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T PRINTED 10/11/2011
" DEPARTMENT OF HEALTH AND HUMAN SERVICES ' ' ' FORM API;’HOVED
CENTERS FOR MEDICARE MEDICAID SEF SERVICES . OQMB.-NQ, 0938-0391
BTATEMENT OF DEFICIENCIES ()H) PROVIDER/IUPPLIER/CLIA (M) MULTIPLE CONSTHUOTGON {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - - GOMPLETED
A. BUILDING .
8. WING C
. 105277 Wi | 09/15/2011
NAME OF PROVIDER OR SUPPLIER BYREET AGDRESS, GITY, 8TATE, ZIP CODE s '

. 381 AOUTH MAIN BTREET

HERITAQE HALL HEALTH & REHABILITATION CENTER LAWRENGEBURG, KY 40342

(¥A) ID © BUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CORREGTION {5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREQTIVE ACYION SHOULD BE COMPLETION
" TAG REQULATYORY OR LBO IDENTIFYING INFORMATION) TAG CROBS-RAEFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
F 000 | INITIAL COMMENTS : - FO00| 282
Amendad 7 Care Plan for Resident #1 was reviewed by | 0- 7_”
: An'Abbreviaiedeurvéy Investigallng #KY0017052 the Director of Nursing on 9-17-11 to ensure
and #KY00017065 was Inliated on 09/08/11 and :
concluded on 09/16/11. #IKY00017052 was it was appropriate and up to date, Transfer
substantiated with defislencles clted at 42 CFR : : '
483.20 Resldent Assesment (F-282) wilh the ' status was re-evaluated by the Therapy Dept
scope and severlty of "D", and 42 CFR 463,25
Quality of Care (F-323) with the scope and on 10-4-11 to ensure appropriateness.

soverity of a "D". #KY00017055 was

unsubstantialed with unrelaled dsllolancles,
F 282 | 463.20(k)(3)(i{) SERVICES BY QUALIFIED F 262
8580 | PERSONS/PER CARE PLAN Care Plans for sll residents were reviewed

The services provided or arranged by the
must be provided by quallfied persons In |:
accordance wilth each resldanl 8 wrilten p
care,

jithe Director of Nursing, Assistant Direct-| -
fa jof Nursing, and Unit Coordinators on

‘,—19—11 to ensure appropriateness., Whalking

This REQUIREMENT ig nal met as evidenced . rounds which included one o one observa-
by

Based on observallon, Interview, record review
and review of the fagillty's policy It was
determined the taciiity falled o ensure services
provided by the facllily was in accordance wilh
each rasidenl's wrilten plan of care for one (1) of

tions of all residents was completed on

9-19-11 by the Director of Nursing, the

five (6) sampled res!dents, (Resldent #1). The Assistant Director of Nursing and Unit
- | fallity falled to ensure the Care Plan was followed . . ;
| for Resident #1 which Indioated the resident was Coordinators to chserve implementation
to be transferred by machanicat lift with lwo (2) ' '
person asslsl. of the care plan.
The 1indings Include:

Record review of *ihe faciity's polloy as detalled In
the "Comprehensive Care Plan of Polloy and

LAHOAATORY DIHECTUH' B OR ERDVIDE UP LIEA AEPAESENTATIVE'S SIGNATURE TITLE 0(3) OATE

Admini Jratar 1 Q-1

Any del[olanoy aiatemen\l anding with an asledak {*) dencles a dellclenoy whluh ths Insiitullon may be exoussd !ro?ﬁ)orreollng providing it I detarmined lhat
other aafaﬁuarda provide sufilolent proteolion 1o the pallents. (See Inslrucllons.) Except for nurlng hames, the findings atated above are disolosable 80 days
followlng lhe date of survey whether or not a plan of correclion la provided. For nurelng homas, the above Andinge, and plans of correclion are disolossble 14
daye following the date theaa dacuments are mada avallable to the facllily. I deflolencles are glted, an approved plan of correation i3 requisite to oonllnued
program parilolpation,
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