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PREFIX

TAG

FROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHCOULD 8F
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DEFICIENCY]

ATE

[F 000} INITIAL COMMENTS

. An offiste revisit was conducted, and based on
‘ the acceptable Plan of Correction (POC), the

facility was deemed to be in compliance on
16731715 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

{XB) 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. (Ses 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 fo the facility. If deficiencies are cited, an approved plan of corraction is requisite to continued

program participation.
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ENVIRONMENT

The facillty must provide a safe, clean,
camfortable and homelike environment, allowing
the resident to use his or her personal belongings
to the extent possible.

This REQUIREMENT is not met as evidsnced
by

Based on cbservation, interview and review of
the "Maintenance Supervisor Job Description®, it
was determined the facility failled to ensure the
regidents envirenment was safe, clean,
corrdoriable, and homalike. Observation of the
faclity revealed dusty ceiling fans in the common
shower rooms an the 100 and 200 hallways. in
addition, resident rooms had chipped palrd, the
resident room air conditioner filters were dusty,
the bassboards were loose and coming off the
wall an the 400 hall, there was a hole in the

] SUMMARY STATEMENT OF DEFICENGIES I FROVIDER'S FLAN OF CORRECTION L
PREF X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULD BE | GoMbLATION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) ; TAG CROSS-REFERENCED TO THEAPPROPRIATE | bAte
? DRFICIENGY).
F 000 | INITIAL COMMENTS f F 0og ?
A Recertiflcation Survey was initiated on
08/16/15 and concluded on 09/17/15. Deficient S
practice was jdentified with the highest Scope and F257 '
s fﬁﬁgifg{hgﬁf)s) of @ "F". . pags| 1 Maintenance Director will replace
& - . chipped paint and smoothed rough wall
8= | SAFE/CLEANICOMFORTABLE/HOMELIKE edges of hallways, TV room, Hall bo\3 (| (g

celling-orrther408-all-and ther 200 i Exitooor -

had rust and erosion,
The findings inalude:

Review of the Maintenance Supervisor Job
Description, undated, revesled reguiar dally,
weokly and monthly maintsnance checks were to

Ishower room, Hall 2 shower TO0m,
resident rooms 217, 308,31 0, 403,412 and
dining room by 10/16/15. Maintepance
Director will clean ceiling exhaust fan in
100 Hall shower room and 200 Hall
Shower room, common shower 00m on
ball 4, Maintenance Director tightened
lavatory in room 105 and replaced
miissing tle sround lavatory by 10/16/15.
Mamtenance Director ordered new exit
doors for Hall 2 on10/02/1 5, willbe
installed by 10/27/15 by an outside
vendor Maintenance, Director replaced
broken tile in rooim 311 by 10/16/15.
Biack substance on floor in room 311 i
removed by Housekeeping Sapervisor
09/15/15. Maintenance Director replaced |
bathroom light in-414 or 09/1 5/15 and air |
conditioner Temmved Fow Winidow T
09/18/15. Maintenance Divector replaced
ceiling tile on Hall 400 on 10/02/15 and
baseboards replaced 10/02/15,

2. All residents of the facility have the
potential to be affected. An
Environmental Andit of building
completed by Maintenance Director an
2/16/15. All identified concerns and

{X6) DATE

LABGRAT! DiRﬁCTQR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SICNATLIRE
{ :;2¢q44.g - (i;"?£’1ﬁdhft(ﬂéadﬁLﬂ——uJ Cilﬁz;ﬂiﬁﬂ7ﬂiﬁg

TITLE

faaf-o o

(o/asgis™

Any deficricy staterment anding with an asterisi]*) denctes a deficlency which the nsfituton may be excused fiom correniing providing 1t i determined that

other sefequards provide sufficlent protection fo the patlants, (Se¢ instructions.) Except for

folowing the date of survey whather or not a plan of correction le providsd. For fiursing ho
Yowing the date these documents are made avaiiable to the tacillty. If deficlencins ars cited, an Bpproved plan of correction is regulsite to curdinead

days fo
program pardicipation,

-

rursing homes, the findings stated above are disclosable 90 tays

tnes, the above findings and plans of corraction ara tlackosable 14
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& maintained in compliance with federal and
tata laws.

in

Initial tour on 09/15/15 from 1045 AM to 11:30
AM and the environmesntal
4:15 PM to 5:39 PM revealod the following:

j
E
H
]
[
f 100 Hail
H

: & dusty celling fan.

U

{ Room 105 bathroom had & looss lavatory and
! missing tile around the lavatory,

200 Maii;
Exit door had rust and eroslon o the lower

217 had chipped paint an the walls. Alsg, the
shiower room celling fan had a build up of dust
like paricles.

300 Hall;

i tite,

400 Hali:
Chipped paint was observed on the walls In

room 414 was not working and the air

in the common shower room had 4 build up of

e performed, and the facility and grounds shoujd

tour on 0917115 from

Hailways, telsvision rooms, and dining rooms had
chipped paint on the walls and rough wall edges.

The common shower room had pesling paint ang

portion of the deor. The shower aom and room

Chipped paint was observed-on thewallzin —
rooms-388;-and-340:-Alsorroon 81t breken f—— —
floor tile and and a biack substance art the floor

roame 403 and 412. Alse, the bathroom light In
conditioning unit had a dirty filter. The ceiling fan

| dustlike particles, Alzo, there was a hale in the

i

STATEMENT OF DEFICIENCIES {Xi} PROVIDERISUPPLIER/CLIA [ (X2) MULTIPLE CONSTRUGTION (X3} DATE BURVEY
ANDFLAN OF CORREGTION IDENTIFICATION NUMBEF | A BUILDING COMPLETED
1BEY70 E B WING ’ ! BEFTI2 &
. NAVE OF PROVIDER OR SUPELIER STREET ADDRESS, CITY, STATE, ZIP CODE
1040 US 127 BOUTH
ERADFORD SQUARE GENESIS HEAL'THCARE FRANKFORT, KY 40601
¥
x4 SLUMMARY STATEMENT OF DEFIGIENGIES I woo. I FROVIDER'S PLAN OF CORRECTION P e
PREFIX | {EACH LEFIGIENCY MUST BE PRECEDED BY FULL FREFIX (BAGH COBRECTIVE AGTION SHOULD BE | coMPLETION
TAG f REGULATORY OR LEG IDENTIFYING INFORMATION) TAG } CREESREPERENC:’:;E} TO THEAPPROPRIATE | DATE
| DEFICIENCY) i
- , P . L
§ ! tesues including missing or broken tile,
Fo52 | Continued From page 1 F2s2  chipped paint, rough wall edges, dusty

celling exhaust fans, lavatory, exit doors,
bathroom lights in working order, air
conditioner filters free of dust, ceiling free
ot holes, baseboards in- tact and floor free
of black substance were addressed
appropristely during avdit on 09/16/15
with corrective action initiated upon
discovery.

¢ 3. All staff will be reedvcated regarding

; work order requests, new etuployvees will

i be educated during orfentation per

¢ Administrator, Maintenance Directar,

¢+ Director of Nursing and Assistant
|
i
|

Director of Nursing by 10725715,
Maintensice Director reeducated
regarding home like emvironment by
Administrator on 09/15/15, A, post-test
! was given to validate understanding. Staff
. not available duriug this timeframe will
be provided reeducation ncluding nosttest -
by the Director of Nurses, Assistant
Director of Nurses or Maintenanee
Director upon retwn to worlk,

I

|

i

f!“ - 4. Administrator, Director of Nursing,
ssistant-Director oM THnE,

i Maintepance Director, Admissiong

i Director, Social Services Director,

Activities, MDS Nurge, Medical Records
or Unit Manager will complete an
Environmental Audit(see attachment # [)
| of center to determine 5 safe, clean,
comfortable, homelike environment daily
times 2 weaks then 3 Hmes per week

g times 2 weeks then as determined by the
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NAME OF PROVIDER OR SUPPLIER

eyt | SUMMARY STATEMENT OF DEFICIENCIES i D PROVIDER'S FLAN OF CORRECTION ] o
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLALL BREFIX (EACH CORRECTIVE ACTHIN S$HOULD BE b COMPLETION
[ 0aTE
DEFICIENGY) ;

i
E
TAZ REGULATORY OR LEC IDENTIFYING INFORMATION) TAG ?’E CROSS-REFERENCED TO THE APPROPRIATE
i
]

Monthly Quality Improvement :
F 252, Committee. Any concerns will he i
addressed via & work order with a plan

¢ developed for corrective action upon
|
i

F252! Contirved From page 2

hallway celling and the baseboards wers loose
and coming off the walls, :
discovery. A surnrary of findings will be
submitted by the Maintenzance Director to |
the Monthly Quality fmproverment ;
- Lommittes consisting of Administrator, |
Drirector of Nursing, Maintenance

Director, Business Office Manager and

Interview with the Maintenance Supervisar on
G9/15/15 at 11:01 AM, during inifial tour, revesisd
he did not have a process in place to routinely do
L environmental rounds in resident rooms or the
faclity to check for concerns. He continued by
stating the staff would fill out work orders, put
them In a basket at each nurses station and he Drigtary Supervisor for further any

would check them daily. Further interview on additional follow up and/or in~$€rvjciug
09/17/15 a1 4:30 PM revealed he depended on needs until the issue is resolved ang
staff to let him know of repairs nesded. randomly thereafier.

!
i

e ermsg. e 4 ket e

|

HInterview on 09/17/15 at £:35 PM, with Certified

j Medication Technician (CMT) #1, rovesled she
would wilte on the malntenance board snd

verbally fell the Maintenance Supervisor i repalrs

were needad.

Completion date 10/31/15

Interview on 00/17/15 at 5:37 PM, with State ,
Registered Nurse Alde {SRNA) #3 revesled if she |
observed somathing nesding fixed, she would tel!
the Malntenance Supervisar, and If he was nat

i thers, she would fill out a farm and leave it at the
nurse's station,

N
!

Nurse (RN).#1 raveal ed-Eehe-noled-something

Interview on.09/17/15.at 5:38 PM,with Registered~jw .
needed fixed, she weuld fill out & work order and !
leave It at the nurse's station J
interview with the Administrator an 09/17/15 at
B8:03 PM revealed the Maintenance Supervisor
had a corporate genarated slsctronic ingging
systent in place fo prompt the facility for routine ;
inspeciions such as checking the residant !
wandering monitoring system 1o ensure the |
wandear bracelst would engage the door alarm, ]
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| SUMMARY STATEMENT OF DEPICIENGIES i o PROVIDERE PLAN OF CORREGTION —
FREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FLLL {  PREF {EACH CORRECTIVE ACTION SHOULD BE | COMFLETION
TS REGULATORY OR LSC IDENTIEYING INFORMATION i TAG CROSE-REFERENDED Tg TH)E AFPRCPRIATE i DATE
: DEFICIENGY
i | |
F 282 Continued From page 3 f Fa52 f i
checking dryer lint traps and cleaning and ; | |
inspecting the oxygen concentrators, Continued ! |
interview with the Administrator revealed, based | 3
[ on the Maintenance Supervisar's Job Description, ; |
! Maintenance needed fo perform gdally rounds fo g '
monitor for needed repairs and safety Issues. : E
F 3221 483.25(g)(2) NG TREATMENT/SERVICES - i F 322
$8=D | RESTORE EATING SKILLS f | !
; | i
i : :
| Based on the comprehensive assessment of a { ;
resident, the facility must ensure that - g
% :
;i {1) Aresident who has besn able to eal enough i §
i alone or wih assistance is notfed by naso gastric ‘ i
ube unless the resident ' s clinical condition | F 377 |
dermonstrates that use of a naso gastric tube was : = ! {
naveidable; and i , - . o '
Hnave = an ! 1. Licensed Practice Nurse #2 was re~ l 3 k}-{{
{2} A resident whe is fed by a naso-gastric or | educated 09/17/15 related to enteral tube |
gastrostomy lube receives the appropriats | medication administration policy by the i
treatment and services to prevent aspiration ’ Director of Nursing. Post- test was given !
preumonia, diarrhea, vomiting, dehydration, | to validate understanding. Resident #6 did ;
metabolic ai:snermaéf_ﬁgs, and r%a%l«pharynggai ot experience any negative cutcome.
u@?rs and to restore, if possible, normal safing | 2. All residents of the facflity have the
sihis. putential to be affected including

. i

- . - - i
|

i

e L

flushing of enteral tubes will be

and review of facility policy, It was determined the
facility falted to follow the facility policy related to
administering medication through &
Gastrostomy-tube (G/T) and flushing a G/T for

]

t

i{ residents who receive medications via
‘Gragtrostormy fube (G/T). An observation |

administration of medicstions and i

This REQUIREMENT Is not met a8 evidenced conipleted per Director of Nursingby |
by: , , ) 10/25/15 with corrective action upon !
Based on abservation, inferview, record review, discovery . |

i
¢
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NAME OF BROVIDER OR SUPELIER
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STREET ADDRESS, GITY, STATE, 22 Cong
1040 S 127 80OUTH
FRANKFORT, KY 40604

one (1) of ninesteen (19) sampled residents.
(Resident # 6)

( and flushed the GT with lce watar before and
after the medication administration.

The findings include:

Review of the facility policy "Medication
Administration: Erteral”, revised 01/02/14,

of medication the nurse should crush pilts and

revegled after admiristration of the medication

L of tap water,

the faclity admitted the resldent on 05/28/ 5
with diagnoses Including: Cerebrovascular
Accident, Dysphagia, PEG (Persutansous—

which & tube is passed into a patients stormach
thraugh the abdominal wall most commonly to

Ohservation on 08/17/15 at 14:45 AM, during
medication pass, revealed Licensed Practica!
Nurze (LPN) #2 dissolved a Oxycodone 7.5

paln) with ice water and administered the

Observation revealed staff dissolved medication
in iee water, prior to administering the medication

revealed during the preparation for administration

dissoive in medicine cup with ten (1 0} to twenty
(20) milliitars { mi's) of tap water. Further review,

the nurse should flush with =t least fifty (50) mi's

Review of Resldent #8's medical record revealed

F 322,

WAl BE subinitted by tHE Director of

e i BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION ; (x8)
PREEIX (EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFK | {(EACH GORRECTIVE AGTION SHOULD BE { COMBLEIDN
TAR REGULATORY OR LAC IDENTIFYING INFORMATION) TAG H CROES-REFERENSCED TO THE ARBROPFRIATE  } DATE
| DEFICIENGY) |
- i
|3. Al nurses will be re-educated on i
F322 ' Continued From page 4  enteral medication administration policy

to ensure proper administration of
mwedication and fushing of enteral tubes
by Directar of Nursing, Assistant Director !
of Nursing and/er Unit Managers by
10/25/15. Post- test will be given by
Director of Nusing, Assistant Director of
Nursing snd/or Unit Managers to validate
understanding. Staff not available during
this titne frame will be provided
reeducation including post-test upon
returning to work and new staff during
“orientation.

4. Director of Nursing, Assistant Director
of Nursing and/or Unit Managers will
perform clinieal competency of
medication administration for six
residents via gastrostomy tube goross all
shifts daily x 2 weeks then 3 x per week x
2 weeks then as determined by the
Meonthly Quality Improvement

| Commiftee with corrective action upon

5 discovery. Findings will be reported to the
' Director of Nurses or Assistant Director
of Nurses daily. A sumrmary of findings

gasiroslomy){endoscopicmedieal procedure-if--

provide a means of feeding) | ang Chronic Pain.

milligrams tablet (medication used o treat severe

Nursing or Assistance Director of Nursing
to the Monthly Quality Enprovement
Comuittes consisting of Admindstrator,
Director of Nursing, Maintenanoe
Director, Business Office Manager and
Dietary Supervisor for any additional |
follow up and/or in-servicing needs nniil
the issue is resolved and randomly

therpafter. - . |
Completion Date:10/31715 |
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BTREET ADDRESS, CITY, STATE, 2P CODE
1040 US 127 SOUTH

NAKE OF PROVIDER OR SUPPLIER
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Q FRANKFORT, KY 40801
x4 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S FLAN OF CORRECTION R
PREFIX {EACH DEFICIENGY MUST BE FRECEOED BY FULL PERESDN {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG GROBS-REFERENCED TO THE ABPROPRIATE DATE
¢ DEFIG{ENCY)
F322 | Continued From page & F 322 g .

medication mixed with the jce water, She then !
flushed the G/T with fifty (80) millilters of Ice ;
watet before and after the administration of the !
medication,

tterview on 09/17/15 at 5:00 PM, with LPN #2,
revealed she was not knowledgeable of the
faciiity policy regarding the adminlstration of
medications through a G/T and the flushing of i
fluid through a G/T. LPN #2 stated * | do not
know why | did that, | usually use tap water, |
guess | was Just nervous, | will remember in the

future, * ‘

Interview conducted on 08/17/15 at 5:30 PM with
the Assistant Director of Nursing (ADON)
revealed it was her expsctation that alf nurses
who provide G/T care should foliow the facility
policy and use tap water - room tempersture j
water, and not ics water or hot water to ;
administer medication and fluid flushes through a
&I

Interview on 09/17/15 at 6:00 PM with the
worf et Diirestor-of Nursing (DON) revealed-t was her- — S ¢ ‘ - T
expectation-for-nursing-stafHe-be—knowledgaable ; T
in reference to the facillty policy related to the
administration of medication through a 6/7 tube.
The DON stated " All nurses should use tap
watar when adminlstering medication to a
resident as weil as during the routine fluld flushes
of water through & G/T. ° A
F323| 483.25(h) FREE OF ACCIDENT F 323£
ss=g | HAZARDS/BUPERVISION/DEVICES ;
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PROVIDER'S FLAN OF CORRECTION

adequale supervision and assistance devices to

as Is possible; and each resident receives !,
!
prevent accidents, :

This REQUIREMENT is not met as avidanced
by:

Basead on observation, interview and review of
the "Maintenance Supervisor Job Descrintion”, jt
was determined tha faclity failed to ensure the
resident environment remains as free of aceident |
hazards as Is possible. initial tour and
environmental tour of the facility revealed missing |
tolle! bolt covers In the common bathrooms and
resident room bathrooms, and sharp, splintered !
door edges in restdent rooms, §

The findings include:

Review of the "Mairmtenanca Supervisor Job

Dgeription”, undated, revealsd duties included
ensuring the safety of residents environment to
minimize the potential for accidents and injury.

CUin | SUMMARY STATEMENT OF DEFICIENCIES | 8)
PREFIX | {EACH DEFICIENGY MLST BE PRECEDED BY FULL {  PREFIX | {EACH CORRECTIVE ACTIOIN SHOULD BE COMIETION
e | REGULATORY OR LG IDENTIFYING INFORMATION) ! TAG [ CROBR-REFERENCED TU THE APPROPRIATE BATE
i ! DEFICIENCY)
§' !FSZ—EE
F323| Continued From page 8 ! F 323 1. Maintepance Divector replaced all | \ o
The facllity must ensure that the resident ? | missing bolt covers on base of toilets in | L0} 3187
environment remains as free of accident hazards 200 hall common bathroom and

bathrooms om $9/22/15 for rooms
217,301,308,310,311,401,403,408,412 41
4 and 415. Maintenance Director applied
door coverings to enswe no sharp
sphintered door edges in resident rooms
102,111,403,404,403 406,407,408,409,41
0 and 412, Maintenance Divector was
reeducated on 09/17/15 by Adeainistrator
regarding need to ensure that the resident
envitonment remains 2 free of accident
hazards including toi18f bases are secured
and door covering are intact as possible.
A post-test was given to validate
understanding.
2. All residents of the facility have the
potential to be affected. On 09/18/15
facility rounds completed by the
Administrator and Director of Nursing on
09/18/15 to ensure door coverings were
intact and toilet bases were secured with
protective covering .Concems idenfified
were addressed upon discovery,

3. Staff will be reeducated per

Administrator, Director of Nursing and

ervation-or-intisHour-on-08M 545 from

¥y

L~k = o]

10:45 AM 1o 11:30 AM, and environmental tour, ;
on U9/17115, from 4:15 PM to 5:39 PM, revealed |
missing tofiet bolt covers, leaving sham ;
uncovered screws In the base of the tollets in the g
200 hall common bathroom, and resident room !5

i

!

bathrooms for rooms 217, 301, 308, 310, 311,
401, 403, 408, 412, 414 and 415. In addition,
observation revesled sharp, splintered door
edges in resident rooms 102, 111, 403, 404, 405,
1406, 407, 408, 408, 410 and 412. j

Assistant Director of Nursing by 10/25/15
regarding nead to ensurs that the resident
environment rerains as free of accident
hazards ag possible included toilet bases
are secured and door facings are intact, A
; post-test will be given to validate
| understanding. Staff not available during .
| this thme frame will be provided

i reeducation inchuding post-test upon

FORM CHS-2887(012-09) Provlous Versiors Cbaolels Event ID:CHECH

Feolity 10; 100542 ¥ continustion sheet Page 7 of 18



Bradford Square

PRINTED: 08/30/201¢

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUSPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBEE: A BUILDING COMPLETERD
. 185170 B WING 00/17/2018
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
_ 1040 US 127 SOUTH
BRADFORD SQUARE GENESIS HEAILTHCARE FRANKFORT, KY 40501
Gap ) SUMMARY STATEMENT OF DEFICIENCIES é o ! PROVIDER'S PLAN OF CORRECTION x5
PREFX {EACH DEFICIENCY MUST BE PREGEDED BY FULL | OPREFIX | {EACH CORRECTIVE ACTION SHOULD BE. COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TR CROSS-HEFERENGED TO THE ARPROPRIATE DATE
! ; DEFICIENCY}
! returning to work and new staff will be
F 323 Continued From page 7 | F 323 educated during orientation.
g [ 4. Audits to be commpleted by
Interview with the Maintenance Supervisor, on | | Adwministrator, Directar of Nursing,
-1 Q971516 at 11:01 AM, during initial tour, revegled ! | Assistant Director of Nursing,
he glid riot have g process in place to routinely do E { Admissions Director, Social Services
environmental rounds in resident rooms or other | ! Director, Activities, MDS Nurse, Medical
rooms in the facility fo chqck for environmental | Records and/or Unit Manager to ensure
safely congerns. Further interview on 09/17/15 at ! . . o
4:30 PM and 6:00 PM, revealad he depanded on | Fnvionment remains as free of accident
staff to let hirn krow If there was environmental i hazards including door facings intact and
concerms of repairs needed and he was unaware | ; toliet bases secured daily scross all shifts
the toitet bolts neaded to be covered. He i ! times 2 weeks then 3 times per week
revealed, if a resident fell on the uncovered teilet ¢ times 2 weeks then ag determined by the
bolts, it could causs injuries and he would take ] { Monthly Quality Improvement
care of it "right away". He alsa revealed he was | Committes with corrective action upos
unaware of the sharp splintered door edgss. | | discovery. Findings will be reviewed with
Interview with the Administrator, on 09/17/15 at | | the Administrator daily. A summary of |
6:03 F'M, revealed thare was a corporate E | findings will be sub:m‘fcjfad to the Monthly
generated electronic logging system in piace to f i Quality Improvernent Qf’m}mﬁ% by the
prompt the facility and the Mainterance ' Administrator/or Maintenance Direotor
Supervisor for routine inspections such as | consisting of Administrator, Director of
checking the resident wandering ronitoring | Nursing, Maintenance Director, Business
system fo ensure the wander bracelet would | | Office Manager and Dietary Supervisor
engage the door alarm, checking dryer lint traps | | for any additional follow up and/or in-
and cieaning and Inspecting the oxygen ! servicing needs until the isgne is resolved
concentrators. However, she stated the d randomly thereafier
Maintenance Supsrvisor also needed to parform and randomly taereafter.
daily rounds to.monitor for any-needed - ! T e
Fenvirormentalrepalrs-and-safoly-iastes: ; - ' - ) i
Continued interview revealed it would be a hazard | Completion Date: 10/31/15
to have uncovered tollet bolis and doors with ;
sharp splintered edges,
483.35(1} FOOD PROCURE, Fam

F 371
Sg=F

STORE/PREPARE/SERVE - SANITARY

The facillty must «
(1) Procure food from sources approved ar
considered safisfactory by Federal, Siate or local

FORM C5-2557(02-88) Previous Verslons Obsciet

Lvent ID:CHBCH

Faciliy 11 100342

If confinuation shaet FPage Bof 18




Bradford Square

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: U9/30/7015
FORM APPROVELD
CMB ND, 0938-0349+1

BTATEMENT OF DEFICIENGIES *1) PROVIDERBUPPLIERICLIA (X2 MULTIPLE CONSTRUCTION {X3) DATE SLURVEY
ARDPLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185170 B. WING DEATIA0GE

MNAME OF PROVIDER OR SUPPLIER

BRADFORD SQUARE GENESIS HEALTHCARE

STREET ADDRESS, CitY, STATE, ZIR CODE
10440 US 127 S0UTH
FRANKFORT, KY 40801

SUNMMARY STATEMENT GF DEFICIENGIES

(K43 10
(EACH DEFICIENCY MUJET BE PREGEDED BY FULL
TAL: REGULATORY OR LSC IDENTIFYING INFORMATION)

¢
!
BREFIX |
1

!
Fart § Continued From page 8

| authorities; and
(2} Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not maet as evidenced
by
Based on observation, interview and review of

to prepare and distribute food under sanitary

the exposad back of the range. Furthes
observation of the kitchen revealed there was

extinguishers which were Incated over the food
preparailon area of the rangs had an
accumulstion of dust like particles,

1

Thie findings include:

facility policy, it was determined the facility falled
conditions. Observation of the kitchen revealsd

there was an accumulation of dust like particles
o the pipe above the food preparation area and

| pesled palnt inside the exhaust hood and the fire

| Review offaciity policy, tited "Food-and Nulsition.- |

0 PROVIDER'S FLAN OF CORRECTION I e
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | Coiirion
TAG |  CROSS-REFERENCED TO THEAPPROPRIATE | DATe
g DEFICIENCY) |
I F371
F371]
1, Maintenance Director cleaned and
, removed dust like particles from pipe 1&!@ \h 5"

- Housekeeping Supervisor and Dietary -

i ;
i located neat ceiling above food prep area

| and on fire extinguisher under exhaust

| hood as well as exposed back of YALES On

{ 09/18/15. Maintenance Director will
remove peeling paint and repaint inside
ares of exhaust hood by 10/25/15.
Maintenance Director reeducated by
Administrator on 09/18/15 on Food and
Nutrition Services Policies and
Procedures: Cleaning Standards to ensure
all food service equipment foods clean
and sanitary. Post-test was given to

; validate understanding,

| 2. All residents of the facility have the

 potertial to be affected. On 09/22/15 an

| audit completed per Administrator,

| Maintenance Director and Housekeeping

| Supervisor on 09/22/15 to ensure Iitchen

| is free from dust Jike particles and peeling

| paint in food prep area, No further srcas

of concern identified.

3. The Maintenance Director,

Sarviees-Folieles-and-Prasedures:-CSleaning

of the policy was to ensure a|l food service
equipmert and areas were clean and sanitary.

Master Cleaning Schedule, dated 04/14/14,
revealed the scheduled cleaning for the ceiling
was sermi-annually, the scheduled cleaning for
the exhaust hocd and fillers was waekly and

Standards" dated 04/14/14, revealed the purpose

Review of the facility Food and Nutrition Services

guarterly and the scheduled cleaning of the range |

Fiupavir Ed ety Rt w T b e T e e

edacated by 10/25/15 by Administrator,

i on Food and Nufrition Services Policies
and Procedures: Cleaning Standards to
ensure all food service equipment and
areas are clean and sanifary and Policy 4.7
Food Handling to ensure foods are stored,
prepared and served in a safe and sanitary
etvironment to prevent cross

¢ coptamination ineluding following the

FORM CM3~2667(0:2-09% Pravious Versiots Obaclels

Event HECHECH

Fueitny I0); 100542

if continuation ahest Page 9 of 18




Hradiord Square

PRINTED: Q8/30/2045
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO, 0938-p301

CENTERS FORMEDICARE & MEDICAID SERVICES .
| STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SURBLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETEDS
_ 185170 B WiNG _ 061720148
NAVE DF PROVIDER OR SUPPLIER STREET AGDRESS, GITY, §TATE, ZIF DODE
1040 UB 127 SOUTH
FORD R A
BRADFORD SQUARE GENESIS HEALTHCARE FRANKFORT, KY 40601
o6 D SUMMARY STATEMENT OF DEFICIENCIES ! ! PROVIDER'S PLAN OF CORREGTION P
PREE 1 {EACH DEFICIENCY MUST BE PRECEDED BY FULL OPREFIX {EACH CORRECTIVE AGTION SHOULD BE | CoMPLETION
e REGULATORY OR LEC IDENTIEYING INFORMATION) | TAG | CROSS-REFERENCED TO THEAPPROPRIATE |  DATE
i ! | DEFICIENCGY) i
E posted cleaning schedule. Posttest will be
F3711 Continued From page 9 | F371  givento validate understanding,
was weekly. 4. Audits by Administrator, Registered
Dietician, Cooks and/er Dietary

" | Observation on 09/16/15 &t 8:20 AM, during the

i

]
i

i

- Hnterview orr 0871 7/1 5 at 10:45 AN, With the —
Dl tery Maneger Tevenlat e tleaning Sthaduis

kitchen revisit revealad an accumulation of dust
like particles on the pipe, located near the calling
above the food preparation area; and under the
exhaust hood the fire extinguishers had a dust
like appearance of particlas which formed a web
above the range. Further ohservation revesled .
the Inside of the exhaust hood had peeled pairit E
over the focd preparation area of the range and |
the exposed back of the range had an
accurmnulation of dust like particies and dried i

residus,

Interview on 09/17/15 at 10:25 AM, with Dietary
Aide #1 revesied there was a scheduls possted for
rmonthly, weekly and daily cleaning In the kitchen, |
The Dietary Manager was fo check o ses if staff
had completed the cleaning.

Interview on 08/17/15 at 10:35 AM. with Cook #1
revealed there was a schedule for cleaning daily,
weekly and monthly posted and the Distary
Manager was responsible for cleaning the
exhiaust hoad.

Supervisor to ensure Iitchen is free from
dust like particles and peeling paint in
food prep area will be conducted daily for
2 weeks then 3 times per week times 2
week, then as detenmined by the monthiy
Quality Ixprovement Commitice with
corrective action upon discavery, A
summary of findings will be sabmitted by
Dietary Supervisor to the Month]y
Quality Improvement Comurittee
consisting of Administrator, Director of
Nursing, Maintenance Director, Business
Office Manager and Distary Supervisor
any additional follow up and/or in-
servicing needs until the issue is resolved
and randomly thereafter,

Completion Date: 10/31/15

was posted for daily, weekly and monthly
assignments. Sha revealed she cleaned the
exhaust houd weekly and as needed, Fuither
intervisw revesied a vontracted com pany cleaned
the exhaust hood on a quarterly basis, She
stated the area behind the range needed to be
dusted and scraped dlean of the dried food
particles, She further stated Mairtenance was
responsible for cleaning the celling and for
repalrs. The Distary Manager revealed the

FORM CHS-2867(02-83) Pravious Versiors Obsalefe

Eveat D CHGBGTT

Faclily iD: 100642

if cenﬁnﬁaﬁan sheei Page 10 of 18



FRINTED: 10M12/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APBROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2 MULTHPLE CONSTRUCTION {X3: DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING DY - MAIN BUILDING 01 COMPLETED
R
185170 B WING 10/27/20158
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS. CITY, 8TATE, 2IP COBE

1040 US 127 SOUTH

BRADFORD SQUARE GENESIS HEALTHCARE FRANKFORT, KY 40801

(%43 D SUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATGRY OR LT IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
{K 000} INITIAL COMMENTS {K 0G0}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 10/27/15 as alleged.

LABORATORY BIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE X85 DATE

Any deficiency statement ending with an asterisk {*) denctes 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 & 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 facility. If deficiencies are oited, an approved plan of corraction is requisite to continued
program participation.

FORM CMS-2567(02-98) Previous Verslons Ohsclete Event iID-CHGC2Z Faciity 1D 100542 If continuation sheet Page 1 of 1



0305 P Bradford Square

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:. 10/01/2015
FORM APPROVELD
CME NO. 0938-0397

£02) MULTIPLE GONSTRUCTIDN

(X3 DATE Survey

BRADFORD SQUARE GENESIS HEALTHCARE

1040 U8 127 S0UTH
FRANKFORT, KY 40601

STATEMENT QF DEFICIENGIES (X1} PROVIDERISUPPLIER/CLIA
AND BLAN OF CORFECTION IDENTIFICATION NUMBER: A BUILDING 04 « MAIN BUILDING 01 COMPLETED
; 185170 B. WiNG 091152015
DAME OF PROVIDER OR SURPLIER STHERT ADDRESS, CITY, STATE. ZIP CODE

CFR: 42 CFR §483.70 (@)
BUILDING: n1

PLAN APPROVAL: 007/14/76
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE QF STRUCTURE: One (1) story, Type Il
(000} Unprotected

SMOKE COMPARTMENTS: Five (5) smoke
compartments,

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM BYSTEM

FULLY SPRINKLED, SUPERVISED (Wet
SYSTEM)

EMERGENCY POWER: Type ii Disssl
Genarstor,

Alife safety code survey was Initiated and

concluded on.09/15/15. The findings-that follow -

%4) ID SLMMARY STATEMENT OF DEFIGIENCIES | B ; PROVIDER'S PLAN OF CORRBECTION 5 (%5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL i PREFf ! {EACH CORRECTIVE ACTION BHOMLD B | comelErion
TAG REGULATGRY 0OR LED IDENTIEYING INFORMATION) § TAG { CROBG-REFERENGED TG THE AFPROPRATE i BATE
i : DEFICIENCY) J
! ) |
K0OO | INITIAL COMMENTS g K coa, !
+ i i
H

|

wm;‘u

demonsirate noncomplianee with-Tile-42-Gods

of Federal Regulations, 483.70 (a) ot seq {Life
Safety from Fire). The facility was found not in

Participation for Medicare and Medicaid. The
tacillty was licensed for one hundred (1 00} beds

substantial compliance with the Requirements for |

and the census was ninety-five (95) the day of the

i
i
i
i
i

i
?
i
|
§
£
!

j survey.
Reficiencios ware cited with the highest
FABORATORTBIRECTOR'S-OR PROYIDER/SUPPLIER REPRESENTATIVES Sieeimuwz ‘ TITLE X8 DATE
A &VWCQLA_.__“ /J/f/w.umé’%u%u l’ble“Sﬂ

Any danctagé/smtement anding with an asterisk (*} gerotas a defickency which the Instiution may be excused from carrecting providing It is determined that

other eafegliards provide sufiictent proteciion 0 e patlents. (Saa Instruclions.) Except for nursing homes,
fliawing the data of survey whether or not a plan of carrectlon is provided. For nursing hames, e sbove £
days folawing the dats these documents are made avallabie io the facility. If deficienc

program pacticipation.

the findings stated above are disciosable 9o days
ndings and plans of cortection are disclosable 14
tes are clted, an approved plan of sorrection iy requisite o continued

FORM CME-2667(02-95) Pravious Versions Cbsoiate . Event B CHGEC2Y

Facility iD: 100542
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Bradford Square FAl Ko RBOZS

PRINTED: 10012015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPPROVED
(ENTERS FOR MEHCARE & MEDICAID SERVICES CRIB NO, D838-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPFLIERICLIA X2y MULTIPLE CONSTRUCTICN |1X3) DATE SURVEY
AMDIPLAN OF CORRECTION IDENTIFICATION NUMEERS, A, BULDING 1 « AR BUILDING o] H QOMPLETED
188470 B WING. 09/15/2018

STREET ADDRESS, CF7Y, 5TATE, ZiF COLE
1043 US 127 BOUTH

MAME DF PROVIDER OR BUFPLIER

BRADFORLD SQUARE GENESIS HEALTHCARE
FRANKFORT, KY 40801
sam i SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN GF CORRECTION =51
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL [ OPREFIX {EACH CORRECTIVE ASTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYVING INFORMATION TAG CROSE-REFERENCED TO THE APPROPRIATE ! DATR
DEFIZIERGY)

f
] ; Bradford Square provides this plan of
K000 | Continued From page 1 . KOO0} correction without admitting or denying
deficlency identified 2t "F” level. the validity or existence of the alleged
K062 | NFFA 101 LIFE SAFETY CODE STANDARD K082/ deficiencies. The Plan of Correction iz
§8=F ) ) : prepared and exscuted solely because it is
Required automatic sprinkler systems are required by federal and state law
cantinuously maintained in reliable operating )
condition and are Inspected and tested ~ !
periodically.  19.7.6, 4 6.12, NFPA 13, NFPA 25 EOs2 1 l ¢
8.7.6 j LA sprinkler company perforrued intemal e 3th
condition of sprinkler piping on 09/17/15 |
that resulted in satisfactory condition. i
This STANDARD s not met as evidencsd by: | 2. All residents of the facility bave the
Based on record review and Interviews, it was potential to be affected. Maintenance
Director completed audit of sprinkler

determined the facility falled to ensure automatic d
sorinkler systems were maintained aceording o piping 09/17/15 and no ferther areas of

National Fire Protection Assoclation (NFPA) concet were identiBed, !
standards. The deficlency had the potentiaf to 3. Maintenance Direcior was reeducated ii
affect five (5) of five (5) smoke compartrgzgnt&;, on 09/15/15 by Administeator to meet
ong hundred (100) residents, staff and visitors, NFPA25 (1998 Edition) 10-2.2. :E
H . H
; ; . standards. A posi- test was given to '

The findings included: validate understanding.

4. Administrator entered internal pipe
wmspection into the TELS system in order
to track next due date on 10/06/2020. The |

Record reviow of the automatic sprinklar
inspection records on 00/15M15 et 3:45 PM, with
the Maimtenance Director, revealed the last

internal pipe inspection was performed on Maintenance Director will submit &
08/05/2010. Interview, with the Mairtenance summary of the findings to the monthly

ma Director, revealed he was unsure why the internal e -Monthly-Quality Improvement -
pipe inspection for the automatie sprinklersystem.._.. __ Y Comnnaes CORSISHgE of Adiimsivalor, ~ —
was not performed as required. Dhrector of Nursing, Maintenance '

Dxrector, Business Office Manager and
Dietary Supervisor monthly for any
additional follow up end/or in-servicing

The findings were acknowiedged by the
Administrator during the exit conference,

NFPA 25 (1898 Edifion) needs until the issue is resolved and
10-2.2" Qbshruction Prevention. Systerns shall rendomly thereafier,

be examined intemally for obsiructions where

conditions exist that could causs obstructed Corapletion Date 10/31/15

FORM CMS-2557{2-99] Previous Varsions Cbsolets Event I2:CHGC27 Fatllity 10 100542 I¥ continuation sheet Page 2 of 4




Bradford Sgusre

DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTEL: 10/01/2015
FORMAPPROVED

GENTERS FOR MEDICARE & MEDICAID 8ERVICES OME NO. 0838-0301
ETAFEMENT OF DEFICIENGIES 1(X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AMDPLAN OF CORRECTION IDENTIFICATION NUMEER; £ BUILDING 01 - MAIN BUILDING 04 COMPLETED

188170 E. WING —— 09/15/2015

NAYE OF PROVIDER OR SUPFLIER STREET ALDRESS, CITY, ETATE, 21 GODE

_ 1046 US 127 BOUTH
BRADFORD BQUARE GENESIS HEALTHCARE FRANKFORT, KY 40804
e | SUMMARY STATEMENT OF DEFICIENCIES oop ] PROVIDER'S PLAN OF CORRECTION poss
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL | PReFX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG BEGULATORY OR LSC IDENTIFYING INFORMATION) ; TAG | CROSS-REFEREMCED TO THE APPROPRIATE Dare
| E DEFICIENGY) ,
! !
K082 | Continued From page 2 i K 0821
piping. i the condifion has not been correciad or {5
the condition iz one that could result in , ; k
obstruction of piping despite any previous flushing § ;
procedures that have been performed, the !
systermn shall be examined Internally for ' i
obstructions every 5 years. This investigation
shall be accomplished by examining ths interior | !
of & dry valve or preaction valve and by removing ! ! i
twir cross main flushing connections, ; ; 5
K147 | NFPA 101 LIFE SAFETY CODE 8TANDARD | K 147. k147
35+ Electrical wiring and equipment i in sccordance f 'I L. Maintenanee Director labeled \U lf}} i\&f
with NFPA 70, National Electrical Code. 9.12 | ; Smegency #2 electrical pans] breaers an |
| - 2. All residents of the facility have the
| potential to be affected. On 09/15/15 an
| audit of center was completed by
| Maintepance Director with corrective
This STANDARD is not met as evidenced by: i | action completed on 10/09/15.
Based an observation and interview, it was k ; | Maintenance Director determined proper
Cystoms were maenG st e Aparee! | | requirements wero met rogarding
in ational ! E : 5o
Fire Protection Assodintion {NFPA}%mmﬁam | maintaining proper labeling of electrical
The deficlency had the potential fo affect one (1) | | panels in accordance to NFPA 70
of five (6) smoke compartments, one hundred | ; standards. .
{100 residents, staff and vishors. | i 3. Maintenance Director was recducated i
| ¢ on life safety code standards regarding |
The findings include: . .. . L. - NFPA-70-9.1.2 standards on 09/15/15 per -
~ e ! the Regiomst Property Manager, Aposte
Observation on 08/16/15 st 2:48 PM, with the i test was given mieﬁi@w ﬁndﬁstﬁg'
Maintenance Dsr&c‘{m’, ravaaled the Emergency # | ! 4, Maintenance Director will monitor §
2 Electrical Panel breakers were not labeled e E :cal pane] Wy durs
properly. Interview, with the Maintenance % alwmcl pam,‘smon‘t y urmg .1.
Director, revealad he was unaware the | prevenfive mamtenance rounds with |
Emergency #2 Electrical Panel breakers were not | . corrective action upon discovery to ensure
labeled prapsrly. ,F { determine proper Jabeling to mest NFPA
; - 70 9.1.2 standards is in place. A summary
Refer 110-22. ldentification of Disconnerting | of findings will be submitted by the |
E B
: ; i
FORM CMS-2567(02-59) Previnus Versions Chsolste Evant ID: CHRC21
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Bradiord Square

PRINTED: 10/01/201t

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEL
GENTERS FOR MEDICARE & MEDICAID SERVICES GMB NO. Dgaa-oas
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTIGN (X3} DATE sURvEY
ji H ¥ "
ANDBLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING 0 - MAIN BUILDING 01 GOMPLETED
188170 B OWING gar1s/2018
NAME OF PROVIDER OR SURPLIER ETREET ADDRESS, CITY, GTATE, 2IF CODE
1040 US 127 BOUTH
F LUARE SIS HEALTH E
BRADFORD SQUARE GENE EALTHCAR FRANKFORT, KY 40601
(R SUMMARY STATEMENT OF DEFIGIENCIES ! w o PROVIDER'S PLAN OF CORRECTION [ e :
FREETX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREEF | {EAGH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATURY OR LEC IDENTIEYING INFORMATION) TAL ; CROSH-REFERENCED TO THE AFPROPRIATE | DTE
i ] DEFICIENGY) i
1 i !
{ I maintenance director to the Monthly ;
K147 | Continued From page 3 K147 Quality Improvement Comniities i
Means. Each disconnecting means required by consisting of Administrator, Director of |

this Code for motors end appllances, and sach Nursing, Maintenance Divector, Business |

| service, feeder, or branch circuit at the point Office Manager and Distary Supervisor

 where it originates, shali be legibly marked to ; i monthly for sny additional follow up

i indicate its purpose unless locatad and arranged P T e .

s0 the purpose is evident. The marking shail be and/or in-servicing needs until the issue is

of sufficient durabllity to withstand the , resolved and randomly thereafter,

: envitanment involved, Where cirocu’t breakers or ' Completion 10/31/15

| fuses are applied in compliance with the series :

combination ratings marked on the equipment by |

the manufacturer, the equipment anclosurs(s) | if

shall be lagibly marked in the field to Indicste the :

! equipment has been applied with a series ’
|
i

:
]
!
;
:

| combination rating, The marking shall be readily |
: visible and state the following:
| CAUTION - SERIES COMBINATION SYSTEM

| RATED AMPERES, IDENTIFIED.

| REPLACEMENT COMPONENTS REQUIRED.

{ FPN: See Section 240-83(c) for interrupting rating
{ marking for end-use equipment,

{ ance: NFFA 70 (1898 Edition)

!
E
H
H
H

e T U S

i
FORM CM3-2587{02-09] Fravious Versiohs Obsclats Ewvent i0: GHGC2) l Facillty 101 100542 if continuation sheet Page 4 of 4




