/29/12
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