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" A standard health survey was conducted on
: 07/18-21/11, Deficient practice was identified . '
with the highest scope and severity at "G" level, -
with no oppartunity to correct. - ' ] .
An abbreviated standard survey (KY16697) was F 281 SERVICES PROVIDED MEET |
also conducted at this fime. The allegation was PROFESSIONAL STANDARDS
substantiaied with related deficiencies. : The facility has ensured the following corrective
F 281 | 483.20(k)}(3)(i) SERVICES PROVIDED MEET F 281 actions:
585=D | PROFESSIONAL STANDARDS ' s On'7/20/11 Licensed Practical Nurse (LPN)
#1 received 1:1 counscling and additional in-
The gervices provided or arranged by the facility - service training by the Director of Nursing
must meet profeesional standards of quality. regarding the verification of g-tube placement
. when administering enteral wbe medications,
{Amachment #1),
This REQUIREMENT is not met as evidenced The facility has taken the following action to
by: prevent this practice from affeeting nther
Based on observation, interview, and record i residents: :
review, it was determined the facflity failed to ! A Protocol for G-Tube Adminisiration of
. meet accepted professional standards of quality | Medications was developed on 7/21/11. All
i for one of eighteen sampied residents, The { Nursing Staff (RN & LPN) wers in-serviced
facllity failed to verify Resident #18's gastrostomy : on the protoco! on that datc, or prior to
tube placement prior to administering | _ ?;3‘“':"3 ‘21‘;;’“”‘3"“ shift of work.
i ; - lachmen
medications via the gastrostomy wbe. On 7/20/11. an immediate verbal in-service
. . ) revicw was conducted by the Director of
The ﬁndmgs include: Nursing with nursing staff on duty, and
) . . - followed up with the remainder of the nursing’
— Resident #12 was admitted to the facility on staff prior to beginning their nssigned shift.
05"' 13/04, with diagnoses of Traumatic Brain reparding the requirement for verification of
fnjury, Dysphagia, and Gastrostomy Tube g-tube placement when administering entera!
Placement. A quarferfy review assessment tube medications, (Altachment 43)
i completed on 0G6/28/11, revealed the resident Lo . .
! . : N i | The facility has initiated-the following systemic
;ea?l;'ir.ﬁidn;xmnswe assistance for all activities of changes to prevent this practice frem recurring:
’ *  Review of the G-Tube Adminisiration of
. o Medications has been added 1o the orientation
An observation of medication pass conducted on chezklist for new siafl nurses,
07/20/11, at 11:30 AM, revealed Licensed - { Attachment #4)
|
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F 281 i it i
Conhpued From page 1 . F 2B} | The facility will sustain performance
Practical Nurse (LPN) #1 administerad || [through the following monitoring practice:
medication ta Resident #18 via the gastrostomy '+ Aspart of the monthly QT review checks, the
tube route. EPN #1 flushed the resident’s | Dircetor of Nurging and/or Desipnee will -
gasirostomy tube with water and then complete 5 25% random sampling of the of
administered the medication; however, the L PN  facility residerits who receive enteral
was not ohservad to check the gastrastomy fube i mccifca.t:ions ard ghal! visually monitor the
placament prior to administering the medication. adm!n:sTratmn ofa rcsm.lcn‘t's g-tube
medication. The sampling shall cross all
An interview con . shifts. residents who receive enteral
. ducted on 07,’/20! 11, a,t 11:45 AM, medication. and alf nurses on a rotational
with LPN #1 confirmed she did not verify basis. Additional i fec traini
Resident #18's gastrostomy fube placement pri o aaiions II-Soriict ramine
to administrati f ube p prior feducation. if required, shall be accomplished
o administration of the medications. The LPN at the time of cach 1:1obscrvation,
further revealed gastrostomy tube placement {Attachment #5)
should have been verified pnor to admiristering The Director of Nursing shall summarize the
medication, number ol times a g-lute veriGication of
. placement crror occurred on the departmental
An interview conductad on 07/20/11, at 4:00 PM, Moenthly CQI report, (Attachment #6)
with the Director of Nursing (DON) revealed a The Director of Nursing and / or Designee
resident's gastrostomy tube should have been (ADON, Pharmacist, el.f:.) shall continue Lo
" checked to verffy proper placement priof to tha make manthly observations of Nurse/CMA
administration of any medication. The DON stafT during medicstion pass lo manifar for
further revealed the facility had ne policy | ;g:f,i‘-;ﬁ-nia"qmcﬂ'"?m&,ind fheir ATt
regarding the administration of gaslrostomy tube ponumereTien. o8 per o7 e GnEome qualily
medications, COMPLETION DATE: 7729711
F 2_82 483.20(k)(3)(ii} SERVICES BY QUALIFIED F 232 T
The services provided or arranged by the facility FERSONS/PER CARE PLAN '
must be provided by qualified parzons in The facility has ensured the fllowing corrective
accordance with each resident's written plan of actions: .
care, = 0On 7/1111, Resident #1 had an alarming
_seathelt placed on the wheetchair per
: physician orders. {Attachment ¥7)
This REQUIREMENT s not met as evidenced
by: ' :
Based on Interview, record review, incident
reporis, and fall investigation review, it was
determined the facility failed to provide care in
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- accordance with tha resident's written care plan

; Chronic Pedat Edema, and Pain.

| An Incident Report completed on 06/10/11,
revezled Resident #1 was found lying on the floor

| (CNA) care plan (no date) revealed an alarming
. seat beli restraint was to be utifized when the
_resident was up in the wheelchair.

for one of eighteen sampled residents. Resident
#1 was assessed and care planned to require an
alarming seat belt restraint to the wheelchair at alf
times, However, on 07/11/11, the resident was
placed in & wheelchair without an alarming seat
beit, stood up unassisted, and sustained a fall
resulting in a left elbow fracture,

The findings inciude:

The facility admitted Resident #1 on 04/10/11,
with diagnoses of Status Post Cerebral Vascular
Accident, Csteoporosis, Dementia, Hypertension,

and unable to explain what happened. A review:
of the Fall Risk Evaluatior dated 05/10/11,
revealed the facility assessed Resident #1 et high

risk for falls with a score of 20, According to the
evaluation, a score of 10 or above répresented a |
high risk for falls. A review of the Physical ;
Restraints Care Area Assessment (CAA) dated
06/14/11, revealed Resident #1 required an® - |
alarming seat belt restraint while up in the

wheelchair due to attempts to get up without

assisfance.

A review of the resident's comprehensive care
plan revealed Resident #1 had a care need
identifiad related to potential for falls which was
updated on 06/14/11, to Inciude an alarming seat
belt. Review of the Ceriified Nursing Assistant

i The facility has initinted the following systemic

' offushift and the ont coming on-shift will compizte
» a walking round of Resident rooms tn verify
- placement of ail safety devices as listed on the

i Alarm shect. The Charge Nurse shall place the

| gppropriate signatures and forward to the DON,

(%43 1D SUMMARY ETATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE CDMgliﬁgﬂDN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROBS-REFERENGED TO THE AFPROPRIATE DATE
DEFICIENCY]
. ' . The facility has taken the following rction to
F 282! Continued From page 2 *F 282|| prevent this practice from affecting other

residents:

*  On711/i1.all Residents” safoty devices were
inspected for aceuracy and proper usage by the
Medical Records / Central Supply Clerk. and-
verified by the Assistant 1Jirector of Nursing
and Restorative Nurse Coordinator with each
Resident’s Physician's Orders and Individual .
I’lan of Care.

changes to prevent this practice from recurring:

= A comprechensive list of all Safety Devices
uscd by facility Residents was developed on
7/12/11by the ADON and Restorative Nurse
Coordinator {Interventions/Alamms Flow
Sheet: Attachment #8a - Nerth and #8h
South), All facility nursing stafT (RNs. T.PNs.
CMAs, SRNAS) were informed vid an n-
service maining ko initlate the following
practice:

17 At cach shifl change, the SRNA geing

Interventions/Alarms shoet for their assigned unii
The completion of this review will be evideneed by
each SNRA's signature on the Interventions/Alamm
ghoet, The completed sheet, with signaiures. is
then to be given te the on-coming Shifl Charge
Nursa. : .
2) The Shift Charpa Nurse will complete
a separatc walking round to verily each device after
the change of shift round has heen completed. This
visual check shall be svidenced by the Charpe
Nurse's individual signature on the Interventions/

completed shest in the ADON mailbax for review., |
3) The ADON shall review for

who shail review and then forward the signature |
sheets to the Administrator for meview and Fiing.
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] : Review of the nurse's note dated 07/11/11, at

1 10:5C AM, revealed Resident #1 was SImng ina

' whealchair by the nurses' station on the South -
Hall. The resident stood up and fell to the floor,
The resident was assessed with complaints of left
elbew pain and was transferred to the hospital for
evaiuation, The resident was diagnosed with a
fractured left elbow,

| A review of the Incident Report and Fall Review

! Assessment dated 07/11/11, revealed Resident

| #1 was in the wheelchair when the resident
attempted to stand/transfer unassisted and fell to
the floor, The report identified an alarming seat
beat restraint was not implerented or in place as

required on the resident's plan of care when the
resident fell.

Resident #1 was observed on 07/20/11, at 10:15
AM, sitting in the wheeichair in front of the South
Hall nurses’ station. A chair and seat belt alarm
| were in plage. A sling was chserved on the

: restdent's left upper arm.

~An interview with CNA #1 on Q7/21/11, at11:45
AM, revealed she was assigned fo provide
Resudent #1's care on the day the fall occcurred
(07/11/11). CNA #1 stated resident restraints
would be included on the CNA care pian. The
CNA reported she did not atways look af the care
plans at the start of her shift and would
sometimes gef verbal report from the CNA on the
pnor shift. CNA #1 reported she received '
in-service training about once a month on
restraints and staied she was trained to apply
alarming seat belt restraints per the resident's

. care plan. CNA #1 stated on the day Resident #1

PP,

The facility will sustain performance through
the following menitoring practice: i

.

EDGEWOOD ESTATES b
. FRENCHBURG, KY 40322

0%4) 11 SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION "
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTNE ACTION SHOULD BE comf?{»ch

TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

. DEACIENCY}
. ¢ ¢ A training Protocol was d-cvc!crpcd on
282 Continued From page 3 F 282 712/ 1 for Monitering of Alarms and Safely

Devices. {Atrachment #9).

In-service training provided by the Director of
Nursing on 7/12/1 [ (verbally on 7/11/11) to
licensed and certified nursing staff on the
Marritoring of Alarms and Safetv Devices
Profocel. (Aftachment #10)

The Director of Nursing shall updets all
Resident Care Plans daily for any change in
safery device orders per physician dircetive.
The Direetor of Nurging shall enaurs the
Rastorative Nurse Coordinator is informed of
any change via mailbox notification on the
Safety Device Change Form. (Attachment
#113. The Restorative Nurse Coordinator shall
ensure each device is instalied end updates are
made to the comprehensive Tnferventions /
Alarm shett.

In the weekly Fall Commiitce Mecting, each
Resident’s safery device(s) shall be reviewed
by the interdisciphinary team for: 1) medical
symptom that warrants device: 2} other
devices that may be feast resirictive: and 3}
documentation of reason deviee gshould/should
not be continued. An updated Iist will be
placed at each nurse station by the Restorarive
Nurse Coordinator, or assigned designee. of -
the committee changes, This new sl is 1o be
used by all dircet carc staff as the daily
checklist for the upcoming week.-

The Restorative Nurse Coordlnamr shali
continue 10 monitor the use of Resident safety
devices as part of the dopartmental
Continuous Quality [mprovement process,
The Directar of Nursing and / or Designee
shall eontinue 1o maonitor regident care plans
through the multidisciplinary care planning
process a minimum of ; on
admission/readmission: quarterly: for
significamt change. & PRN.

1
|
!
i
i

FORM CMS-2567(02-98) Pravioux Versions Onsaleta . Evenl ID;DTVM11

Received Time Aug. 24 2071 5:07PN No. 1678

Faifiity ID; 100700 If continuation sheet Page 4 of 14




A8/24/2811 18:98 16867689865 EDGEWOOD ESTATES PAGE  BE

‘ ' PRINTSD: /201
DEPARTMENT OF HEALTH AND HUMAN SERVICES FDFEEI A?:’a;%%VES
_CENTERS FOR MEDICARE & MEDICAID SERVICES : ‘ . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X3) MULTIPLE CONSTRUCTION : (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A, BUILEING . .
185423 B, WING : ©
. . Q212011
NAME OF FROVIDER OR SUPPLIER : ‘ BTE RET ADDRESS, CITY, STATE, ZIF CODE
195 BERRYMAN ROAD
EDGEWOQOD ESTATES )
' . “RENCHBURG, KY 40322
[%d) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (%5)
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD &E COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS REFERENGED TO THE APPROPRIATE DATE
‘ ‘ . DEFICIENCY}
' & The Dircctor of Nursing and / or Desi Bnee
F 2682 | Continued From page 4 : ' F2872|  shatl expand the monthly chart andit o
fell she (CNA #1) failed to check the CNA care inchude a 20% (14 charls) !'a.mfom sampling of

resident care plans to meonitor for corrcct

plan prior o caring for Resident #1 and failed to mplementation,

check the alarming seat belt restraint after !
; transferring Resident #1 to the wheelchalr. : | COMPLETION DATE: 722/11

An inferview with CNA#2 on 07/21/11, at 1:40
PM, revealed she assisted CNA #1 to fransfer
Resident #1 info the wheelchair on the day of the
fallfincident. The CNA stated she had taken care
of Resident #1 earller In the month and

.| remembered the resident had a saat belt restraint
‘1 at that fime. CNA #2 said she did not notice if
Resident #1's alarming seat belt was in place as
she was only assisting CNA #1 with a transfer.
CNA #2 stated she would have expected CNA-#1
, to manage any application of restraints,. CNA #2
.+ reported all CNAs are trained io review the CNA
care plans at the beginning of each shift to
determine the resident care needs. -

An interview with Certified Medication Assistant
(CMA) #1 on 07/21/11, at 3:50 AM, revealed seat
belt restraints and alarms were documented on
the resident's Medication Administration

-1 Record/Traatment Administration Record
{MAR/TAR) and the CNA care plans. The CMA
stated it was the CMA's responsibiltty to ensure
the CNAs were applying alarms/restraints as
required and fo docurnent this on the MAR/TAR .t
. twice per day, at 3,00 AM and 8:00 PM. ‘
| According fo the CMA, on the day of the

: resident's fall with injury, she onty verifiad the
chalr alarmm o be in place, and did not check for
the alarming seat belt. However, record review of
Resident #1's MAR revealed staff had signad the
MAR on 07/11/11, indicating the seat beltwas in
place at 7:00 AM, prior o the resident's fall,

ity 19; 100700 _ If continuation sheet Page 5 of 14
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F 282 | Continued From page 5 . F 282

An interview with the Director of Nursing {DON)
on 07/21/11, at 2,10 PM, revealed nurses were

: frained in orientation to monitor the use of
rrestraints. The nurse was responsible to check

t behind the CMAs o see if they were documenting
on the MAR/TAR that residents’ restraints were in : .
place. The DON stated nurses were also frained !
| to go behind CMAs and do visual checks to -
ensure restraints were in place.

An interview conducted with LPN #2 on 07/21/11, |
at 6:40 PM, revaaled on the day of the incident
she abserved Resident #1 stand up and also
heard the chair alarm sounding. The LPN stated
befora she could get to the resident hefshe fell.
Further interview revesied seat belt restraints
were monitored through the sign-off an the !
: TAR/MAR. The LPNs were responsible to check
after the CMAs to ensure restraint and alam
check-offs were being performed. Furthermore,
the LPN stated visual checks were performed to
ensure resldents’ alarms and seat bekt restraints
were in place. LPN #2 reported she was familiar
with Resident #1 and aware Resident #1 had an
order for a seat belt restraint. The LPN stated
she "had not gotten around to checking CMAs'
MARS/TARS" and had not ensured the seat beit
was applied prior to the fall on 07/11/11.

An interview with the Administrator C7/21/11, at
7:00 PM, revealed the facility had no policy i
.| related to Care Plans or Care Plan "
implementation.
F 323 | 483.25(h) FREE OF ACCIDENT F 323

$8=G | HAZARDS/SUPERVISION/DEVICES F 523 FREE OF ACCIDENT HAZARDS!

SUPERVISION/ DEVICES

' The faciiity must ensure that the resident
s environment remains as free of accident hazards
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) ‘ The facility has ensured the {ollowing corrective
F 323 | Continued From page 6 : F g2g|retions: - , )
. . . . *  On 7/11/11, the Director of Nursing

as is possible; and_ éach resident receives completed individual emploves warning

adequate supervision and assistance devices fo feounscling scasions for all nursing staft

prevant accidents. assigned to Resident #1%s carc. regarding (1)

. . the daily review of Resident Care Plans for

; . i updefes / changes prior 1o current shift: and.

' ) (2) monitoring of gafety deviee placernent and |
‘ usage, {Reviewed by Survey Team at time of

This REQUIREMENT - I8 not met as evidanced inspection),

by

Based on intarview, record review, policy review,

and review of the facility's fall investigation, it was

The facility has taken the following action to
prevent this practice from affaeting other
residents:

determined the facifity failed to ensure one of »  On 7/12/11. the Dircctor of Nursin
; \ . . g

eighteen sampled resmengs'(Remdent #1) completed In-service training to all nursing
recelved adgquate supervision and assistance {o employses regarding the daily review af
preyent.accldents. Resident #1 was assessed as Resident Care Plans and monitoring of all

- & high risk for falis and to require an alarming safty devics placement and usage.
seat belt restraint while up in the wheelchair due fAtlachment #7)
to attempting to get up unassisted. The facility .
failed to ensure resident safety by monitoring The facility has initiated the following systemic
implementation of interventions determined changes to prevent this pradtice from recurring:
recessary to prevent accidents/injuries to " A comprehensive list of afl Safery Devices
Resident#1. On 07/11/11, Resident #1 was used by facility Residants was developed on

7/12/11 by thc ADON and Restorative Nurse
Coordinator (Interventions/Alarms Flow
Sheet: Attashment #82 - North and #38b
South). Alt facility norsing staff (RNs, LFNE,

placed in a wheelchair that did not contain an
zlarming seatbelt. The resident stood from a
sitting position in the wheelchair and fell. The

resident sustained a fractL_rre of the left elbow. ‘ CMAs. SRNAs) were informed via an in-
| The findings Include: . ;i;\é;;::;mmmg 1o initiate the following
' 1) At cach shift change. thc SRNA poing .
| A review of the facility's Fall/Risk Committee | pffushift and the one coming on-shift will complete |
. Policy Statemant (revised 06/01/1 1) revealed h walking round of Resident rooms to verify |
: staff was required to assess all residents for {all ' placement of all safety devices as listed an
% risk upon admission, quarterly, and as needed. ‘ helnterventions/Alarms sheat Tor thear assigned
' Residents identified as having a high fall risk : unit. The completion of this review will be
| wouid have individualized interventons : cvidenced by each SNRA's signaturc-on the

Interventiong/Alarm sheet. The completed shect,
fwith signaturcs. is then to be piven to the on-
cnming Shift Charge Nurse,

documented on their care plan,

The facility admitted Residant #1 on 04/10/10,
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! 2) The Shift Charge Nurac will compicte
F 323 | Continuad From page 7 F 2p3| o separets walking round to verify cach device aftey

' A review of the Incident Report and Falt Review

‘03/13/11, ravealed the facility assessed the
, resident to be totaily dependent and to require the

" and unable fo explain what happened. The Falls

- A'review of nurse's notes dated 06/10/11, at 8:30

! times, and an alarming seatball while upina
. wheelchair, to be checked every 30 minutes and

. with diagnoses of Status Post Cersbral Vascular
| Adcident, Osteoporosig, Pain, Dementia,’
Insommia, Depression, Hypertension, Weught
Loss, and Anorexia. Review of the Quarterly
Minimum Data Set (MDS) Assessment dated

assistance of two staff persans for transfers.

An incident Report completed on 06/10/11, !
revealed Resident #1 was found lying on the floor |

Risk Evaiuation dated 06/10/11, revealed the
facility assessed Resident #1 to have a summary
score of 20. According to the evaluatien, a score
of 10 or above representad a high risk for falls,

AM, reveajed Resident #1 sustained a fall, reason
unknown. Further review of the nurse's notes
revealed the Falis Committee met on 08/14/11,
and determined due to Resident #1's cognitive
loss/Dementia and attempts to get up without

' agsistance, an alarming seat belt restraint wouid
be implemented while up in a wheelchair.

Record review revealed on 06/14/11, Resident #1
was care planned to need a bed/chair alarm at ail

rejeased avery 2 hours. This intérvention was
added to the resident's Cerfifisd Nursing
Assistant (CNA) care plan and the resident’s
Medication Administration Record (MAR) to be
checked sach shift.

Assessment dated 07/11/11, at 10:55 AM,

the change of shifl round has beer completed, Thig

visual check shall be evidenced by the Charge

| Nurze's individual signature on the Interventions /

Alarm sheet, The Charge Nurse shall plsce the

completed sheet in the ADON rmailbox for review.

3} The ADON shall eeview for
appropriate signaturas and forward to the DON.
who shall review end then forward the signature |
sheets to the Administrator for review and filing,

* A training Protocol was developed on 7/12/11
for Moniioring of Alarms and Safety Devices.
{Attachment #5).

*  In-service training pravided by the Dirceor of]
Nurging on 7/82/[{(verbally on 7/11/11) to
licensed and certificd nursing staff on the
Monitoring of Alarms and Safety Devices
Protocnl. (Attachment #10)

The facility will sustain performance through

. the following menitoring practice:

*  The Director of Wursing shall updatc all
Regident Care Plans deily for any change in
safety device orders per physician directive.
The Direcror of Nursing shall ensuee the
Restorative Nyrse Coordinator is informed of
any change via maflbox notification-on the
Safery Device Change Form_ (Attachment |
#11) The Restorative Nurse Coordinator shalll -
ensure each device is installed and updates arc
made (o the Lompruhmswc !nlmcnhons /
Alparm sheet.

*  In the weekly Fall Commitice Mesting, cach

A Resident’s sufcty dovice(s) shall be revicwed

by the interdisciplinary team for: 1) medical

* symptom that warranis device: 2) other

devices thal may be laast restrictive: and 3)
documentation of rcason device shouid/should
not be continucd, An updated list will bo
placed at cach nurse station by the Restorative
Nursc Coordinator, or assimmed designee, of
the commitize changes. This new list is 10 be
used by al] direct care staff as the daily
checkiist for the upcoming week.
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. e The Restorative Nurse Coordinator shall
F 323 Cantinued From page 8 F 323,  continuc to monitor the usc of Resident safery

revealed Resident #1 was in the wheeichair when
the resident attempted to stand/iransfer without
assistance and fell to the fleor, The report noted
the alarming seat belt was not in place/use at the
| time of the fall, '

Review of nursa's notes dated 07/11/11, at 10:50
: AM, revealed Resident #1 was sitting in a

I whaeichair at the nurse's desk on the South Hal,
: Resldent #1 stood up and then fell forward onto

I the floor. The bed/chair alarm was sounding and
| Licensed Practical Nurse (LPN) #2 witnessed the
i fall. Resident #1 complained of left elbow pain
and was transferred to the hospital. The resident
was diagnosed with a fractured ieft eibow.

Resident #1 was observed on 07/20/11 at 10:45
AM, sitting in @ wheelchair in front of the South
Hall nursas’ station. A chair and seat belt ajarm
were in place. A sling was observed on the
resident's left upper arm.

An interview with Certified Madication Assistant
{CMA) #1 on 07/21/11, at 9:50 AM, revealed staff
was responsible to ensure seat balt restraints
were in place. The CMA stated seat belt
restraints and alarms were documented on the |
resident's Medication Administration '
Record/Treatment Admimigtration Record
(MAR/TAR} and the CNA care plans, The CMA
stated it was the CMA's responsibility to check for
the presence of the resident restraints/alamms and
to document this on the MAR/TAR twice per day,
at 8:00 AM and 5:00 PM. Further intarview with
CMA #1 revéaled the CMA had verified the i
fesident's chair alarm on 07/11/11, but had not |
checked the resident’s seat balt. Review of
Resident #1's MAR revealed staff had signed the

To ensyre the environment is tee of potential

COMPLETION DATE: 7/22/11

devices as part of the departmental
Continuous Quality Improvement process.

hezards that could Icad to or causc an
dceident. the Safety Commitiee, chaired hy the
Eavironmental Services Director. shall
continue to compicte the saftty checklist :
during menthly rounds to monitor ail aress of |
the environment. A summary of the rounds
shzll continue to be prescnted to and acted
upon a3 necded. by the safety committee
during the monthly meetings
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MAR on 07/11/11, indicating the seat belt was in
place at 7:00 AM, prior to the resident's fall.

An interview conducted with CNA #1 on 07/21/11,
at11:15 AM, revealed she was assigned to
| provide Resident #1's care on 07/11/11. CNA #1
. stated if a resident utilized a restraint it would be
indicated an the CNA Care plan. The CNA stated
* she did not always look at care plans at the -
" beginning of the shift and would sometimes get
verbal report from the CNA on the prior shift.
CNA #1 stated she transferred Resident #1 to the i
wheelchair from a personal redliner with the
assistance of another CNA. CNA #1 stated she
did nof check to ersure the seat belt restraint was
on the resident. The CNA stated she had not
taken care of Resident #1 in July until two days
prior to Resident #1's fall. Review of records
revealed CNA #1 signed Resident #1's Restraint
Flow Sheet indicating she had checked the
restraint every 30 minutes and refeased the
restraint every 2. hours. Further interview with
CNA #1 revealed, "l didn't pay attention fo the
checklist | was signing; thought it was the chair
aiarm." The CNA said she could see Resident #1 ‘ ‘
had a chair alarm. The CNA stated sha had been | |
trained to sign the restraint checklist after ' ‘
abserving the restraint on the resident.
Furthermors the CNA reported she should have
“checked the CNA care plan o see if restraints
were ordered,

- An interview conducted with CNA#2 on C7/21/11,

i at 1:40 PM, revealed she was familiar with
Resident #1 but was not responsible for Residant
#1's cars on the day of the fall. The CNA
reported she helped CNA #1 transfer Resident #1
ta the wheeichair from the commode and did not
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F 323

| #1's fallon 0711111,

Continued From page 10 |

notice if the seal belt restraint was in place. The
CNA stated she had faken care of Resident #1
earlier in the month and remembered the resident
had a seat belt restraint at thal ime, The CNA
said she sxpected CNA #1 would manage
Resident #1's restraint since sha was assigned to
provide Resident #1's care.  Further interview
revealed it was the CNA's responsibillty to review
the CNA care plan 2t {he beginning of-each shift
to determine each resident's care needs, The
CNAs ware aleo responsible to check restraints
avery 30 minutes, release every. 2 hours, and
document in CNA restraint checklist check that
the release was performed. :

An interview conducted with LPN #2 on 07/21/11,
at 6:40 PM, revealed she was at the South Hall
nurses’ desk at the time of the incident, LPN #2
stated she observed Resident #1 stand up and
also heard the chair alamm sounding. The LPN
stated before she could get to the resident he/she
fell. Further interview revealed seat belt
restraints were monitored through the sign-cff on
the TAR/MAR. Tha LPNs were responsible o
chack after the CMAs o ensure restraint and
alarm check-cffs were being performed.
Furthermats, the LPN stated visual checks were
performed o ensure residents’ alarms and seat
belt restraints were in place. LPN #2 reported
she was familiar with Resident #1 and aware
Resident #1 had an order for a seat belt restraint. |
The LPN stated she "had not gotten around o
checking CMAs' MARS/TARS" prior to Resident

An interview with the Director of Nursing {DON)
on D7/21/11, at 2:10 PM, revealed nurses were -
trained in orientation o monitor the use of seat

F 323
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Each resident receives and the facility provides
food prepared by methods that consarve nutritive
value, flavor, and appearance: and food that is
palatable, atiractive, and et the proper ’
temperalure.

;his REQUIREMENT is not met as evidenced E
PRy '

i Based on cbservation, interview, and facility
policy review, it was determined the facility falied
to provide foods/liquids that were palatable and at |
the proper temparature during the noon meal on
07/19M11.

The findings include:

A raview of the Meal Timeframe palicy (revised
on 01/19/10) revealed meals were to be served
that were palatable and in accordance with
acceptad professional practice, The policy did
not include specific timeframes for resident meal !
trays ta be distributed. ' o

. Observatior, of thé noon meal service on

 07/19/11, revealed the food cart was defivered
from the kitchen to the South Rall at 11:30 AM.

| The last tray was removed from the cart at 12:07
PM (37 minutes after the cart was deliverad to the
ficor). A food temperature and palatabliity test

(X4) 1D SUMMARY STATEMENT OF DEFCIENCIES i PROVIDER'S P
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREF:X {EACH chERRESc":rlﬁg A?;T%TEESE&NBE cougn.?mw
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG .CROSB-REFERENCED TO THE APPROPRIATE DaTE
j DEFICIENCY) ‘
F 323 - Continued From page 11 F 323{
- belt restraints by following behind the CMAs to
 see If they were documenting on the MAR/TAR
| that residents’ restraints were in piace. Nurses
were alse trained fo go behind CMAs and do
visual checks to ensure restraints were in place.
364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364
38=D | PALATABLE/PREFER TEMP | F 364 NUTRITIVE VALUE / AFPEAR,
PALATABLE/PREFER TEMP

The facility has ensured the following
corrective actions;
¢« On8/11/11, a rcvision was madc to the
Meal Timéframe Policy and Schedule,
with the addition of specific timeframes
for the delivery of Resident meal trays
from the food carts, {(Attachment #12)
Dietary and Nursing persannal were in-
serviced on the timeframe rovision on this
datc. (Attachments #13 & 14) :

The facility has taken the following action to
prevent this practice from affecting other
residents:

- ¢ The facility’s revised Meat Timeframe
Policy includes specific time limiws for
meal tray delivery to cnsure all meals are
served in sccordance with professional
stendards of ptactice, On 7/20/11, the
Registered Dictitian conducted sn '
immcdiate in-service with dictary stafT
regarding mea! temperatures and
seasoning of foods. (Attachment #15)

The facility has initinted the follewing
systemic changes to prevent this practice
from recurring: '

*  The Meal Timeframez Policy and attached
meal delivery schedule were revised to
indicate specified time limizs for the

. delivery of meal trays (tom the food carts.
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~:orange gelatin fruit cessert was 65 degrees

was conducted of the pureed food items from the
last tray with the Dietary Manager (DM). The
food temperatures ravealed the chicken and
dumplings was 101.2 degrees Fahrenheit, the
mashed potatoes was 95.5 degrees Fahrenheit,
the broccoli was 94 degrees Fahrenhetlt, the

Fahrenheit, and the thickened milk was 51.9
degrees Fahrenbeif. The palatability test
revealed the chicken and dumplings, mashed
potatoes, and broccolii tasted cold. . The gelatin
dessert tasted cool and the thickened milk tasted
warm. Furthermore, the mashed potatoes and
broceoli tasted blana with little seasoning.

Resident #7 recsived a tray prior to the last tray
being removed from the lunch food cart.
Resicent #7 stated his/her food tasted cold.

Observations of the evening meal service on
07/19/11, revealed the food cart was delivered to
. the Seuth Hall from tha kitchen at 4:50 PM, and
the jast lray was removed at 5:15 PM, i
Temperatures abtained revealed the pureed fish
was 108.8 degrees Fahrenheit, the potato soup
was 128 degrees Fahrenheit, and the thickened
milk was B3 degrees Fahrenheit. The palatability
test of the foods revealed the fish tasted
lukewarm and bland, and the potalo soup tasted
warm and bland,

A group {ntenview was conducted on 07/20/41, at
2:30 PM, with eight aler/oriented residents.
Residants stated foods were sometimes "not as
hot as they should b=" when served and neaded
maore seasoning.

An interview conducted with the DM on 07/18/11, ;

r
-

The facility will sustain performance
through the following monitoring practice:

COMPLETION DATE: 8/12/11

x| _ SUMMARY STATEMENT DF DEFICIENCIES H PROVICER'S FLAN OF CORRECTION ‘
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFLX (EACH CORRECTIVE ACTION SHOULD BE | comeLErion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
| DEFICIENCY) . .
. *  The Dictary staff shall contact the Charge
F 364 | Continued From page 12 F 384 Nurse on dury. or designee. on each unit

prior to sending the meal cant from the
kitchen arca, The Dictary persorme! shall
record the cart exit time from the kitchen
once the cart has haen set in the haliway
outside the kitchen aren. { iealtime -
Delivery Record - Attachment #16). The
certified nurse aides stafi shall pass the
rays within the allocaied timeframe of 15
minutcs per the schedule, The Charge
Nurse on duty shall oversee and record the
time the last tray leaves the meal cert.-and
roturn the record of times o the Dictary
Dircctor, or, on weekends, place it in her
maiibox for review.

All Mealtime Delivery Record sheats shall
be reviewed weekly, and acted upon if
nceded. by the Director of Nursing and
Dietary Manager. =~ .

A summary of Mealtime Delivery Records
shall be reviewed af the Distary Review &
Quality Assurance Audit held cack month
between the Registered Dictitian, the
Dircctor of Nursing, the Dicrary Manager
and the Administrator, .
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F 364 | Continued From page 13 F 384
at 12:20 PM, revealed the food trays shouid be
distributed to the residents within 15-20 minutes
after the food cart was delivered to the floor. The
DM stafed test trays were conducted weekly to
evaluate/monitor food temperatures and/or
palatabiiity. The DM stated the facifity had not
identifiec problems refated ta cold food
temperatures and palatability. The DM alsc
stated the facility did not have a spegcific
palicy/procedure related to meal service.
An interview conducted with the Registered
Dietician (RD) an 07/18/11, at 5:15 PM, revealed
the facility had used low-sodium chicken bouillon
to season the potato soup and only 2 small
amount of sait,
., i
i
-
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A life safaty code survey was initiated and i |
“concluded on 07/18/11. The findings that follow | 1
demonstrate noncompliance with Title 42, Code :
"of Federal Regulations, 483.70 (a) et seq (Life
Safety from Fire). The facifity was found not in
; substantial compliance with the Reguirements for
: Participation for Medicare and Medicaid. f
: |
 Deficiencies were cited with the highest
; deficiency identified at "F" level. , : .
K 038 | NFFA 101 LIEE SAFETY CODE STANDARD K038 #@33 KEPA 101 LIFE SAFETY CODE
88=F| _ : _ STANDARD :
Exit access is arranged so that exils are faadily ‘ . .
accessibie at all times in accordance with section ‘:#'"he facility has ensured the following
74. 1921 dorrective actions:
‘ Ji On §/10/11, a magnetic lock averride
.} i sy§tem was installed at cach
i 1[ emergency exit door for the immediate
i release of magnetic locks in an
|  emergeney situation.
The facility has taken the following
_ action o prevent this practice from .
This STANDARD s nof met as avidenced by: ’J{ffeclt“““ e e e
Based on observation and interview, the facility } o asitualion tha rt?q“';:’fth “‘i i
failed to ensure exits were readily accessible as | cmorgency eva“"';a hmﬁ il ¢ T“: gha
reguired. This deficient practice affected three of f facility personmel shall utilize the
three smoke compartments, staff, and all the | magnetic lock override system to
residents. The facility has the capacity for 70 | ensure rapid exit of resicents and staff.
beds with a census of 62 on tha day of the Th‘: facitity has initiated the foliowing
survey. lystemie changes to prevent this
. . iractice from recurring: -
The findings include: 4 The Door Alarm Policy was revised
. ; on 8/10/11 regarding the installation
During the Life Safety Code four on 07/13/11, at and wsage of the magnetic fock
12:40 PM, with the Assistant Director of override system. (ATtachment #17),
Maintenanca (ADON) at the South nursing '
ABORATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE TITLE . . 8) DATE
\ny deficiency stalement ending with an astarisk (7 denctes a deficiency which the inatiutign dhay be excused from comecting ;pmvidﬁhg it is determined that
jthar safeguards provide sufficient protection to the patients. (See inglrections.) Except for 'iiillﬂ;ximg homes, the findings stated above are tisclossble 90 days
oliowing the date of Survey whether or nat a plan of correciion is provided. For nursing han}:‘gi:!ha above findings and plans of corection are disclosable 14
lays Ioliowing tha date thesa documents are made avaikable to the facility. f daficiencies ane. aited, an approved plsn of comection is requisite to continued
regram participation, L :
‘ | ‘
SORM CMS-2587(02.69) Pravious Vereians Obsolete Evant ID: OTVM21 Faeftty 1;.!5-. 100700 If contiuation sheet Page 1 of 5
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All staff were provided in-scrvice
training on the revised pelicy on ,

station ohservation revealed the ADOM had to i 8/11/11. (Attachment £18)

utilize = key to release the magnetic lock for the Hl
exterior exit. The ADOM explained the magnetic i ]
locks were added about eight menths ago to
prevent wanderng residents from leaving the E
buiiding. The ADOM siated al the exit doors :
were set up in this mannsr. Howsver, the facility
had faiied to demonstrate that all residents

required these specialized security measures for

i ) i
K038 Conﬁnuelerom page 1 KO38( 11

JI"E'N‘ facility will sustain performance

' through the following monitoring

bractice:

‘! * The Environmental Services Director
L shall provide orientation to all

't employees upan hire, and annualty

this type of resfrictive locking armangement , .+ thereafier. regarding the Door Alarm
according to the Centers for Medicare and | Policy. {Attachment #19)
Medicaid Services guidance. - COMPLETION DATE: 8/(2/11

Referance: NFFA 101 (2000 Editicn).

Doors within a required means of egress shall not
be equipped with a latch or lock that requires the
use of a tool or key from the egress side,
Exception No..1; Door-locking amangaments
without delayed egress shall be permitted in
health care occupancies, or portions of health
care occupancies, where the clinical needs of the
patiants require specializad security measures for
their safety, provided that staff can readily unlock
such doors at all imes. (Ses 19.1.1.1.5and - |
19.2225) S i
Exception No, 2% Delayed-egress locks ‘
complying with 7.2.1.6.1 shall be permittad, w
provided that not more than one such device is N
located in any egress path. o
l
\
|

192.2.2.4 |

Exception No. 3: Access-controlled egress doors |
complying with 7.2.1_6.2 shall be parmitted.

19.1.1.1.8

it shall be recognized that, in buildings houging ! :

centain types of patients or having detention } o

roorns or a security section, it might be necessary | SR
| 1o
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! y
K 038 ; Continued From page 2 K 038! |
to lock doors and bar windows to confine and 3
protect building inhabitants. In such instances, 1
the authority having jurisdiction shall make
| appropriate modifications to those sections of this
Code that would otherwise require means of
egress to be kept unlocked.
19.2.228 |
Doors located in the means of egress that are P
parmitted to be locked under cthar provisions of s
this chapter shall have adequate provisions made o
for the rapid removal of occupants by means !
such as remote centrol of locks, keying of all g
locks to keys carried by staff at all times, or other L
such reliable means available o the staff at alf i
times. Only one such locking device shall be
pemmitted on each door.
Exception No. 1: Locks In accordance with :
Exception Nos. 2and 3t019.2.2.2.4, !
Exception No. 2: More than one lock shall be
permitted on each door subject to approval of the
o authority having jurisdiction, : [ ;
K 052 | NFPA 1101 LIFE SAFETY.CODE STANDARD K 052 X852 NFPA 101 LIFE SAFETY CODE
T S&=F . TANDARD
A fire alarm system required for life safety is
installed, tested, and maintained In accordance ‘ fth;::::",'et’;:;:::mmd tae folowing
with NFPA 70 National Efectrical Code and NFPA i | ' On &/10/11, Sentry Fire Protection Service
| 72. The system has an approved maintenance | |11 tochmicians inspected the cxisting fire
| ahd testing program complying with applicable | "1 atarm system, Findings of the inspestion
requiremenis of NFFA70and 72.  9.6.14 : | dctermined that the curren? unified system
‘ Il .| consists of serics of tandern'ly linked
: annunctator panels that are tied into the
S0l main alarm controt pane! hox located in
: } the mechanical room. The system does
“1 1 not have & re-programmable feature. and
Ul will not allow a silencing vapabitity.
11l Their advice was that only & control panel
I would have thal Teatire, not an
‘ 1 annunciator pancl,
IRM CMS-2567{02-B8) Previous Versions Cbsokese Evont 1D; OTVM21 Faclity I'P. 100700 € continuation sheat Pags 3 of 5
|
|
|
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. i
L ; -
. -~ J| 4 Tho facility shal] install anew fire alarm |
K 052 | Continued From page 3 KO052!| | systom which has programmable featurcs,

This STANDARD -is not met as evidenced by:
Based on observation and interview, the faciity

| failed to ensure the buiiding fire alarm system

- functioned as required by NFPA standards, This
deficient practice affected three of three smoke
compariments, staff, and all the residents, The
facility has the capacity for 70 beds with a census
| of B8 on the day of the survey.

: The findings include:

During the Life Safety Code tour on 07/19/11, at
3:55 PM, with the Assistant Director of
Maintenance (ADOM) a test of the faciiity's fire

| alarm system at the East nursing station was -

alarm control panel 1o press an acknowledge
bution before the alarm could be silenced at the
auxiliary fire alarm panel at the nurses’ statien.
These fire alarm panels are required to function

| a= a single system. An interview with the ADOM
Lon 07M9/11, at 4:00 PM, revealed the ADOM.was
not aware the fire alarm panels in the facility had
to function as a single system.

Reference: NFPA 72 (1999 Edition).

- 3-8.1* Fire Alarm Control Units.

' Fire atarm systems shall be permitted to be either
integrated systems combining all detection,
notificatian, and auxifiary functions in a single
system or a combination of component
subsystems. Fire alarm system components -
shall be permitted to shars control equipment or

 conducted. The ADOM had to go to the main fire

+ Two scparate bids have been solicited for
i replacing the entire fire alarm sysiem so
that this need can be meL (Artachment
#204 & 200)

The facility has taken the follewing actian to
prevent this practice from affecting other
tesidents; ‘ ‘

The Environmental Services Diroctor is
accepting bids to replace the existing fire
almrm system, to includc individmal
annumciator panels installed in each smolce
compartment that includes progimmmable
featurcs. ' :

e Facility has initiated the following
liystemic changes to prevent this practice
kr-nm recnrring: ,

b A vew fire alarm system shall be instalied
! ' with control parels that include a

‘  silencing feature.

The facility will sustain performsance

ihrough the following monitoring practice:

* b Onge the system is installed, the
Environmental Serviges Mrector shall

“rnonitor the system during the monthly fire

drills (1 daytéme and 1 nightime) by the
use of the silence function st the auxibiary |
alarm panel. !

*  Thg Environmental Services Director shall
monitor the siarm pangls/fire drills. as part
of the departmental ongoing Contiruous |
Quality [mprovement process.
{Attachment #21)
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shall be able o operate as stanc alone

subsystems, but, in any case, they shall be

arranged to function as a single system. All
component subsystems shall be capable of
simultanieous, full load operation without
degradation of the required, overall system
performance.
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EDGEWOOD [ESTATES
|
POLICY
START DATE: 01-24-04
REVIEW DATE: 06-20-07; m.-z-s{upi; 10-13-10; 8-10/11

REVISED DATE: 08-10-11 |

SCOPE OF CARE: Al service area-&{i

TITLE:  DOOR ALARMS 11 - Page 1 of 3

POLICY: Itis the policy of'Edgewood Eét ates to have door alm‘m&%ﬁ on all
exit doors in the facility. Alarmed doors arkifor the safety of our residents.

PROCEDURE: The front door is alarmeq|Wwith a wander guard sys em.
The system is equipped with 4 magnetic lodking dévice that activates when
a resident wearing a wander guard is withifi '3 foot radius.. Any resident
wearing a wander guard device who atter; dtj to exit through the from
will set off an alarm. Once the resident hag I eeri safely removed frorh
door area, the reset code is *2:4 The alarmpane! is located next to fthe
front door. i '

The maintenance door is alarmed. This dopr is ONLY to be used for work-
related duties. Before entering / exiting this Hoor, a code of 1743 must be
entered on the alarm pad. This will by- pas@;' e alarm. However] a kiy is
required to enter the facﬂﬂy i ::

rameter of the facility, ane
remains locked at all ti
? panels at the nurse stations,

All other exterior exit doors, on the outer Pa

equipped with a magnetic Jocking device tly
- The doors alarms are designated on the alaf
i
§

and each door has a backup, keyed alarm itf fhlace (ted STOP Sigfil alarms 5).
Anytime a door is opened, an alarm will so nd at the nurses station and an
additional alarm will sound on the door, A afms are to remain or at all
times. The nursing staff shall document dajl} : per shift, 2 visual che@k of
the alarm panels and the back-up alarms to egsure all are on. Any |

€
functional problems shall be reported immg é]'! dtely to maintenance.

Received Time Aug 12, 2011 3:562M No. 1314 b
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Title: Door Alarms : IS
Page 2 of 3 ' b

When an alarm sounds, ALL personnel 4
of the alarm and respond as follows:

L

2.

The panel at the North Nurse Statidm is for the fol|

The panel at the South Nurse Stat-icﬁn is for the fol]

**Exit doors are equipped
system. In the event of an emergency situah
system fails, facility personnef shall have a
system to ensure the safe evaduation of res|
button is located on the walls
used in the event of an actual

Received Time Aue 12, 2011

16:56

1686768356805

First-responding staff shall complete o Vi
and INTERIOR areas to determine if ali:

EDGEWOOD ESTATES

==

FAGE 58

mhmem’- H/7-
(Cmi)

.
S

:E

¢ @re’qu@fred fo check the Source

«ual aheck of the EXTERIOR
kmzdenz‘ exited the door

First-responding staff will inform the qlil
immediately begin a head count of faci

ONLY a Nurse, Department Head, or pét'

Charge Nurse shall be permztz‘ed 10 rese
located behind the murses station(s).

All facility staff shall assist the chargé j

designated until a head count has deter
accounted for or a res:dem who has exj
returned.
Once resident safety has Been ensured]
an Incident Report of the event. (In the
Elopement Policy shall be followed,)

Front Entrance (Nighttime use}
Door by Administrator’s Officé
North Nurse Station Door
Activity Court Yard Door

South Nurse Station Door
Dining Room Doar
Kitchen Door

Maintenance Door ‘
Therapy Court Yard Door

with an em

with the auxi
failure of the

m,-...'“-l_.;“q__

Hwing doors:

I -

= ke

1l

rge nurse, who shall
ik residents.
'somnel designated by tléé
trlthe alarm at the panel box

:ame in whatever mawner
Ainved that all revzderJafs are
‘a"d? the valdzng has een‘mfely

it'ze Chdzrge Nurse shall oompJete
event of an Elopemer}zi the

qiﬁwing ddors:

géncy magnetic lock oveérride
n it which the fire alarm
eans of overriding the eLxlstlng
ents and staff. The overgide

my panels and is ONLY [t to be |

isting fire alarm system

Rl
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e
EDGEWOOD ESTHTES
ENVIRONMENTAL $SERVICES :

(ALL EMPLOYRES) | -_ |

Employce Name - N ' b“te of Hirc: h

Bate | itial of Inftial of New
I | Orientator Hike

Disaster Plan

A. Fire o A

. L : !
. Tornado -' N :
A skl - dol H
- Emergency Power S e
el S onemnbi -

Water Outuge - AL

mlolo|w

Emergency Numbers : ' ’ ’ Pt

1. Phone Numbers g B H 5 |

i : L ‘ j ;
Fire DrilExtinguishers ' i 3:
Lock Out/ Tag Out L
A. Equipment concerns (wire / shocksy ' i , i L 1}‘

Parking ' ! A :
Work Order Forms B k] i
MSDS , ! A i

Entry/Exit Building - L ; i |
Alarm System/Locking of Doors , L ‘ : }
Mag Lock Operation e L W : 5
Safety - R
A. Clean Up Spills J |
B. Blood Spills ; nITEa L
C. Chemical Spills e
D. Oxygen Safety 3 gl :
Gate Key o NI
Emergency Exits : j E
! |
o ‘
! !
N I
P i
01/20/2011 ARW/SS ; W Attachment # 5 .
| || PO
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ALiL'a:ga.chmem‘- #2oc

SeNTRY FIRE PROTEETION, INC.
P O. Box 1138 « WayNg WV 25570
(304) 523-7211 = Fax (304) 623-7119

August 12, 2011 [

Edgewood Estates

Attention: Steve Smallwood

As per our canversation yastarday, Sentr¢ Fire will be on tiiniie_ hext week for a complate syrvey on
b

replacement of the Notifier 500 System and updating the g ‘systarh to meet ADA and NFPA codes and -
standards. If Sentry Fire is successful on the bijl of the nev fitd alarmiand the notificatign of Which is by

8/19/2011, Sentry Fire Protection will install a new syster 'hfS/lQAZt:Dil. ‘This time frame is The State of
Kentucky's average turnaround of 18 days. b

Thanks,

%? s
Larry Copley ' [

Sentry Fire Protaction, Inc. i
President

Fire Extinguishers o Flre Alarm Systeins = Sphipkier & Suppression Systers
j
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August 10, 2011
Edgewood Esfates

185 Berryman Road
Frenchburg, Ky. 40322
Re: Fire Alarm Upgrade

Attention: Steve

This letter is to canfirm that | will visit |

August 12, 2011 to evaluate the Fire 4
a proposal to bring it up to current

instaliing a system that will have the. 4t
and reset" the fire alarm system from tH

Sincerely,

Mike Li

?[cw\ c{/ Ac*(:m ';

® SL&JJ ¥:NMfw5LLJ rev.
o Shaxt Dustatd 11-11-

g 121 6&4?22
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