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A standard haalth survey was conducted on
09/13-18/11. Deficient practice was identified
with the highest scope and severity at "F level,
with ne substandard quality of care identified. .
X % LA e PL
F 246 | 4B3.15(e)(1) REASONABLE ACCOMMODATION F 248 LS Fialk 1o-30
$5=D | OF NEEDS/PREFERENCES B A nee )

A resident has the right 1o reside and receive
services in the fadility with ressonsble
accommedations of individual needs and
preferancas, except when the haalih or safety of
the individual or other residents would be
endangerad. '

| This REQUIREMENT i= not met as evidenced
by:

Basad on obzervation, interview, and record
review it was determined the facility failed to
ensure assistance had been providad for one (1)
of twanty-three (23) sampiad residents to
mzintain and/or to achisve the resident's
indepandent functioning, dignity, and well-being in
gesordance with the resident's neads. An
interview conducted with Resident #1 on
09/1311, at £:00 PM, revealed the resident was
unable o independently access the overbed light
cord to tum the light on and off as needad,

The findings include:

Residen #1 was admitted ta the Facility en
0B/13/08. The resident's madical diagnoses
included Recurrent Dislocation Pelvic Region and
Thigh Jeint, Late Effect of Fracture of Neck of
Femur, and Ulcer of Lower Extremity.

LABORATORY DIRECTOR'S OR PROV UPPLIER REPREZENTATIVE'S SIGNATURE TTE v © (X8 DATE
LD rens ) . e N vey® SXQ'U Y e Do 'Q'/Itb}lo!’

Any deficisncy statamani ending with an asterisk (*) denotes a deficlency which the Institution may be exsused from coreciing providing it s determined that
other safagusnds provide sufficient protection 1o the pationts, (See instructions.) Exesps for rursing homes, the findiags siated above ars disclosabie 50 days
- following the date of survey whather or not a plan of comection s provided, For nuirsing homes, the abova findings and plans of cameciion are disdesabls 14
" days foliowing the date these documents se mads available 1 the facdity, If deficioncies are cit=d, an approved plan of corectlon is raquisde o continued
program partielpation. .
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F 246 | Confinued From page 1

A reviaw of Resident #1's Minimum Data Set
Quarterly Assessmant, dated 08/03/11, revealad
facility staff had assessed the resident's cognition
to be intact. Facility staff identified no problemsa
with the resident’s communication ahilitles and
nated the resident could be understood. In
addition, facility staff had rot identified any
functional limitations in range of motion of the
resident's upper extremities.

An observation conductad on 09/13/11, at 5:00
PM, of the averbed light cord in Resident #1's
room reveatad the cord was hanging from e
overbed light fixture approximately four to five
inches in length above the resident. Howaver,
basad on ehearvation, the resident was unable to
reach the light cord from his/er positien while
lying in bed.

An interview conducted with Resident #1 on -
09/93M11, at 5:00 PM, revealed the rasident was
unable to independently access the overbad light
¢ard. The resident stated hefshe was unable to
reach the overbed lighi cord to turn the light on
and off because the cord had broken (unable to
recall date) and the cord was (oo short to reach,
The resident further reveaked hefshe had not
reponted the broken light cord to staff and stated
the staff was aware the cord was broken because
they came into the room to tun the light off and
on for the resident.

An addifional interview conducted on 09/14/41, at
1:30 PM, with Resident #1 revesled ha/she did
not like to sloep with the light on at night. The
regident stated, "They turn the light off at times:
other times they forget.”

F 248
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Continued From page 2

An interview conducted on 09/14/11, at 10:40 AM,

with Cerlified Nursing Assistant (CNA) #5
revealed sha was responsible to report broken
overbed light cords to the charge nurse who
would then report to the Mainfenance Supervisor
(MS). CNA #5 further revealed she was unaware
Resident #1's overbed light cord was broken.

An Interview conducted on 09/14/11, st 10:50 AM,
with CNA #6 revealed she was responsible to
report broken overbed light cords to the MS and
was unaware Resident #1's overbed light cord
was broken. CNA #6 stated an overbed light cord
located within Resident #1's reach would allow
the resicdent to be more independent bacause the
resident would net depend on staff 1o Wwm the
light on and off.

An interview conducted on 09/14/11, at 11:15 AM,
with Licensed Practical Nurse (LPN) #2 reveaied
the M3 was responsible {o repair broken overbed
light cords. LPN #2 was unaware Resident #1's
overbed light cord was broken.

An Interview conducted on 09/14/11, at 11:20 AM,
with LPN 43 revealed Resident #1 should have
an overbed light cord within his/her reach to turm
the light on and off as needed.

An interview conducted on 08/15/11, at 3:45 PM,

with the Dirsctor of Nursing (DON) revealed
access (o the overbed light cord could promote
the resident's functional independence.

An interview conductad with the Malntenance
Director on 09/15/11, & 1:45 PM, revealsd the
Maintenance Director mada rounds on & monthly

F 246

b

FORM CME-2557(02-59) Proviows Vererona Dhaoiery ' Evert I3,6aGL11

2GS =I95F—‘c|

Fediity ID- 190152 If continuation gheet Page 3 of 18

S/ E29-206-QLd e+

c2:FT 1382-97-030



817 0N WAEL 0 LLOC Gl aq aul] panieoay

PRINTED: 12/12/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380381
STATEMENT OF DEFICIENCIES (X1) PROVIGER/SUPPLIERACLIA X2 MULTIPLE CONSTRUCTION %3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
ABUILDING
B. WING
185257 05/15/2011
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZiP CODE

213 INDUSTRIAL ROAD

GOLDEN LIVINGCENTER-GREEN HILL
GREENSBURG, KY 42743

o8 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION xs)
FREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACKH CORRECTIVE ACTION SHOULD BE COMRLERON
TAG REGLILATORY OR LEC IDEMTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE . |
_ : DEFICIENCT) :
F 248 Continued From page 3 F 246

basis o all resident roors to identify tems in

need of maintenance/iiepair, Addifional interview
revesled the Maintenance Director had not been
made awara of the migsing light cord in Resident

#1's roorm, ' Ve Joale -
F 252 | 483.15(h)(1) Fasz[P \ease S P h 201
§$=E | SAFE/CLEAN/COMFORTABLE/HOMELIKE AT .

ENVIRONMENT

The facllity must provide a safe, clean,
camfortable and homelike environment, silowing
the resident te use his or her personal belongings
to the extent possible. '

This REQUIREMENT is not met as svidenced
by: .

Basad on ghservation, interview, and record
review it was determined the Facility failed to
provide a clean homelike environmant During a
three-day period from 09/13/11 t¢ 09/15/11, a
uring odor was detected at the Front Enfrance
Hall, South Dining Room, and the South Hall near
roart 119, In addition, cobwebs and dust were
¢bserved on a window sill in resident room 20.

The findings include:

A raview of the facility policy titled Housekesper
Routine and the Five Step Cleaning Method
{undated) revealed resident rooms, including
window sills and facility hallways, were to be
cleaned daily.

Observations conducted upon entry to the Facitity
on 09/13/11, at 11:05 AM Eastermn Daylight
Savings Time {(EDST), revealed & urine odor in
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the Front Hall of the facility near the entrance, the
South Hall dining area, and the South Hall near
room 119, Additional ohservations condyzted on
09/13/11, at 2:15 PM (EDST), revealed urine odor
in the Front Hall near the entrance and in tha
South Hall near recom 119. Ohservations
conducted on 09/14/11, af 8:30 AM {EDST),
revealed urine odor at the South Dining Room
and the South Hall near room 119,

Observation of resident room 20 conducted on
09/13/11, at 5:30 PM (EDST), revealed a bulldup
of dust and cobwebs on the window sil,

An interview conducted with the Housekeeping
Supervisor on 08/15/11, &t 10:50 AM (EDST),
revealed that housekeepers use a foul odor
digester to reduce edars in the facility. Additional
intarviaw ravealad although the Housakeeping
Supervisor had made rounds daily of all arsas of
the facility, to incude resident rooms, the
Supervisar had not noticed the urine gdors or
dust and cobwebs in room 20. N
F 253 | 483.15(h)(2) HOUSEKEEPING & F253| P Yea te Sce © 2hacnd "f Ao -
ss=F | MAINTENANCE SERVICES : E ATy 161

The facility must provide housekeeping and
mainisnance services necessary to maimtaln 4
sanitary, ordarly, and comfortable interior.

This REQUIREMENT is nat mst as evidenced
by: '

Based on observation, interview, and record
review it was determined the facility failed to
provide maintenancs services necessary to
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maintain an orderly comfortable interior. Chipped
Formics, loosaftorn wallpaper, a locse |
haseboard, a missing heater cover, ard migsing
pull cord cn overhead lights were observed during
& tour of the environment on 08/15/11,

The findings include:

A review of the facility maintenance policiss titled
Ingpecting Resident Rooms and General
Maintenance or Heating, Cooling, Air
Conditioning and Ventilaton (undated) revealed
light fixtures were to be checked to ensure the
fixtures were nat loose or dirty, and wallpaper
wag 10 be assessed for damage and toars during
daily general inspections. According to palicy,
inspections of the facility's heating and eooling
systems were {0 be performed two times per year
and the blowar, fan switches, and thermostats
were fo be azzessed two times per year.

Environmental observations conducted on
09/15/11, at 1:30 PM (EDST), revealed chipped
Formica on the counter surfaces at the South
Wing Nurses' Station and tormfocse wallpaper
was observed on the wall of the Scuth Wing
Dining Room. In addition, a heating/air unit
located in the South Dining Room was observed
10 have an uncovered thamostatfan switch with®
exposed eleciical wiring, There were loose
basghoards near room 24, and overbed lights in
rezidani rooems 5, 13, 25, and 30 failed fo have
pull cords that would enable residents fo tum tha
light off/on independanily.

A review of work orders for Septembar 2011
revesled no evidenca tha items had beer
identified and/or that & work order had been
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submitted for repairs t0 be made fo the items
identified during the environmental tour,
An interview conducted with the Maintenance
Director on 08/15/11, at 1:45 PM, revealad the
Maintenancs Direcior condurtad rounds and
ohserved all resident rooms monthly 1o identify
items in need of maintenance/repair. Further
interview with the Maintenance Director revealed
*| he was nof awars of the items identified 1o be in
need of repair and had not recaived maintenance
requests for the items. o -

F 371 | 483.35(7) FOOD PROCURE,
=D | STORE/FREPARE/SERVE - SANITARY

The facility must -

(1) Proeurs food from sources approved ar
censidered satisfactory by Federal, State or local
authaoriies; and _

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT iz not met as evidenced
by C

Based on observation and interview the fagility
failed o ensure foads served in the Dietary
Department were stored, prapared, and
distributed under ganitary sonditions. The
overhead fan metal/griil in the Dietary Department
dish meom was observed on 08/15/11 to be soiled
with a black greasy coating.

The findings inchuds;

Fort| plecse See Pradceonmed L0700

v 3N

FORM CMS-2667(02-99) Previcus Versions Obsolate ’ EventID:3QaEL11

£5-6:96ed

Feclity D" 100142 If confnuation sheat Page 7 of 19

S29-cE6-8algwed

EJibT TT82-97-030




68LY ON WAET-T 1100 "9l "aeQ swl] paaladay

PRINTED: 121122011

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NIUMEER; COMPLETED

: ) ) A BUILDING :
B. WING
158257 . 09/15/2011
NAME OF PROVIDER OR SUFPLIER '| STREEY ADDRESS, CITY, STATE, 1P CODE

213 INDUSTREAL ROAD

GOLDEN LIVINGCENTE EEN HILL
RGR GREENSBURG, KY 42743

Py I SUMMARY STATEMENT OF DEFICIENGIES D FROMUDERS PLAN OF CORRECTION 75}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8v FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEMGIENCY)
F 371 | Confinued From page 7 F 371

An interview conducted on 09/15M 1, af 230
{EDST) PM, with the Dietary Manager (DM)
revealed the dish room averhead fan was not on
& routing cleaning schedule and there was no
dietary palicy/procedure to ensure the fan's
maintenanca and cleaning. The DM stated the
dietary staff was rasponsible to ensure the fan
was maintgined and cleanad.

Observation of the facility dish room en 09/15/11,

at 2:45 PM (EDST), revealed the overhesd fan's

grill was soiled with a hlack, greasy buildup of lint

and dust. This soil had the potential to J
contaminate the clean dishware afisr the dishes.

had been washed and sanitizad by the distary

staff.

Haference: 902 KAR 45:005 Retail Food Code, ‘ o
F 372 | 483.35(i(3) DISPOSE GARBAGE & REFUSE F 372 P\ cote Sce O ™Mo e [0 RS
§8=F | PROPERLY =3 A G\

The facility must dispose of garbage and rafuse
properly.

Thiz REQUIREMENT is not met as evidencad
by:

The facility failed to ensure that garbage and
refuse were stored/containad outzide the facility
in @ manner that was inaccessible to rodents and
insects, Observations thraughout the survey
conducted an 08/13-15/11, revealed bags of trash
containing soiled resident briefs, boxes and
cardboard, used Styrofoam food containers, and
garbagefrefuse wera not stored in 2 closed,
covered container that effectively prevents the
harborage and feeding of insects and rodents as
required by the Retail Food Code 802 KAR
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The findings include;

An intervisw conducted with the Facility
Administrator on 09/14/11, at 2:30 PM, ravealad
the facility had na policy/procedure specific to the
containment/disposal of trash and garbage. The'
Administrator stated tha facility housekeepers
were assigned to take out the trash while the
housekeepers were on-duty, Houszekaeping staff
was not on duty after 2:30 PM, at the fime of the
observation an 09/14/11. '

{nitia] four of the Dietary Depariment conducted
on 08/13/11, st 11:20 AM (EDST), revesled an
uncovered portable cant located adjacent to the
Distary Departrent door cantaining seven bags
of uncoverad trash. Insects, flies, and yellow
bees were observed to be flying around the
bagged trash, The trash contalned biags of soiled
resident briefs, used Styrofoam food contsiners,
and gther garbape and refuse, An intarview was
conducted with the DM on 09/13/11, at 11:30 AM,
and revealed the bagged trash had bsen
collected and placed in the opan cart by the
housekeepers.

An interview was canducted on 09/13/1, a1 2:25
PM (EDST), with a housskeeper who stated the
open trash ¢art would be emplied at 6:00 AR,
after the housekeepers came on shift, The
heousskesper further stated the housekeeping
5taff did not work sfter 3:30 PM (EDST), and
sometimes the trash would remazin stored in the
uncavered cart all night

An interview was conducted with an evening shigt

DEFICIENCY)

F372
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State Registered Nursing Assistart (SRNA) on
091311, at 2:25 PM (EDST). The SRNA stated
the evening/night shift staff did noi empty the
trash at night. The SRNA stated the
housekeepers emptied the trash carts the next
morning after Housekeeping reparted for duty a
6:00 AM.

Observation of the dumpster area on 09/14/11, at
12:10 PM (EDST), revealed durmpster #1 had two
open lids and dumpster #2 had one open Iid and
trash was not contained appropriatsly.

An interview conducted with the Facility
Administrator on 09/14/11, at 2:30 PM (EDST),
revealed she was not eware of the recommended
system of frash containment. _
F 431 | 483.60(b), (d), () DRUG RECORDS, Fa31| D\ ecse See Otdaomed |10 20"
$%$=D | LABEL/STORE DRUGS & BIOLOGICALS PR AN

The facifity rnust employ or obtain the services of
a licensed pharmacist who establishes s system
of recards of receipt and disposition of all
controlled drugs in sufficdient detai! to enable an
accurate reconciltation; and determines that drug
records are in order and that an account of all
controlled dnigs is maintained and pericdically
recondiled.

Drugs and biologicals used in the fadility must be
labeled in accordance with currently accepted
professional principles, and inglude the
appropriate accassory and caufionary
insfructions, and the expiration date when
applicable. :

In accardance with State and Federal laws, the : ;
facility must stors all drugs and biologicals in 1
|
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locked compartments undar proper tempersture
controls, and penmit only authorized personnel to
have access o the keys.

‘The facility must provide separately locked,
permanertfy affixed compartmentz for storage of
centrolled drugs listed in Schedule Il of the

| Comprehensive Drug Abuse Prevention and
Confrol Act of 1876 and other drigs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity tored is minirmal and a missing dosa can
be readily detected.,

This REQUIREMENT s not met as evidenced
by: _

Bazed on observation, Interview, and record
review, it was determmined the facility failed to
labal, date, and stora all drugs and biclogicals in
accordance with cumrently 2ceepted professional
principles. Observation of a medication pass on
08/13/11, revealed facility taff failad to ensura
the madication cart was lacked/secured at alf
times. in addition, observation on 08/15/11, of '
the medication refrigerator on the South Unit ‘
reveated medications that exceeded the
recommended axpiration dates were availabls for
resident use.

The findings include:

1. Areview of tha Medication Adminisiration
policy (dated Septermber 2010) reveaiad the
medication cart was to be kept closed and locked
whaen out of sight of the medicaton nursa,

FORM CMS-2557(02-69) Previous Versans Obsslets Bvept [D;EQGL11 Faclhy 15: 100152 " lf conliduation sbeet Page 11 of 18
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Continugd From page 11

Observation of the medication pass on 09/13/11,
at 5:35 PM, revealed RN #1 administered
medications to Resident #22. The medication
cart was left in the hallway and was observed to
be unlocked. The resident's privacy curtain was
pulled and the medication cart was not visible to
the RN.

| Further observation revesisd RN #1 prepared

medications for Resident #23. The RN entered
the resident's room at 5:55 PM, and adminiztered
the medications to Resident #23. However, the
medication eart was observed to be unlogked and
not in view of the RN,

Interview with RN #1 on 09/13/11, at 6:30 PM,
revesled the medication cant was to be kept
locked and pulled close to the resident's doorway
when medications were administered, The RN
stated she did not realize the medication cart had
been left unlocked.

interview conducted with the DON on 0o9/15/11, at
3:30 PM, revealed the medication cart was to be
kept locked/secursd at all times.

2. Areview of the Emergency Phamacy Servics
and Emergency Kits poficy (dated Ssptember
2019; revealsd the provider phamacist wouid
supply emergancy medications/items according
to the provider pharmacy agreement, The policy
noted emergency medicaffons and supplies were
required to be kept secure and checked
periodicaily for dates and storage in accodance
with the State Board of Pharmacy and federal
regulation. The policy further nated when facility
staff removed any medication from the
emergency kit the nurse would document the

F 431
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Continued From page 12

medication on the emergency kit log and fax the
log to the pharmacist. The faxed log was utilized
to inform the: pharmacy of items used from the
emergency kit and o replace the kit ar item,
According to the policy, when the new kil arrived,
the nursa was requirad to give the used kit ta the
phamacy parsonnsl for retum to the phamacy,

Observation conducted an 08/15/11, at 2:00 PM,
of the medication refrigerator located on the
South Unit reveated an smargency madication kit
in the refrigerator. The fallowing medications
ware ohgerved to be stored in the emergency
medication kit

—An unopened 10-milliliter muli-dose vial of
Novolog 1000U/m! with an expiration date of
August 2011;

—An unopenad 10-milliliter multi-dase vigl of
Novolin R 1000/10ml with an expirstion dste of
August 2011,

--An unopened S-millilter vial of Infuvite Adult
Multi-Vitamin for injection with an expiration dgts
of February 2010; )

~Thmee Phenadoz 25-milligraym rectal
suppositories with an expiration date of February
2011,

Intervigw conducted with Licensed Pracical
Nurse (LPN} #1 on 09/15M1, at 2:15 PM,
revealed the nurse was responsible to nofify the:
.| pharmacy when a medicafion was removed from
the emergency kit. LPN #1 stated the pharmaciat
was responsible to replace the opened kit with 2
naw kil whenever medication was removed, The

F 431
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LPN also stated the: pharmacy was responsible ta
check the expiration dates on the medications,

An interview conducted with the DON an
08/15/11, at 3:30 PM, revealed the pharmacy was
responsibie {0 replace the opened smergency
medication kit with a new kit and to chedk the
medications for expiraion dates. The DON

stated & pharmacy represantative had been at the
facility the previous week and had checked the
medication refrigerators. ' : '

F 469 | 483.70(h}(4) MAINTAINS EFFECTIVE PEST Fag9! (Dleas< S«  SZNewwa
8%=F | CONTROL PROGRAM : ' Faed '

e o~
‘e

The facility must maintain an effective pest
confrol program g0 that the fadility is free of pests
and rodents. ‘

Thizs REQUIREMENT s not met as evidenced
by:

The faciiity failed to maintain en effective pest
controd program to adequately eliminate/prevent
the harborage of flies and insects. On
09/13-16/11, fiias were observed {o be in the
cammaon areas, resident rooms, the dietany
department, and resident dining rooms.

The findings include:

An inferview conducted with the Facifity
Administrator oh 09/14/11, at 2230 PM (EDST),
rovesled the facility had na policy/procedure on
prevention/contral of flies.

Observations made during the svening meal on J
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D9/13/11, at 7:00 PM, revealed flies were in the
resident dining rooms and were flying around the
residents and the treys served to the residents.

Obszervafion of Residant #2 on 08/14/11, at 1010
AM (EDST), revealed Resident #2 sitfing in the
dining room awaiting a meal. The resident was
alen to time and place, During the observation
two flies were abserved to ba on the rasident's
mouth. An interview was conducted with
Rasident #2 at 10:10 AM (EDST), and revealed
the flies were bothersoma when he/she ate
megig.

A group inferview was conducted with sight
unsampled, alert, and oriented residenis on
09/14/11, at 3:30 PM (EDST). The interview
revealed files In the building had been a problem
during the summer of 2011,

Observation of the tray assembly line during
breakfast on 09/14/11, at 9:40 AM (EDST),
revealed two fligs In the kitchan area an clean
uiensils and dishware.

An irterview conducted with the facility
Maintenance staff on 09/15/19, at 4:30 PM
(EDST), revealed a spring closure had been
recommended by an environmental pest control
company. Based on intervisw, the spring closure
would ensure the door would close promptly, The
Maintenancs Director further stated the dietary
‘staff would be unable to prop the door open to
recaive supplies if the spring closure was =pplied.
The Maintenance Director stated the spring
closurs had not been epplied aithough the
closure was recammended by the pest service
representative.

F 489
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An interview canducted with the Facility
Administrator on 08/158/11, =t 2:30 PM (EDST),
revealed the Administrator was unaware the fliag
continued to be a problam,
F 5201 483.75{c}{1) QAA

=D | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance commitiee consisting of the director of
nursing services, a physician designated by the
facility; and at laast 3 other members of the
facility's staff.

The quality assessment and assurance
commitiee meets at Jeast quarterly to identify
issues with respect to which quality assessment
and assurance sctivities are necessary; and
develops and implements appropriate plans of
astion to correct identified guality deficiencias,

A State or the Secretary may not require
disclosure of the records of such committes
excopt insofar as such disclosurs is related to the
compliance of such committes with the
requirements of this section.

Good faith atternpts by the committee to identify
and cormedt quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not et as evidenced
by:

Obsarvations conducted during the breakfast
meal an 09/13/11, at 9:40 AM, revealed 2 fly was

F 489
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abserved to be fiying around the kitchen and
landed on & hanging serving utensil. Further
chearvations on 09/14/11, at 10:10 AM, revsaled
two fligs wera flying around Resident #2's food.
fray during the breakfast meal.

Deficient practice was identified during the
previous health survey completed an 08/05/10,
related to the faciiity's inaffective pest cantrol
program. According to the facility's plan of
carrection deted 09/09/10, the facility would
implemert a Fly Program and repart any
concems io their environmental setvice provider
for further recommendations. [n addition, the'
plan of correction noted the Maintenance Directar
{MD) would be responsible to monitor the
effectivaness of the Fly Program daily and report
any concems immediately to the service provider.
These conterns ware to be discussed in the
monthly Quality Assurance (QA) meetings to
determing the effectiveress of the action plan to
the need for other comectve action as indicated,

A review of the envirenmental service provider's
report dated 08/18/10, revealed the
environmental service provider had made 2
recommendation for & spring to be installed en
the door leading ta the outside from the kitchen
areatp enable the door to shut autermatically
when entering or exiting nesr the kitchen door.
Howaver, there was no evidence 2l & spring
had been installed on the doar as recommended.

An Intarview with the Director of Maintenance
(DOM) on 08/15/11, a1 2:55 PM, revealed he was
aware of the recommendations mads by the
envirenmental service provider on 08/416/10, and
sterted the facility had net discussed the possible
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causes for the continued observstions of flies
during the QA meetings or davelaped further
actions to corect the reoccurring pest problem in
the faciity.

An interview with the Administrator on 09/15/11,
at 5:25 PM, revealed the Administrator had been
&t the facilily for approximately three months and
was riot aware of the recommendations from the
environmantal service provider. The
Adminigtrator stated the fly problemn had been
discussed during the QA meeting and she had
not felt the QA program had been sffsctive to
| contrel flies in the facility since the problem had
bgen identified.
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Thiz FPlan of Carrection i=2 the centers
credible allegation of Compliance.

Freparation andfor execution of thig
plan of correction does not constitute
admission or agreement by the
provider of the truth of the facts
alleged or conciugions set forth in the
statement of deficiencies. The plan of
correction is preparad and/or executed
solely because it is required by the
provisions of federai and state law.

F246D

Corrective  Actions  for  Targeted
Residents;

Rasident # 1 received a longer cord for
the over bed fight on September 18 2011.

Identification of Other Residents with
Potential to 8¢ Affected:

MNon-clinical rounds were made by the
faciiity managers on all residents. Any un
met needs were identified and corrected
immediately. Facility managers consists
of but not limited to: The ED, DNS, ADNS,
Director of Education, Activitieg
Director/Assiztan, Director of
Maintenance, Director of Hsk, MDS
Coordinators, Direclor of Admissions,
Dietary Manager and Social Warker.

Staff was reminded |, by re- in setvicing, to
complete maintenance work orders in
accordance with facility's guidelines. This
was completed the week of September
17, 2011.

Systemic Changes:

Needs of all residents will be cbserved
during Guardian Angels non clinical
rounds. These rounds are conducted
weekly on all residents. Any un-met
needs are corrected immediately or a plan
to correct is initiated. The Guardian Angel
will document their findings on the revised
Non-Clinical Rounds check-list.

Facility Managers are the Guardian
Angels,

Mgonitoring:

The non-clinical rounds checklist is
raviewed daily in the Daily Stand-up. The
Daily Stand-up consists of the facility
managers. :

Summary of the check list will be reported
to the monthly QA Comimittee far follow
up, if needed.

Caorrection Date: October 20, 2071

e SL29-2E6-BLS oy L2:bT 1T82-97-030



6817 0N WAEZ7 1107 9L a5 WL peatasay

This Plan of Carrection is the center's
credible allegation of Cempliance.

Preparation andfor execution of thijs
plan of correction does not constitute
admission or agreement by the
provider of the truth of the facts
alleged or conclusions =et forth inn the
statement of deficiencies. The plan of
comection is prepared and/or executed
solely because it is required by the
provisions of federal and state law.

F 252E

Corrective  Actions for  Targeted
Residents:

No individuais were identified to be
affected by thig sileged deficient practice.
Resident Room 20 was deep cleaned.

identification of Other Residents with
Potentiai to Be Affected:

All residents have a patential to he
affected by this practice.

Residents rooms and common areas
were inspected for dust. cobwebs and
odors on September 15, 2011. Any
issues were comected immediately,
These inspeclicn were completed by the
HSK Director.

Systemic Changes:

Residen1 Roemns were deep cleaned using
the Five Step Cleaning Method,

Hsk staff was in serviced on the Five Step
Cleaning Method. This in service was
completed on September 16, 2011

Moaonitoring:
ED, DNS, and Director of HSK will

complete daily observation rounds af the
facility for odars, dust, and cobwebs. Any
issues will be comected immediately.
These observations will be conductad with
the nomnal daily rounds,

The ED and Director of HSK makes
manthly rounds of the faciity. These
rounds include but rot limited to, checking
room for cleanliness, and the facility for
any gdors.

Summary of these observations will be
reported to the monthly QA Committee for
follew up, if needed.

Correction Date: Oetober 20, 2011
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This Plan of Correction is the center's
credible ailegation of Compliance,

Preparation andfor execution of this
plan of correction does not constitute
admission or agreement by the
provider of the truth of the facts
alleged or conciusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed
solely because it is reguired by the
provisions of federal and state law.

F253E

Corrective __Actions  for  Targeted
Residents;

No individuals were identified to be
gifected by this alleged deficien practice.
The chipped Fommica was repaired on
September 15, 2011. The lcose or tom
wallpaper was repaired or repluced on
September 15, 2011. The locose base
board was repaired on September 15,
'2011. The missing puli cords for overhead
lights was replaced on September 15,
2011. The missing healer cover wss
replaced on September 15, 2011,

Identification_of Other Residents with
Potential to Be Affectad: _
_ All residenis have a potential to be
affected by thiz praclice.
The Director of Maintenance completed a
facility wide tour to check for loose or tefn
wallpaper, chipped Formica, loose base
boards, missing covers far heaters and
missing pull cards for over beds lights.
Any issues were corected immediately.
This  was completed the week of
September 19, 2011.

Systemic Changes:

ED and Director of Maintenance will
complate daily observation rounds of the
environment. [ssues will be correcled
immediately or plan to comrect will be
initiated immediately. Staff were reminded -
to placed maintenance work orders if they
qbserved any issues with the
environment.

Monitoring:

Summary of these observation rounds will
be reported o the monthly QA Committee
for follow-up, if needed.

Carrection Date: October 20, 2011

£S-pEveed SJ29-cr6-al 2 w0 82:+1 1382-91-23d
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This Plan of Correction is the centers
credible allegation of Compliance,

Preparation andl/or execution of thig
plan of correction does not constitute
admission or agreement by thée
provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correclion is prepared and/or exgcuted
solely because it is required by the
provisions of federal and state law.

F371D.

Correcfive _Actions _ for_ Targeted
Residents:

No individuals were identified to be
affected by this alleged deficient practice.

Identification of Other Résaidents with
Potential to 8e Affested:

All residents have a potential to be
affected by this practice.

Systemic Chanqes:

The wall fan was removed from the dish
roGm.

Monitoring:

The ED and DSM will complete an ED
dietary  checklist weekly through
Becember 31, 2011 and then monthiy
thereafter during meal service. '
Sanitafion Ql audit wiil be completed by
the Dietitian Consultant quartarly.

All checklist/audits will be reviewed for
rends with results and aclion plans
reported in quarterly QA&A minutes,

Carrection Date: Octoher 20, 2011
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This Plan of Correction is the centers
credible allegation of Compliance,

Preparation andlor execution of this '
plan of carrection does not constitute
admission or agreement by the
pravider of the truth of the fadts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed
solely because it is required by the
provisions of federal and state law.

Farzr

Corrective  Actions __for  Targeted
Residents:

No individuals were idenlified to be
affected by this alleged deficient practice.

ldentification_of Other Residents with
Al residents have a pofential to be
affected by this practice,

Systemic Changes:

Garbage wilt be removed from the facility
usirg "barrels” on wheels,

No garbage will be “stored” cutside using
portable dumpstars,

Staff has been in serviced on the naw
systern of garbage containment. All staff is
to ensure that fhe lids are shut on the
dumpsters and the gale is ciosed
surmounding the dumpsters.  This in
service was completed the week of the
Seplember 19, 2011,

The dumpster sitting outside the fence will
be moved.

Manitering:

The ED, DNS, Directar of Maintenange,
Dirgctor of Hsk and the DSM wilf complgte
daily observation rounds to ensure that
the garbage is removed from the facility
timely and in the proper container and that
at no time s garbage stored outside the
facility.

Summary of these observations will be
reported to the QA Committee for follow-
up if neaded.

Correction Date: October 20, 2011

£S/THiased ' S429-2E6-alZ1wod H B82:+1 T182-91-23d
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Thig Plan of Correction is the center's
credible allegation of Compliance.

Preparation andl/or execution of this
pian of correction does not constitute
admission or agresement by the
provider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed
-golely because it is required by the
provisions of federal and state law.

Fa31D

Caorrgctive  Actions  for  Targeted
Regidents:

No individuals were identified o be
affected by this alleged deficient practice.

Idgntification of Other Residents with
Potential to Be Affected:

All residents have a potential to be
affected by this practice. i
Med rgoms and medication carts were
inspected by the ONS/ADNS for any
expired medications. Any expired
medication found was remagved,

Drugs used in the facility are lakeled and
slored in accordance with professional
standards that include expiration dates,
ternp control, locked compariments with
only authorized personnel having access
1o the keys,

Medications stored in refrigerafors will be
checked for expiration dates weekly for
ofie month and monthly therezfier by the
licensed staff, DNS/ADNS. Any issues
will be corrected immediately.
The contracted Pharmacist will perform a
check of all stored medication for any
expired meds, monthly. (ssues will be
handled immediately. .
EDKs are changed three times a week.
Mew ones delivered and others retumned
to Pharmacy by Pharmacy representative
Licensed staff will be observed for med
pass competency: which includes locking
"~ the medication carl. These compelency
are preformed every six rmonths. The
Director of Education completes the
competencies,

Monitoering:

- A Summary of the Competencies will he
reported to the monthly QA for follow up, if
needed. .

The contracted pharmacist will report her
findings to the monthly QA Committee, for
follow up |, if needed.

Correction Date: October 20, 2011
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This Plan of Cerrection is the center's
credible allegation of Compliance.

Preparation andf/or execution of this
plan of correctian does not constitute
admission aor agreement by the
provider of the tuth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
carrection is prepared and/or executed
solely because it iz required by the
provisions of federal and state law.

F463 F

Corrective  Actions for  Targeted
Residents:

Resident #2 will be monitoring by nursing
staff while she is eating to ensure that no
flies are "bothersome” to her.

identification of Other Residents with
Potential to Be Affected:

All residents have a potenliat to be
affected by this practice.

The facility has a contraet with Ecolab for
fly prevention. Ecolab treated the fadiity
twice in August, twice in September 2011
and monthly since 08-2010 during spring
and summer months.

;?:!_s_ggmic Changes:

New system for garbage containment,
please refer to F Tag 372,

Staff has been directed (o use the front
doars for entrance and exit to the facility,
Fly lights will be installed by the Therapy
Door and the Door by room 114, this is
the door that the garbage will be faken
outside the facility. This was completed
the week of September 19, 2011

Monitoring:
Al staff will manitor for fies daily and

report. issues o the Director of
Maintenance. Thiz monitoring will be par
of their daily duties.

The Director of Mainfenance w1l! review
report from Ecolab in the monthly QA
Meeting.

Correction Date; Qctober 20, 2011

£S-Episeed _ S429-CEk-Bl2We i 4 82:%1 1T82-97-030
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§20 con't

responsibilities will be conducted off
Qctober 10, 20141.

Monitoring:

The QA commibee will review summaries b
of obswrvations rounds by the ED,
Maintenance  Director, Direclar  of

This Flan of Cormrection Is the center's
credible allegation of Carmnpliance.

Preparation and/or execution of this
plan of correction does not canstitute
admission or agreement by tha
provider of the truth of the facts
alleged or concluslons set forth in the
statement of deficiencies, The ptan of
correction is prepared undlor executed
solely because it is required by the
provizions of federal and state law.

F520D

Corrective  Actions _ for  Targeted
Y Resgidents:

Mo individuale were identified to be

affecled by this alleged deficient practice.

Identification of Other Residents with
Patential to Be Affested:

All residents have a potential to he
affected by this practice.

The facdiity's Quality Assurance meels at
least monthly to review and analyze data
from various socurces that may help to
identify the possibilities- of deficient
practices, These may include but are not
limited fo reporis from outside contractors,
such as the Pest Control Pragram. The
facility's Quality Assurance Committee
members: consisis of the Execulive
Director, Director of Nursing Services,
Medical Director, Assistant Director &f
Nursing, Directar  of Education, -
Admissions Director, Social Worker,
Director of Aclivities, Resident
Assessment Coordinator, Therapy
Superviser, Direclor of Naintenance,
Director of Housekeeping/Laundry,
Business Office Manager, DOirector of
Human Resources, Phanmnacists
Consultant, Dietary Manager,
Restorative Supervisor, Wound
Prevention Coardinator, Safety Commitlee
Chafr.

Reports from outside contracters , such as
Pest Contral was reviewed by the
Execulive Director on September 18,
2011. The reports were reviewed for any
suggestions that may have no! been
acled on. Any (ssues were corrected.

The QA Commitlee meefs the |ast
Wednesday of each month.

Systemic Changes:

The Quality Assurance Commities was In
senviced on repons/infamation they ste fo
provide lo the Committes, This wab
completed on September 16, 2011 and
September 19, 2011 by the Executive
Director, A final review of the
Committee’s functions and the members

£QbhiaeRy - Slg9-2be-gid a4 - g2'FT TI82-57-23d
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FURM APPROVED

JEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO 0838-0391

SENTERS FOR MEDICARE & MEDICAID SERVICES

ATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE CONSTRUCTION o O upLereD
. 1CAT M : ;
D PLAN OF CORRECTION IDENTIFICATION NUMBER ABULDING o1 - ML UILENGTM TR
| D S 2 Y E
185257 B VNG =2 08/ 52011
4ME OF PROVIDER OR SUPPLIER STREET ADDRESRIQITY. STATE.ZIP CODE . ., U
- GREEN HILL 213 INDUSTR DAD Vi T4 LU
3OLDEN LIVINGCENTER- . GREENSBURG, HY 42743 '
s 1 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERES FSAMIOE CHRRRR 10T i & (x8)
F?:E)mx (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ’ (EACH CORREGTIMEATTIN SHOLLD EE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TU THERP DATE
. o DEFICIENGT)
K 000} INITIAL COMMENTS K 000!  This Plan of Correction is the center's
credible allegation of Compliance.
CFR: 42 CFR 483 70(a) ' Preparation andfor execution of this
. . plan of correction does not canstitute
BUILDING: 01 _ admission or agreement by the
provider of the truth of the facts ]
PLAN APPROVAL 1978 alleged or conglusions set forth in the
statemeot of deficiencies. The plan of
SURVEY UNDER; 2000 Existing correction is prepared and/for executed
: solely because it is required by the
EACILITY TYPE: SNFINF ! .provisions of federal and state law,
Octo
TYPE OF STRUCTURE: One story, Type K025 201 lber 20
111(000) _ : Corrective  Actions  for  Targeted
_ Residents: :
| SMOKE COMPARTMENTS: Nine smoke No individuals were identified to be
' compartments - affected by this alleged deficient practice.
EF!RE ALARM: Complete fire alarm system with | Identification of Other Residents with
heat and smoke detectors. _ Potenn‘al to Be Affected;
All residents have = potentia! to be .
SPRINKLER SYSTEM: Complete automatic . affected by his practice. | i
- (dry) sprinkler system, Systemig Changes:;
GENERATOR: Type |l generator. Fusl source is All penetrations of smoke barmer walls
diesel. have been repaired.
A life safety code survey was initialed and ; Monitoring:
| conciuded on 09/15/11  The Aindings that follow | The‘ Director of Maintenance will conduct
demonstrate noncompliance with Tile 42, Cods an inspection of the smpke barfiar walls .
of Federal Reguiations, 483.70 (2) el seq (Life mc;nitgly anddaﬁer any worl; conductgd by ;
Safety from Fire). The facility was found not in . oulside vendors. Issues, if any, will be
Al hance with the Requirements for corrected  immediately Outcemes  of
supstanbal comphang Squir these inspeclions will be reported to lhe
Participation for Medicare and Medicaid. Manthly QA Committee for follow up, if
. needed.
Deficiencies were cited with the highest
deficiency identified at "F" level. ) :
K 025' NFEA 101 LIFE SAFETY CODE STANDARD K 0z5 Cerrection Date: Ottober 20, 2011
SS=F | : . ! '
%Toﬂif DIRECTOR'S GR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIFLE {X5) DATE
~ ' ey { o Ic,
VL-::/LJ"Q(’?\& Ve T lUmnys YecutizeOcede Yo7] 201

» defictency siaternent ending with an asterisk (7} denotes a deficiency which the institulion may be exclised from carrgcting froviding il Is determined that
a2t safaguards provide sufficient protection to the patients (See instructions.) Exceplt for nursmg homes, the findings staled above are disclosable 90 days
wing the date of survey whether or not a plan of comection is provided. For nursing homes, the gbove findings and plans of correciion are disclusable 14
s following Ihe date these dacumants are made zavatlable to the facility If deficiencies are ciled, an approved glan of correchion 15 requisite to continued

gram participation.

M CMS-3567(D2-80) Pravious Versions Obsolata Eveni D &QGL2Y Faulity IC- 100162 If conbiavalion sheel Page 1 of 4
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0938-0351
ITATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED

A, BUILDING M - MAIN BUILDING

SWNG__
185257 09/15/2011

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
213 INDUSTRIAL RCAD

GREENSBURG, KY 47743

GOLDEN LIVINGCENTER-GREEN HIL.L

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUELATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENCY)
!
K 025! Continued From page 1 K 025!
. v : |
Smoke barriers are constructed to provide at i |
least a one half hour fire resistance rating in
accordance with 8.3. Smoke bartiers may

terminzte at an atrium wall. Windows are |
protected by fire-rated glazing or by wired giass ! .
paneais and steel frames. A minimum of two
separate compariments are provided on each
floor. Dampers are net required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3,19.3.7.5, 19.1.6.3,19.16.4

 This STANDARD is not met as evidenced by,
~ Based on observation and interview, the facility
" failed to maintain smaoke bamriers with a one-half
- hour fire resistance rating as required. The !
facility faited to ensure that penefrabons at smoke
. barrier walls were properly sealed. This deficient |
- practice affected seven (7) of ning (9) smoke ; N
| compartments, staff, and approximately e i
eighty-five (89) residents. The facllity has the : 5
capacity for 118 beds with a census of 111 on the .
day of the survey. ' ' '

The findings inciude: ] . N ;

During the Life Safety Code survey on 09/15/11, :
at 09:15 AM, with the Director of Maintenance ' _ ‘:
(DOM), the fire/smoke barrier wall in the front hall '
aftic area was observed to have a gap around
piping that was penetrating this wall. Fire/smoke
barmier walls must be properly maintained to '
prevent fire and smoke from spreading 1o other
areas of the facliity in a fire situation. Dunng the
survey four other fire/emoke barrier walls wera

IRM CMS-2587{02-99) Previous Versions Obzalete Event ID: 6QGL21 Facility ID: 100152 if continuation sheet pagé 2ef4d
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ODEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
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FORM APPROVED
OMB NO, 0938-0391

JTATEMENT OF DEFICIENCIES (R1) PROVIDER/SUPPLIER/CLIA

WD PLAN OF CORRECTION

IDENTIFICATION NUMRER:

185257

{ B. WING

(X2) MULTIPLE CONSTRUCTION -
A BUILDING 01 - MAIN BUILDING 11

(X3) DATE SURVEY
COMPLETED

09/15/2011

NAME OF PROVIDER OR SUFPPLIER

GOLDEN LIVINGCENTER-GREEN HILL

STREET ADDRESS, CITY, STATE, Zif CODE
213 INDUSTRIAL ROAD

GREENSBURG, KY 42743

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D ; FROVIDER'S PLAN OF CORRECTION {X5)
PREF{X | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TD THE APPROPRIATE DATE

DEFICIENCY) .

K025

Continued From page 2

observed to have gaps around conduit andg wiring
and non-rated insulation filling holes in thase
walls. An interview with the DOM on 09/15/11, at
09:16 AM, reveaied the DOM must have missed
these areas in the past while maintaining these
walls.

Reference: NFPA 101 (2000 Edition).

189373

Any required smoke barrier shall be constructed
in accordance with Section 8.3 and shall have &
fire resisfance rating of not less than 1/2 hour,

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic tubes and ducts, and similar
building service equipment that pass through

" floors and smoke barniers shall be protected as
- follows: '

(a) The space between the penetrating item and

"the smoke barrier shall

1. Be filled with a material capable of maintaining
the smoke resistance of the srhoke barrier, or

2. Be protected by an approved device designed
for the spegcific purpose,

(b) Where the penetrating itermn uses a sleeve {0
penetrate the smoke barrer, the sleeve shall be
solidly set in the smoke barrier, and the space
between the iterm and the sleeve shall

1. Be fillad with a material capabie of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device designed
far the specific purpose.

{c) Where designs take transmission of vibratian
into consideration, any vibration isolation shail

1. Be made on either side of the smoke barrier, or
2. Be made by an approved device designed for
the speciiic purpose.

i
i

i

K025

Ham CMS.25957(02-88) Pravious Versions Obsolels
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Facility iD: 100152 If coniinuation sheat Page 3 of 4
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED'
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0387
ITATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
. TION IDENTIFICATION NUMBER: - COMPLETED
ND PLAN OF CORRRGT! : A BULDING 01 - MAIN BUILDING 01
B. WING
1856257 : 09/15/2011
NAME OF PROVIDER OR S§UPPLIER STREET ADDRESS, CITY, STATE. 2IP CODE
213 INDUSTRIAL ROAD
: VINGC -GREEN HILL
GOLDEN LIVINGCENTER GREENSBURG, KY 42743
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION | (x5)
BEREFX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD gk | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APRROPRIATE | DATE
' DEFICIENCY) : E
! :
i
i
i
|
i
i |
i
|
|
i
!
i
f
!
|
i
‘2 |
i
IRM CMS-2567(02-99) Previcus Versions Obsolete Evenl IDx 6QGL21 Facilty ID: 1001452 If continuation shest Page 4 of 4
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