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1 prevent aceidents,
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. This REQUIREMENT is not met a5 evideneed
" by
Based on observalions, interviews and record
: review, it was determined the facility failed o
, provide adequate supervision fo prevent
| accidents for two residents (#6 and #14). in the
ii selected sample of 26.
| Resident #5 sustainad multiple falis in hisfher
| room and while seated in a wheelchalr near the
' purse's desk. Resident #6 sustained & large
. hematorna measuring 7.0 by 5.0 centimeters
i {em), as a result of a fall on 04/0810,

Residen! #14 was identifiod at risk for falls and
- had & sansor alarm applied 1o hisfher wheelehalr
1o alar! staff of attampts to self ransfer,

(PIC).

F323

; L.

e

I
Therapy is presently working with |
Resident # 14 to improve strength K
positioning, for safety and
minimize risk of falls from chair or
bed. Alarms have been removed
from resident wheel chair , Residendt
#6 iz no longer a resident. Staff
have been in-serviced on providin
adequatc supervision to

resident #14. Staff involved in
incidents of alarms not sounding
have been counseled and re-
educated on alarm use.

MARS and SRNA flow sheets have
been updated to include supervisien
and monitoring information for
residents care planned for the use of
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{ licensed nurses initialed sach shift whish | This Plen of Correction (s the center's aredbla
| indicated the 02 flow rate was 3 L/Men | altegation ef compliance. !
1 04/27/10 and D4/28/10, FPreparation and/er execution of this plan ofcorrecn'af:
1 does nof consticute admisslon or apreement by the ]
| Interviews with Licensed Practical Nurse {LPN) provider of the trufi of the facts alleged or cm!c!usioni.s
i #1 and LPN #2 on 04,29!10 at 3.00 PM and 315 t .ﬁ'e!farlh in "Iﬁ stofement aquﬁc:’encie:, The p.’ﬂﬂ Df H
' PM revealed the nurses were responsible for f,o,-r,risgs;r:;"z?;;éf;irﬁoa:ifij:;:;;}:;g:/o:i?ﬁiﬁ: l!i:i
checking the O2 every two hours {0 ensure the T
W cord v h i 'S s s .
2‘: de:ate was In zocordance with the physiclan . 4) To assure that oxygen is being delivered %
’ : i as preacribed, the Director of Nursing, or
F 323  4B3.25(h} FREE OF ACCIDENT : F 323! UnF‘:t Mamge; will monitor flow mmg
=0 ' HAZARDS/SUPERVISION/QGEVICES . ! Lo ; ' i
S8=0 P ! . : : through direct observation and record |
. The faciiity must ensure that the resident . | “?}“F“’I- Te agsure profesilpnalliitgndards Of‘
, environment remains as free of accident hazards  clinical practicc are met tis Wil be
| as is possibla; and each resident recelves l completed monthly for three months, then a .
I adsquate supervision and assistance devices to | least quarterly, Results will be rcpongd to | Completipn
! the Performance Jmprovement Committes | Date 613110

alarms i
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1! Observations during the survey revealed the

 fagility failed to ensure the alarm was activated

i and the resident was observed transferring shd

i tolleting without staff intervention, Findings

| include;
A raview of the facility's policy and procedure for
“Accidents and Supervision 16 Prevent

, Accldents”, datad 08/06/07, revealed the facility

: provided supervision and assistive devices for

i each resident fo prevent avoidable accidents.

| The facillty asseseed the need for assistive

 devices, cate planned and implemented

| preventive measures for the residents at risk for

‘ falls and assessed the residant to determine

. whather supervision was nagessary, The facility

_evaluated the accident risk datz, analyzed

| accident risks and identified and designed

| intarvantions based on the immediacy of the fisk.
The factlity implemented the interventions

: correctly and cansistently, including adequate

i supenvislon, The facility evaluated Interventions

{ when necessary lo make them more effective in

1 addrassing risks, Further raview of the facility's

" palicy "Accidents and Supervision to Prevent
Accidents” revesied the definilion of tha lack of

~adequate supervision o prevent aceidents

 oecurred when {he facility had failed fo aceurately
gssess a resident to determine whether
supervigion 1o aveid an accident or injury was

. resident was necessary, bul failed to provide it

: 1. Arecord review revealed Resident #6 was

| admitied to the facilty on 05/21/10 with diagnoses

 to include End Stage Alzheimer's Disease and
Demantia with behavior disturbance.

| Obsenvations of Resident #6 on 04/27/10 at 11:50
j

necessary and/or determined supervision of the %\

This Plan of Correction ix the cantors credible
alfegation of compliance.

Prepareilon and/or exccution of this plon of correction
does nol constitute admission or agreement by the |
provider of the truth of ihe facts alleged or conclusion’
sef forih in the statement of deficiencies. The plan of
corracilon (s prapared and/or executed solely because)
it is required by the provisions of federal and state low.

1
'

Alarms will be checked every two
hours & SENA and LN wili i
document checks daily.

3. Director of Nurging, ADNS or Unit
Manager will review the MARs &
SRNA flow sheets, of residents
using bed or chair alamms, to assure
cheeks are being made and
documented, Appropriate correctivé
action will be taken if need
identified. DNS, UM and SDC will;
complete a random cheek of six (6)
alarms daily to ensure alatms are on
and working propesly, Staff have

| been in-serviced by the SDC or

DNS on appropriate supervision.

methods and checks of residents |

with interventions utilizing alarms!

In-services will be completed by |

5/24/10 and wil} be included in the |

i orientation of new employees,

| 4. Results of these audits will be

! reviewed and analyzed with a plan

| of action developed and

\ implemented as indicated. The

Director of Nursing will report
data related to resident alarms to
the Performance Improvement
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: . . ; This Plor of Correction is the cantar’s erodible :
CAM, 3:10 PM and 4:15 PM'and on 041’.28/10' al ! ' alleation of compliance, i
+ 11:18 AM ravealed the resident was sitting in i l|
n ' " . ' 1
his/her thchf,]BEl' with an attached seatbelt in ' . Preparation andfor execution of this plan of correciich
place. The resident also wore a helmet, elbow : - does not congiliute admission or agreement by the |
and knee pads, rib protector pads and hip pads, provider of the truth of the facis alleged or conelusions
The resident had purple, greenish-yeliow bruising : sei fori in the statement of deficlencles. The plon of
. hat extended to the fefl side of the forehead and : correction is prepared and/or executed soiely hecausd
“poth L itis requived by the provistons of federaf and state los.
. both eyes. : : '
N 1 . ! .
) . Commitiee montbly for three ¢ Completibn
i A review of the quarterly Minimum Data Set ] i
a Y months and quarterly thercafter. ' Date 6/14/10

| (MDS) assessment, daled 04/22/10, rovoaled the
resident's cognitive skills were severely impaired
and the resident was totally dependent on staff for
transfers, was unable to walk and had

! experienced falls in the past 30 days and 30-180

! days,

! A review f the Comprehensive Care Plan for ! l
“potential for trauma from falis’, dated 04/21/10, !
revealed Inferventlons included a floor mat by a : )
low bed, a saddle cushion to the resident's

_wheelchair, kegp the resident in high traffic areas

' when up in wheelshair, a door sensor alarm Lo the

. doorway of the restdent's room o alerl staff when
the resident eptered the room and application of
protective equipmant (helmet, elbow, knee, rib

i and hip protectors), when up in a wheelchair.

i A review of a posi fall evaluation, dated 02/14/10

! at 6:30 PM, revealed the resident got out of the

. bad unassisted and was found lying an the floor

- of his/er reom, The resident had a hematoma

- involving the left side of the resident's head, The
evaluation indicated an intervention was initiated '

i {o toilet the resident after supper and then place

i the resident at the nurse's desk, where he/she

P was 10 remain untit bed time. ;

| A review of a post fall evaluation, dated 02/16/1D
i ;
FORM CMS.2E67(02.99) Pmvicus Vemiona Obsalata Event 1D;KEMP4Y Fachty 1D 1050 If continuation sheat Pege 4 of 13
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8t 5:30 PM, revealed the resident was found on

" hisfher bathroom floor and sustained no injury. An

_ intarvention was added to the resident’s care plan
for the application of protective gear {helmet,

s knee gnd elbow pads, rib peoctecior pads and hip
pads}.

' A review of a post fall evaluation, dated 03/15/10
- at 6:00 PM, revealed the resident was found in

! hisfher room; an the floor and sustained no injury,
" An Intervention was inltiated to check and change
: the door alarm batteries on a waekly basis.

| Raview of the evaluations revealed no evidence

i the factlity identified Resident #fshad fallen both

I imes in his/her room after suppar when the

g resident's care plan interventions required the

! resident be located at the nurse's desk for

i supervision.

* A review of post fall evaluations, dated 03/22/10

. at Q:15 PM, 04/04/10 at 5:15 PM and 04/05/10 a!

- 12:45 PM, revealed the resident sustained fails

* getting up from his/her wheelchalr while located in
the lobby area at the nurse's desk. The staff

_ observed the resident stand up each time, but

f were unable t6 reach Ihe resident and prevent a

| fall, New interventions [ncluded placing the

| resident on 158 minule checks for 72 hours on

: 03/22/10, two siaff to assist the resident to stand

E and ambulate every two hours and placing the

! resident on 30 minule checks for 72 hours on

104105110, Review of the evaluations revealed no

" evidence the facility identifed the resident
continued (o fall even when in sighl of staff.

. Areview of a nurse's note, deted 04/07/10 at

- 12:50 PM, revealed therapy was gvalualing tha
' application of a seatbelt to the resident’s

- wheelchair and the note indicated the resident

1
i
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! had not attempted to stand up during the trial

placament of tha seatbell, However, there was
: N0 evidence the facility provided an intervention
“for increased supervision when the seatbelf was
‘ not In place.

A review of a post fall evalualion, dated 04/08/10
at 5:40 PM, revealed the resident was located in
front of tha nurse’s desk in histher wheelchair,
The resident leaned forward |n the whaelchair : i
" and fall to the floor and was found lying on his/her . .
. fight side. Staff were unable to reach the resident !
in time {o prevent the fall, The evaluation P i
revealed the resident was placed on every thirty
minute checks; The Inlerdisciplinary (iDT) team
indicatad on the post fall evaluation that the
resident was currently on & tdal intervention for a
seatbelt to the wheelehair during therapy, but
there was no inlervention to address the resident
- coptinuing to have falis, while sitting at the nurse's
- desk in stafls sighl.

: A review of a nurse's nole, dated 04/09/10 at : ;
10;30 AM, revaaled tho IDT team decided to use : i
the seal ball continuously on the resident when ‘
up in the wheelchair for positioning and safety. A ‘g
review of & condition change form, daled b i
| 04/09/10 at 11:30 AM, revealad a physician's
| erder for a seat belt while up in wheelchalr, }
| However, review of condltion change form, dated
: 04/00/10 at 12:30 PM, ravealad Residen! #8 was
; found lying on tha fioor in the doorway of the
: resident's room lying on his/her left side. There ,
! was a seatbelt attached lo the wheelchair. The i
¢ condition change form revealed the resident |
i sustained a large hematoma (bruise) measuring |
;
|

£ 7.0 by 5.0 em. 10 tha left side of the forghead. The
- residant did not opan histhar eyes or speak for
_three to five seconds,
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An interview with Licensed Practicat Nurse(LFN}
#1 on D4/29/10 al 3:00 PM, revealed all staff

" should have monitored Resident #6 1o ensure the

restdent was at the nurse's desk, The resident
wheeled him/herself down the hall and staff did
not notice, When the resident fell, the seatbell
was on the whesichair but staff had not been
informed ihe seatbeli was to be implemented for
the resident.

interviews with LPN #3, Unit Manager on
04/29/1D at 2:10 AM, revealed she tracked and
tranded all falls for each resident by hall, shifts

- and times. She stated Resident #6's falls were
“noted to oceur right after lunch and supper meals

when the resident went to his/her room and tried

! tp transfer to the bed or the toilet. Interventions

were implemented to tofiet the resident after
meals and place the resident al the nurse's desk
10 Increase supervision of the resident; however,

- the izsue of the resident continuing 10 falt In

. hisfher roorn after meals when hefshe was

supposed to be at tha nurse’s desk was nol
identified. She stated when the resident
continued to have falls at the nurse'’s desk, new
interventions were put in place but none of the
interventions provided adeguate supervision for

 the resident as evidenced by the fact the resident
' continued to stand and fall during staff

supervision at the nurse's desk. She revealed
when the resident fell in the room doorway, the
nurse documented she received a physician's
order for the seatbelt and condudied the restralnt
assassmeni, but had not nelified staff of the need
to implement the sealbell,

. 2. Resident #14 was admitted to the facility with

diagnoses to includa Depressive Disorder,

N
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_ Anamia, and Hyperlension,

! A review of the quarterly MDS, dated 02/18/10,

" revealed the resident was moderately impaired in
! hisfher cognition, with poor ability to make

| decisions and required reminders, cues and

| Supervision in planning, organizing, and

! correcting daily routines.

" Dbservation, on 04/27/10 al 10:55 AM, revealed

! the resident seif propetled his/her wheelchait into

. the resident's room and tha bathroom and
transferred himfherself from the wheelchair to the

: commode, A senser alarm was attached to the

. resldent's wheetchalr, which did not sound, Slate

" Registered Nursing Asslstant (SRNA) #3 was

_summoned {0 the room by the surveyor to asaist

! the resident. SRNA #3 staled the sensor alarm {o

: lhe residents wheelchair was off and should have

i been activated. The same day, at 3:30 PI,

i Resident #14 was observad onca again in the

i bathroom toileling himseif/herself and the
resident's alarm to the wheelchair did not sound,

i | Additlonafly, an observation on 04/28/10 at 8:56

LAM, revealed Resident #14 was in hisfher

! | epouse's room in histher wheelchair and the

i sensor alarm to the resident's wheeichair was not

i activated.

" A review of the comprahensive care plan entiled
: "Falls", dated 02/12M0, revealed inferventions
- inciuded a sensor pad to the wheaeichalr, which
! would be checked every shifl for working order
- and functioning. Other interventions included a
. ! low bed, locked bed brakes, and a bed alarm in
p!ace which would ba checked every shiff for
! proper functioning.

[ An interview, on 04/27/40 at 11:00 AM, with

FORM CMS.2387(D2.99) Pravizua Verslons Obaolela Evan 1DKEMR 11
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- BRNA #3 revealed she assisted the residant with
transferring from the toliet back to the wheealchair,
' She stated the alarm to the resident's wheelchair

" SRNA #3 stated the wheelehair alarm was
supposed to be activated when the jasldent was
_In the whaeelchalr.

[ An interview, on 04/27/10 at 3:45 PM, with SRNA

E #5 revesled she was assigned to provide care {o

1 the resident on 04/27/10 during the 3-11 shift.

' She stated the resldent’s alarm to {he bed did not

* sound when the resident got up from the bed to

' lransfer io the wheelchair. *When we come In on
our shift, we are supposed to check lhe alarms to

! make sure they are functioning propeny. |have
net had a chance to check the alarms sincs
arriving to work, |don't kngw If the alarm is broke
or not working”. SRNA #S was observed to

" activate Resident #14's alarm at 3:52 PM,

. An interview, on 04/29/10 al 9:50 A, with SRNA

| #4 revealied she was assigned lo provide care to
Residant #14 on 04/27{10 during the 7-3 shifl,
She stated she checked the alarm when she
came on duty bul thought the charge nursa
documented on the form the alarms were

! checked. SRNA #4 stated the alarms were

| checked at the beginning of the shift and
periodically throughout the day because Resident

" #14 turned the alarms off &i times.

P An interview, on 04/30/10 at 10:15 AM, with LPN

. #1 revoalad she was the charge nurse on the
unit. She arrived on the unit et 8:00 AMand |

. completed e walking round to check tha alarms.

: 8he also checked the alarms pericdically

i throughout the day and before she left at the end

i of the shift, LPN #1 stated "The aldes check the

- wag not activated when she assisted the resident.

|
1
i
|
I
!
i

F 323
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ss=n | INDIVIDUAL NEEDS
|

' Each resldent receives and the facilily provides
i food prepared In a form designed to meet
l'individual needs,

This REQUIREMENT is not met as evidenced

by:
- Based on ¢bservations, interviews and record
roview, It was determined the facility failed to
provide food prepared in a form designed to
meat individuat needs for one resldent (#6) in the
selecied sample of 26 and one resident (#28) not
in the selected sample. Findings Include;

© A revlew of the facility's Dining Standards policy
and procedure, dated 10/31/09, revealed

. residents rights and wishes were respected and

' reasonable accommodations ware made for what
- residents wanted to eal. Supplements were not
served with tha meal unless the rationale for
doing so was documentad or a physician's order
indicated lo serve with meals.
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F 323 | Continued From page 8 F 323 This Plan of Correction is the center's credible i
alarms at the beginning and end of the shif." allcgation of compliance,
She dif:l not know w."\ai the problem was Preparation andior execuilon of ihis plan af correction”
. regarding alarms baing found not activated, She does not constitute admission or agreement by the
i stated, "l don't know If tha aldes are forgetting to provider of the truth of the facts alleged or eonclusions
i turn them on or if the resident is turning them off*, sel forth in the statemen! of deficiencies. The plan of
. : correciion is prepared gnid/or exeeuted sofely because
S ) ) i it is re : :
" An interview, on 04.28/10 at 4:25 PM, with the . itis required by the provisions of federal and siate law.
Director of Nursing (DON) revealed the resldent :
got up unassisted and turned off the alarms, .
, Staff had observed the residant turm the alams
| off. The DON stated at every change of shift the .
nurse and SRNA checked the alarms to ensure !
they were on and functioning properly.
F 365 | 483.35(d}{3} FOOD IN FORM TO MEET F 365

F 365

. Residents #28 rays are being
' served with items idcntified on
cards. Resident #6 in no longer at 1
Rosewaad. Trays are checked by
Nutritional Services manager
(NSM} ar Asst. NSM before
delivery o residents,
Tray cards will be audited for
correct utensils, dict and
consisteney. The NSM or
Regisiered Dictician (RD) will
ensure that all discrepancies are
corrected during review. Dictary
and nursing staff have been in-
serviced on providing meals per
recommendations and resident
nceds identified on the mea} tray
cards, Inscrvice provided by SDC,
RD or NSM, to be completed by
5/2410.
3. The DNS, RD or NSM will review !

new diel orders on a weekly basis |

L

1

i
; |
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© §8=D ' EQUIPMENT/UTENSILS

" The facllity must provide spacial eating equipment

L

'
i
H
H

F 369
1. Residents #17, # 27 & #28 ways are
being served with assistive devises

t
anidentified.oncardeTrayg are

STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICLLA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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F 365 Continued From page 10 ; F 365|
' 1. Observation of the noon meal, on 04/27/10 at ! ‘ This Plan of Correction Is the center’s cvndible
' 11:30 AM, revealed Resident #27 was sitting at : allegation of compliancr.
. the table with histher lunch tray in front of him/her : . Preparation andlor exectitlon of this plon af corrsetion
i and feading him/Mherself, The resident was not i . does not conslitute edmission or agreemen by the
I aating the carrots. A review of the meal slip i t provider of the truth of the facts afleged or conclusions
: revealed the resident disliked carrots. An : sef forth in .W' statemant of deficiencies. The plan of |
: interview with the resident reveeled he/she did nol ! f"’; ri.fgﬁ;'lé}ﬁfﬁf;‘:ﬁZﬁ:eegfﬁﬁifﬁzoﬂ 32??';;%‘}
like carrols, : ' i
. ' I ¥
" 2. Observation of the breakfast meal, on : fom_mcoung lhe resident’s pee;ls.
04/28/10 a1 8:35 AM. revealad Rasident #6 was | : To bring attm?tlon to and assmt in
sitting in histher wheelchair with the over-the-bed : i mc?l 1ray,s being prcpmjed lo meet
table in front of him/her. The breakfast tray was ; ' FE‘TSIFIGUIS .prBferelncez likes and
| delivered and set up, A review of the resident's ; dislikes will be highlighted on the
: meal slip revealed the resident was supposad fo resident’s tray card. To ensure
| recelve buttermiik with evary meal and Ensure l residents trays arc prepared
pudding with meals and coffee. Observation } correctly, staff serving the meal tray
revealed there was no coffee, buttermilk or will review tray with card before
Ensure pudding served on the resident's tray. ; dehivery Lo resident.
i | 4. The Tray cards will be audited
! Interviews with State Registered Nurse Aide E weekly for 1 month and continue
« {(SRNA) #1 and SRNA #2, on 04/29/10 at 3:00 : audits monthly for 3 months. The
i PM and 3:06 PM, revealed the 3RNAg were | | results of the audit will be
- supposed {o check the meal slips of the residents | [ discussed at the monthly PI
" when trays were delivered lo ensura the meais : ; Meeting, Completion
. were served in accordance with the meal sfips i i Date 6/14/10
| related to fikes, dislikes and supplements., ! ; !
; ' I
| An interview with the Diefary Menager, on i !
: 04/29/10 at 3:15 PM, revealad there were three ! ,
i staff working on the tray line responsible for tray % |
| preperation, She staled aach staff member | |
| should check the iray to ensure the meal was ! :
| served in accordance with the meal siip on the ; . ,
tray. ! i !
F 389 | 483.35(g) ASSISTIVE DEVICES - EATING 5 F 369!
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| and utensils for residents who need them.

1
}
t

This REQUIREMENT is not met as evidenced
i by
§ Based on nbgarvalion, interviews and record
: review, it was determined the facility failed 1o
1 provide speciel ealing equipment and ulensils for
; one resident (£17) in the sefacted sampla of 26
. and two residents (#27 and #28) notin the
- selected sample. Findings include:
i
i A review of the facility's Dining Standards policy
* and procedurs, dated 10/31/09, revealad
. residents were provided with special eating
+ equipment and utensils, as needed.

i 1. OCbservation of the noon meal, on 04/27/10 at
; 11:30 AM, revealed Resident #27 was sitiing at

. the table with hisfhes lunch meal In front of

' him/her. A review of Rasident #27's lunch meal
F siip revealed the resident should have a divided
! plate for meats. Observation revealed the

! resident had a regular plate.

2. Observation of the noon meal, on 04/27/10 at

11:30 AM, revealed Resident #2B was sitting at

the table with his/her funch meel in front of

" himiher, A review of Resldent #28's meal slip

" revealed (he resident was supposad to receiva
weighted utensils. Observation revealed the
resident was feeding him/herself with a regular
fork and speon. The resident's hands =hook as
hefshe lifted the utensi to hisfher mouth.

1 3, Observation of the breakfast meal, on 04/29/10
| at 8:55 AM, revealed Resident #17 was sitting on
| the side of the bed with the overthe-bed table in

i front of him/her. A sign from speach therapy was
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F 369 ; Continued From page 11 ' F 389
i

This Plan of Corrsction Is the center’s credible
aliegation of compliance.

Preparation and/ar execution af this plan of correction
rfoes nof constituie odmission or agreement by the

provider of the truth of the facts aHegﬁd or conclusion
| Setforth in the stetement of deficiencies. The plan of
correction iv prepared and/or executed xolefy becansy
it is required by the provisions of federal and stote lavy.

Y

i checked by Nuiritional Scrvices
manager (NSM) or Asst. NSM
before leaving the kitchen area,

2. The NSM will review cach
resident’s diet order and tray card
to identify necded assistive devises,
Any discrepancies noted will be |
corrected during the roview, '

5 Dietary staff will be in-serviced on|

i 5/21/10 by the RD or NSMon |
identification and use of assistive |
deviges,

3. The RD or NSM will review new

diet orders daily during morning

mecting and assure residents' tray

cards are updated to note identified
assistive devices. Updates wilt he
reviewed with 1ray Hne staff when
dcviscs are noted.

The RD or NSM wil] monitor

through observation and record

review, at least monthly for three |
months, , then at least quarterly, to:
assure residents reccive assistive |
devises as needed, The results of |

these audits will be presented to the  Completd
Date 6/1

monthly PIC,

o]
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posted above the bed which revealed the resident ; f
, was to use a small plastic spoon for meals. The :
SRNA entered the room and placed the resident's
tray on the (eble and sat the tray up. A review of . :
the rastdant's dietary siip revesled the resident X i |
- wae supposed lo receive & smail plastic spoon.
Observation revealed tha resident had a regular
spoon and was obsarved placing larde bites of ice
¢ream in histher mouth.

interviews with State Reglslersd Nurse Aide

" {SRNA} #1 and SRNA #2, on 04/28/10 at 3:00

- PM and 3:05 PM, revealed tha SRNAs were
supposed to check the maal slips of the residents i

" when {hey dellvered the trays to ensure assistive '

devices were available in accordance with the

meal slips.

. An interview with the Dietary Manager, on

. 0412910 &t 3;15 PM, revealad three staff worked
. on the {ray fine and were responsible for

. preparallon of the trays. These staff membars
were responsible for ensuring the frays contained
. assistive devices in accordance with the meal ' ;
slips. : i !
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A Life Safety Code survey was initiated and
conducted on 04/27/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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