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. WIN
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DEFICIENCGY)
F 000 | INITIAL COMMENTS F Q00

The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilities. Event 1D# PYL611

LABORATORY DIRECTOR'S OR PROVIDER/SUIPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficlency statement ending with an asterisk {*) denoles a deficiency whieh the institution may be excused from correcting providing it Is determined that
ofher 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 correctlen is provided. For nussing homes, the above findings and plans of correction are disclosabls 14
days following the date these documents are made available to the facility. |f deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.
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A BUILDING 01« MAIN BUILDING 01 ey s
345431 B wiNG 01/26/2013
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(%d) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TrG REGULATORY OR LSC INENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE DaTE
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K 000 | INITIAL COMMENTS K 000
This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483,70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This building is Type V protacted
construclion, one story, with a complate
automatic sprinkler system and magnetic locks
on al exit doors.
The deficlencles determined during the survey
are as follows:
K 029 [ NFPA 101 LIFE SAFETY CODE STANDARD K 028 [Bungee: cord hasebeen removed from
§8=D the kitchen area. FS§S or
QOne hour fire rated construction (with % hour deglgnee will monitor the dry
fire-rated doors) or an approved automatic fire storage doox daily. Report
extinguishing system In accordance with 8.4.1 will be brought to the Quality
and/or 19,3.5.4 protects hazardous areas, When Assurance comnittea at the
the approved automatic fire extinguishing system February 28th meating. 1/25/13
oplion is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied proteclive plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1
This STANDARD is not met as evidenced by:
A. Based on observation on 01/26/2013 the door
to the dry storage room In the kitchen was tied
open.
42 CFR 483.70 (a)
A
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Any deficianoy alalemant ending‘ with an asteilsk () denotes a deflclancy which the institution may be excused from carrecling providing it s determined thal
other safequards provide aufficlent protection to the patlants. {See Insiructions.) Except for nursing homes, the findings stated above ure disclosable 90 days
following the date of survey whether or nol a plan of correcllon Is provided. For nursing homes, lhe above findings and plang of correction are disclosable 14
daya follawing the date these documents are made availabia to the facillty, if deficiencles are cited, an approved plan of correciion Is requisite to continued

program participation, ¢ W
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