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Astandard health survey was conducled on
09/09-11/14. Deficiant practice was identified
with the highest scope and severity at"D" level,
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279
5520 | COMPREMENSIVE CARE PLANS
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A facliity must use tha results of the assessment
to develop, raviaw and revise the resident's
comprahensive plan of care,

The Facility must develap 8 compraehensive care
plan for each rasident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that arg identified in the comprehensive
assesemant.

Tha care plan must describe the services that are
to be furnished to attain or maintain the resident’s
highast practicable physical, menta), and
psychasecial well-being as required under
§483.25; and any services tha would otherwice
be required under §483.25 but are not provided
due 1o the resident's exercise of rights under

i §483.10, Including the right to refuse treatmant

unider §483.10(b)(4).

This REQUIREMENT i3 not mat as evidencad
by:

Based on observation, interviews, and a review
of medical racords, care plans, and facility
polices, it was detarmined the facility failed to
develop and/or revise a comprehensive care plan

| that addrassed interventions related to pain for

one (1) of twenty-four (24) sampled residents
(Residant #1). Revlew of documentation

- Sea AtXathmeny -

l

Q ; TITLE (%8) BATE
. L]

'
ficiancy which the Institetion mey ke excusad from correcting providing it is gaterminod that
instructians,) Excapt “or nursing hamas, the findinga stated aheve are disclosatie 9D days

following the date of survey whether of nat a plan of camaction is pravided. For nwrsing Pamaa, the above findings and plans of comrection sra disclossble 14

daya foflowing the data these documants are m3

program participatlor.
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Continued From paga 1

revealad Resident #1 volced complaints of pain
on a frequent basis and received pain
madications. Howaver, review of ihe resident's
comprehansive care plan revealed facility stoff
falled to ensura a care plan with interventions and
measurable objectives had been daveloped to
address the resident's complainte of pain and use
of pain medicetion. :

The findings includa:

A review of the facility’s policy entitied "Care Plan
Policy and Protoco)," not dated, revealad the
facility would davelop a ¢omprehensive care plan
for each resident that included measurable
objectives and timetables 1o mest & resident's
medical, nursing, and ments! and psychosocial
needs that were identified in the comprehensive
assessment.

Review of Residant #1's medical record revealed
the facility admitted tha resident on 06/24/13 with
diagnoses of Morbid Obesity, Cerebrovascutar
Aceldent (CVA), Hemiplegic Affect, Hypertension,
Malalsa and Weakness, and Depression.

Review of the Physician Orders dated 04/18/14
through September 2014 revealed the physician
had prescribed 7.6/325 milligrams (mg) of Norco
(oploid analgesic) every 8 hours "as needed” far
the resident's complaints of pain.

Review of the Medication Administration Record
{MAR) for April 2014 through 09/11/14 revealad
facility staff had administered tha prescribed pain
medication to Resident #1 on a frequant basis
due to tha resident's complaints of pain.

Raviaw of the gquartarly Minimum Data Set (MDS)

Fare
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assessment dated DB/05/14 revaaled Resldant #1
rated his/her pain a "7." Review of the Numerio
Reating Scale utilized by the facility to assess the
level of pain experienced by a resident ravealed
0" Indicated ne pain and "10" was the "worst pain
you can imagine.”

Continued review of the quartarly Minimym Data
Set (MDS) assessment daled 08/05/14 revealed
tha facility assessad the resident to have a Briaf
Intarview for Mental Status (BIMS) score of 10,
which indicated the resident's cognition was
moderately Impaired.

Interview with Resident #1 on 08/10/14 at 9:30
AM confirmad he/she experiencad generalized
pain on a daiiy besls.

However, review of Resident #4's comprehensive
care plan dated 08/19/14 ravealed facility stafl
failed to develop a care plan, with interventions
and measurable objectives, to address the
resident's frequent complaints of pain.

Interview with the.MDS Coordinator on 08/11/14
at 10:07 AM revealad staff that complated the
MDS assessments wera to compare each
resident's diagnoses with tha medications
prescribed by the physician to ensure problems
and interventions related to the medications were
added to the care plans.

Interview with Registered Nurse (RN)#1 on
09/10/14 at 2:2G PM revealed she had completed
the MDS assessment of Resident#1 on
08/19/14. RN #1 siated she should have updatad
ihe resident's care plan and identifiad
interventiona to addrass the resident’s pain.
However, according to RN #1, she must have

FORM CMS-2507{02-85) Pravious Varsions Odaciele

Ewvant ID; N1l 311

Focikly 1D: 100510

If continuation sheet Pege 3of 5



16:37:49 10-03-2014 [IETH 6063736734 i

18/83/2014 16:45 6865736734 HARL.AN NURSING HOME PAGE 11/28
PRINTED: 08/25/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938.0391
STATEMBNT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2" MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION |DENTIFICATION NUMBER: A HULDING COMPLETED
185966 B."NG 09/11/2014
NAME OF PROVIDER OR SUPPLIER ; STREET ADDRESS, CITY, STATE. 2IP CODE
TION CENTER 200 MEDICAL CENTER DRIVE
HARLAN HEALTH & REHABILITA El HARLAN, KY 40831
(X4}10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | o
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL BREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSE.-REFERZNCED TO THE APPROPRIATE Ll
DEFICIENGY)
F 279 | Gontinued From page 3 F 279
"just left it off.”

Interview with the Diractor of Nursing {DON) on
09/11/14 at 10:40 AM revealed the MDB
Coordinater and Clinical Coordinaiors were
responsible for the devalopment of the care
plans. According to the DON, the MDS
Coardinator and the Clinical Coordinators were
also fo review and revise the cara plans and
interventions, to ensura to ensure each resident's
neads were addreszed and cara was provided.

F 468 | 483.70(h)(3) CORRIDORS HAVE FIRMLY F 468
ss=p | SECURED HANDRAILS

- Qece. AtTachment -
The facllity must equip corridors with firmly :
secured handrails on each side.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and policy
raview, it was determined the facility faiied to
ensura handrails were securely fastened to the
wall in two (2} af eight (8) hallways. Observations
revealed handralls in the hallways on the Beach
Lane and Wildcat Drive wara loose and not
securely fastened to the wall.

The findings include:

Raview of the facility's policy/procedura, "Protocol
for Maintenance Servicas,” no date, revealed the
Housekeeping and Maintenance sarvices would
maintain a sanltary, orderly, and comfortable
Interior and envirenmant. Acconding to the policy,
when an item (equipment/environmental area) |
was noted that might nead repair or replacemant, '

staff was required o complete a maintenance

FORM CMS-2587(02-89) Provicus Versions Obsolala Event ID:N1I P11 Facrlly 10 100510 i coniinuaban eheat Pege 4 of 5
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order request or "CQI" referral form and give to
the appropriate department.

Observations conducted on 09/11/14 on the
Beach Lane haliway revealed the handrail
betwaen the nurses' station and room 309 was
Inase from the wall. In agdition, cbservations
canducted on the Wildcat Drive hallway revealad
the handrail between the nurses' station and
reom 106 was loose from the wall. Centinued
cbsarvation of the Wildcat Drive hallway revealed
the handralls betwean rooms 102 end 103, and
batween room 103 and the Activities Room were
loosa ahd not securaly fastened to the wall,

Interview with the Malntenance Director on
09/11/14 at 2:20 PM revealed he checked
handrails on a weekly basis and Administrative
staft and the Continuous Quality Improvernent
personnal also discussed needed repairs during
weekly mestings. The Maintenance Diractor
stated when he recaived reports for loose
handrails he, or Maintanance staff, immediately
made repairs to the areas reporied. The
Maintenance Director stated handrails should be
secured to the wall for residant safety; however,

! the Maintenance Director stated he was not

awsre of the loose sections of handrails.
Interview with the Administrator on 08/11/14 at
1:60 PM revealed the Administrator was unawara
of the loose handrails in the facility, According to
the Administrator, staff was responsitle to notify
maintenance staff of needed repairs either
verbally or by completian of a maintanance
raquest form, and the Maintenance Director was
to ensure the repairs were completed,

F 4568
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1. The care plan for resident #1 was reviewed and immediately updated to include a
comprehensive plan that addresses pain 3n¢' any needs or problems identified related to pain.
The plan implemented included interventions with measureable objectives so that progress and
overall effectiveness of the plan may be evaluated.

2. All residents’ care plans ware reviewed by the MDS Coordinators to ensure a comprehensive
care plan was In place for each resident. The review was specific regarding any issues with pain
to ensure problems were identified anc included interventions with measurable objectives.

3. Anin-service was conducted on September 26"‘, 2014 with the Clinical and MDS Coordinators
on the facility’s pain policy and the imgortance of having a comprehensive care plan that
addresses all resident needs as identifizc diring the comprehensive assessment. This in-service
was provided by the Administrator an¢ Director of Nursing.

4. The CQl committee member designee will perform 6 chart audits per week for 1 month and
then 6 charts per month for 3 months ¢ ensure a comprehensive care plan is in place and that
all needs have been identified and are being met appropriately. Any irregularities will be
corrected immediately and reported tu the CQl committee for further review,

S. Completion Date: September 26, 201+.

108/28
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The handrail on Beach Lane hetwear the nurses’ station and raom 309 and the handrails on
Wildcat Drive between the nurses’ station and room 106, between rooms 102 and 103 and
between room 103 and the activities room were immediately tightened. Butterfiy anchors
were used as well as anchoring intc as many metal studs as possible for added security/
stability.

Al handrails in the facility were checked to ensure there were no other loose handrails.

The Director of Maintenance was in-serviced on September 11, 2014 by the Administrator
to conduct walking rounds throughout +he facility weekly to observe for loose handrails and
if any are found to repair immediately. All other staff were in-serviced on September 19,
2014, regarding utilization the CQI forms for maintenance repalr if they observe a loose
handrail.

The CQI committee member designee will observe for loose handrails weekly for 1 month
and then quarterly for 6 manths. Any irregularities found will be corrected immediately and
reported to the COI committee for further follow-up.

Completion Date: September 19,:2€14

13/28
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CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1978
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type 111
{000)

SMOKE COMPARTMENTS: 7

FIRE ALARM: Complete automatic fire alarm
system.

SPRINKLER SYSTEM: Complete autamatic (wet
& dry) sprinklar system.

GENERATOR: Type li diesel genarator.

A lifa safaty code survey was inlliatad and
concludad on 09/09/14, The findings that follow
demonstrale noncompliance with Title 42, Coda
of Federal Regulations, 483.70 (&) et seq (Life
Safety from Fire). The facility was found not to be
in substantial comphiance with the Requirements
for Participation for Medicare and Medicaid,

Deficlencies wera cited with the highest
deficiency identified at "E" level,

K 029 | NFPA 101 LIFE SAFETY GODE STANDARD K028 - &G’.ﬂ. R“;} achmen 'b"

§5=0
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatio fire

L i

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIMLE (M8} DATE
' Odvnimistnatox )Ql;'zgn
Any dafclency etatement ending with an asterisk (*) den sficiancy which It e instittion may be axcusad from corracting providing it is datarmined that

other saf¢guards pravide sufficient protection {0 the patlamta, (Sce inatructions.) Excopt for nursing homes, the findings atated above are disclosable 88 days
following the date of survey whether or nola plan of cormection Is provided. Fer anreing Fomes, tha abova findings and plana of correction are discloashie 14
days foliowing the date thesa decuments &re made avaliable fo (he fachiy. If defirioncies are cliad, an approvad plan of correction I8 ragulsite to eontinuad
program pariieipation.

FORAM CMB.2567(02-09) Praviaus Varsions Obsclata Event ID:N1.8:1 Faedlly 10 100510 If continuation sheet Page 10of B
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extinguishing system in accordance with 8.4.1
andfor 19.3.5.4 protects hazardous araas. When
the approved autornatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are salfclosing and non-rated or
field-applied protective plates that do not exceed
48 Inches from the bottom of the door are
permitted.,  19.3.2.1

This STANDARD ig not met as evidenced by:
Based on observation and interview, the facility
falied to ensure that hazardous area doors were
maintained es raquired. This deficient practica
sffected one (1) of seven (7) smoke
compartments, staff, and other occupants of the
bullding. The facilltly has the capaclty for 143
heds with o census of 138 on the day of the

| survey,

The findings include:

During the Lifa Safety Code tour on 09/08/14 at
11:25 AM, with the Director of Maintenance
(DOM), & eorridor door to the Nurse Supply room
was obz=erved 1o have a magnetic door hold-open
device. Hazardous ares doors cannot be held

* open unless connected to the fire alarm system.

Tha adjacent Housekaaping supply reom did not
have 8 door closure installed as well. Doors to
hazardous areas ara requiréd to have a
door-clesing device.

uring the survay, the Mechanical room door was
also observed to be held open in an unapproved

EORM CMS-2587(02-9%) Privious Veralons Obsaleic

Event ID:N11 €21

Fecliy 10: 100610
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K 029 | Continued From page 2 ‘ K029
manner.

An interview with the DOM on 09/08/14 at 11:25
AM ravealed he was not aware of the
requirements pertaining to hazardous aree doors.

The findings were revealed to the Administrator
upon exit.

Referanca: NFPA 101 (2000 Editian).

18.2.2.28"

" Any door in an exit pessagaway, stalrway
enclosure, horizontal exit, smaoke barrier, or
hazardous ares enclosure shall be permitted to
be held open only by an automatic release device
that complies with 7.2,1.8.2. The automatic
sprinkler system, if provided, and tha fire alarm
system, and the systems raquired by 7.2.1.8.2
ghall be srranged to inftiate the closing action of
all such doors throughout the smoke
compartment or throughout the entire facility.

K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K 082

58=
Required automatic sprinkler systems are - ¢ SQ e P\‘E{QLM\M ¥ -

caontinuously maintained in reliable operating
condition and are ingpecied and tested
periodically,  19.7.5, 4.8.12, NFPA 13, NFPA 25,
8.7.56

This STANDARD I8 not met as evidenced by:

Based on observation and interviaw the facility |
failed to ansure that sprinklar heads were

maintained'as required. This deficient practice

affected threa {3) of seven {7} smoke '
compartments, staff, and approximately |

FORM CMS-2567(02-89) Previous Versions Obsalate Evamt ID:NILT2 Facmiy 10; 100510 If cantinustion shast Pago 3of@
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fifty-seven (57) residents. The facility has the
capacity for 143 beds with a census of 138 on the
day of the survey.

The findings include:

"During the Life Safety Code survey on 09/D8/14
at 12:35 PM with the Director of Maintenance
(DOM), a white subistance was observad on a
sprinkler head in resident roam 808. Sprinkler

heads must be properly maintainad to ensure
proper aperation.

An intarview with the DOM on 09/09/14 at 12:35
PM revealed the substance was paint on the
eprinkler head, The DOM stated he was not |
aware paint cauld not be on sprinklar heads,
During tha survey, resldent rooms 900 and 301
were alse observed to have paint on the sprinkler
heads.

The findings were revealed to the Administrator :
upon exit.

Refarance: NFPA 25 {1898 Edition).

2-2.1.1* Sprifkiérs shall be inspacted from the
fivor level annually. Sprinklers shall be free of
corrosion, foreign materials, paint, and physical
damage and shall be installed In the proper
crientation (e.g., upright, pendant, or sidewall).
Any sprinkler shali be reptaced that is painted,
corrocled, damaged, loaded, or in the Imprapar
orientation.

K 430 | NFPA 101 MISCELLANEOUS K 130
§8=D ! - ee AVtadchment -
OTHER LSC DEFICIENCY NOT ON 2786"
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This STANDARD ls not met as evidanced by:
Based on observation and interviaw, the facility
failed to maintain clsthes dryers in an approved
manner. This daficient practica affected one (1)
of seven (7) smoke compartments, staff, and
other accupants of the building. The facility has
the capacity for 143 beds with a census of 138 on
the day of the suvey...... . .o -

The findings include:

During tha Life Safety Code tour on 09/09/14 at
12:05 PM with the Direclor of Maintenance
{DOM} a large amount of lint buildup was
observed on tap of the dryar’s lint trap in the
lower compartment of the dryer. This may cause
the tamperature sensars in this area of the dryer
not to functicn correcily, Faillure to meaintain this
area may cause the tumbier to overhaat.

An interview with the DOM on 09/08/14 at 12:05
PM revealed tha lint screen was cleaned dally but
not an top around the tamperature sensors.

The findings were revealed 12 the Adminiatrator
upaon exit.

Reference: NFPA 101 {2000 Edition).

4.5.7 Maintenance.

Whenever of wherever any devica, equipment,
system, condition, arrangement, level of
protection, or any ather feature is required for

, tomplianee with the provisions of this Code, such
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K 130 Continued From page 5 K130
device, eguipment, system, condition,
aangement, level of protaction, o other feature
shall thereafiar be maintained unless tha Code i
exempts such maintenance.
K 147 . NFPA 101 LIFE SAFETY CODE STANDARD K147
§8=0
Elactrical wiring and equipment is In accerdance - e) ee R *{aq}\ men .I. o

with NFPA 70, National Electrigal Code. 8.1,2

This STANDARD is not met as evidencad by:

Bosad on observation and interviaw the facility
failed to ensure electrical wiring met National Fire
Protection Association Standards (NFPA). This
deficlent practice affected one {1) of seven(7)
smoke compartments, staff, and residents. The
faciity has the capacity for 143 bads witha
census of 13B on the day of the survey.

The findings Includa:

During the Lite Safety Code survey on 09/09/14
at $1:40 AM with the Diractor of Malntanance
{DOM), an appliance cord to the flaor model
hairdryer in the Beauty Shop was observed o be
missing the ground plug. Cords must be property
malntained to prevant potential electricai hazards.

An Interview with the DOM on 09/09/14 at 11:40 ’
AM revealed he was not aware the ground plug |
was missing.

On 09/09/14 at 12:40 PM with the DOM, an i
extension cord wes observed 1o be plugged in |
and running behind a wall to a TV set in the '
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resident Smoke reom. The TV must have an
approved glactical power sourca.

An intarview with the DOM on 09/08/44 at 12:40
PM revealed he was not aware the extgnsion
cord was not an approved power source.

The findings were revealed to the Administrator
upon axit.

Referenca; NFPA 101 (2000 Edition). |

4.5,7 Maintenanca,

Whenever or wheraver any device, equlpment,
system, condition, arrangament, level of
protection, or any other featura is required for
compliance with the provisions of this Code, such
devica, equipment, system, conditien,
arangement, level of protection, or other featura
sholl thareafter be maintained unless the Code
axempts such maintenance,

Reference: NFPA 70 (1899 Edition),
400-8, Uges Not Permitted

Unless specifically parmitted in Section 400-7,
flexibla cords and cables shall not be used for the
following:

1, As a substitute for the fixad wiring of a
structure

2. Where run through holes in walls, structural
cellings suspended ceilings, dropped ceilings, or
floors

3. Where run through doarways, windows, of
gimilar cpenings

4. Where attached to building suifaces
Excaption: Flexible cord and cable shall be

FORM CMS.2667(02-99) Provious Versigny Obsolate Ewerl (D;N1187% Faclity 1B 100510 If eontinustion sheat Page 7 of 8




10:37:49 10-03-2014 | 27 | 6083736734 |

19/93/2914 16:45 BBE5736734

DEPARTMENT OF HEALTH AND HUMAN SERVICES

HARLAN NURSING HOME PAGE 27/28

PRINTED: 09/28/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF OEFICIENCIES (X1) PROVIDER/SUPPUER/CLIA

23 MULTIFLE GONSTRUCTION (%3) DATE SURVEY

parmitted to ba attached to building surfaces in
accordance with the provisions of Section 364-8.
5. Where concesled behind building walls,
structural celiings, suspendad ceilings, dropped
ceilings, or ficors

8. Where installed in raceways, except as
otherwise permittad in this Code
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Harlan Health and Rehabilitation Center
Annual Survey September 09-11, 2014

Plan of Correction

K029

1. The magnetic hold-open device was removed from the corridor door to the nurse supply room.
A door closing device was added to the adjaent housekeeping supply room door. The kick stand
hold-open device was removed from th2 mechanical room door. These doors remain closed
when not in use.

2. All doors were inspected to ensure that hazardous area doors are malntained as reguired.
Specifically, each door was inspected tc ensure that doors to hazardous areas have a door-
closing device but did not have unapproved hold-open devices.,

3. An in-service was conducted on September 11, 2014 with the Director of Maintenance and the
Administrator. This in-service was prov-ded by the Corporate Maintenance consultant, The in-
service specifically addressed the fact that hazardous area doors cannot be held open unless
connected to the fire alarm system anc are required to have an automatic door closure.

4. The CQl committee designees will obse rve #1l doors during walking rounds throughout the
facility weekly for one month and then mor:thly for one quarter thereafter. Any irregularities
will be corrected immediately and reportec to the CQl Committee for further follow-up and
review.

5. Completion date: October 3, 2014.
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Harlan Health and Rehabilitation Center

Annual Survey September 09-11, 2014

Plan of correction

K 062

All sprinklers identified were cleaned or replaced if indicated.

Ali other sprinkler heads were inspecter to ensure they are free of corrosion, foreign materials,
paint and physical damage.

An in-service was conducted on September 11, 2014 with the Administrator and Diractor of
Maintenance regarding maintenance o~ the sprinkler system. Specifically discussed was the
importance of scheduled inspections tc ensure sprinklers are free of corrosion, foreign
materials, paint and physical damage. Th's in-service was provided by the Corporate
Maintenance Consultant.

The CQI designee will inspect all sprink:er heads monthly for 3 months and then quarterly
thereafter. Sprinkler heads will be checked o ensure they are free of corrosion, paint or debris
and are working properly. Any irregularities will be corrected immediately and reported to the
€Al Committee for further follow up and review.

Date of Completion: October 10, 2014,
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Harlan Health and Rehabilitation Center
Annual Survey September 09-11, 2014

Plan of Correction
K130
1. Thelint buildup from the top of the dryrr’s lint trap was immediately removed.

2. All the other dryers were checked and cleanad to ensure they were free of lint buildup.

3. An In-service was conducted on Septerr-ber 3, 2014 with the Director of Maintenance (DOM)
regarding the importance of all dryers being free of lint buildup and Implementing a schedule
with an increase In frequency for lint removal. This in-service was provided by the Corporate
Maintenance Consultant.

4. The CQI Committee designee will check the dryers 5 days a week for one month and 3 times a
week thereafter, Any irregularities will Je addressed immediately and reported to the CQI
Committee for further follow-up and review.

5. Completion Date: September 9, 2014.
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Harlan Health and Rehabilitation Center

Annual survey September 09-11, 2014

Plan of Carrvection

K147

A new ground plug was immediately installed to the floor made! hair dryer in the beauty shop.
The extension cord that was plugged in and *unning behind the wall to the TV set in the resident
smoke lounge was immediately removed The 7V is currently plugged directly into an approved
electrical wall outlet.

Walking rounds were performed throughout the facility to ensure no other extension cords
were [n use. No other extension cords were found including any cords running through holesin
the walls, ceilings or floors. All electrical equipment was inspected. No other electrical issues
including any missing ground plugs were observed.

An in-service was conducted with the Cirector of Maintenance on September 9, 2014 regarding
electrical wiring and equipment in accordance with National Fire Protection Association
Standards. Information reviewed incluced the general maintenance of electrical equipment and
prevention of potential electrical hazards. This in-service was provided by the Corporate
Maintenance Consultant.

The CQl Committee designee will perfcrm walking rounds every week for 1 month and then
every month for 3 months to ensure thatno unapproved electrical equipment is in use and no
potentlal hazards exist. Any irregularities will be corrected immediately and reported to the CQJ
Committee for further follow up and review.

Completion Date: September 9, 2014.
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