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1. Arecord review revealed Resident #13 was
admitted with diagnozes to include Dementia with
Behavior Disturbances, Paychosis, Anxiety and
Hypertansion.

A review of the physician’s orders, dated
11/06/09, ravealed an order for the "annual
influenza vaccine if not allergic to eggs”.

A review of the immunization record revealed
there was no consent form or documentation of
receiving or refusing the influenza vaccine for the
current year.

2. A record review revealed Resident #6 was
admitted with diagnoses of a closed fraciure of
the pelvie and Depression.

A review of the physician's ordars, dated 11/2009,
revealed an order for the "annuat flu vaccine if not
allergic 10 eggs”.

A raeview of the immunization record revealed
there was no consent form or documentation of
Resident #6 receiving or refusing the flu vaccine
for the current year.

A review of an immiinization report reveaied the
resident refused the vaceine, on 01/05/10.

An intarview with the acting Director of Nursing
(DON), on 07/22/10 at 1:06 PM, ravaaled she
was responsibla for obtaining the consant forms
for racidents to raceive the yearly influenza
vaccine. The consent forms were mailed with
the: August billing to the responsible party. The
résponsibie party of Residents #6 and #13 did not
return the consent forms to the faciliity. The DON
stated when a consent form was not returned to

(X4 D SUMMARY STATEMENT OF DEFIGIENGIES [ PROVIDER'S PLAN OF CORRECTION 5}
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE coELETION
TAG REGULATORY OR [SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
F 334 | Continued From page 13 F 334

FORM CM$-2667(02-99) Previous Versions Qbyolote Event ID: YEAH.11

Facitty 1D: 100847 If centinualion heet Page 14 of 15




88/20/2016 ©3:42 12788430874 MAGNOLIA VILLAGE PAGE 17

1,22 PRINTED: 08/04/2010
il "FQM’PROVED

02 )
o i &QEAT
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION © ¢ o} ;\ W.i
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING l ¥ PN\ Q 3
B. WING I WY aziar
100847 c T
AME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE \ . e SN W
N \
1381 CAMPBELL LANE 7
MAGNOLIA VILLAGE CARE AND REHABILITATION C BOWLING GREEN, KY 42104 e PR X,
y RRECTION - — (15)
Ll (EACH DEFICIENCY MUST BE PRECEDED BY FULL PRI céggs-ﬂEFfﬂencen 10 THE APPROPRIATE DATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG il
N 000 N193
N 000) INITIAL GOMMENTS “This plan of correction Is prepared and submitted 8-16-2010
i as required by law. By submitling this plan of ]
A relicensure survey wasg conductec_i_on 97120i10 cartoion. Magnolia Vilaga Care and Rehbiltation
through 07/22/10 and found the facilily did not Center does not admit that the daficiency listed on
meet the minimum requirements for state {his form exlsts, nor doas the canter |B.UET||! tol:n:'
i ure with correctable deficiencies, statements, findings, facts, ar conclusions, tha
toens form the basis for the allaged deficiency, stalements,
i form the basis for the
N 193] 902 KAR 20:300-7(4)(c)1. Section 7. Resident N 103 fatks, and conclusion Ihatfs
9 S ‘ ' deficiency.
Assessment N193
With respect to residenl(s) affected by the allegad
i daficient practice: Resldant #7 has been asssssed
(4) Comprehensive care plans. : (
. i iewed to ensure that the
(¢) The services provided or arranged by the and lhe medical record reviewa

ordered alann type is In use, The physician order
was obtained for tha alamm by (ha Assistant
Diractor of Nursing on 08/06/10. The trealmenl
racord was up-datad by the Asslstant Director of
Nursing on 08/06/10, to reflacl the use of the

facility shall: _
1, Meat professional standards of quality; and

This requirement is not mat as evidenced by: alarm each shift. The CNA care card and tha nursing
Based on observations, intarviews, and racord plan of cara were revisad by the Assislant Diractor
review, It was detarmined the facility failed to of nursing to reflect the use of the alam,

with Respecl to resident(s) having the polantial to
be affected by lhe allegad deficient praclica: All
current residents requliring the use of alarms have

ensure servicas provided or amanged by the
facility met professional standards of quality for

oné resident (#7), in the selected sample of 15. been assessad and the medical recard raviewed
The facility failed to implament physiclan's orders by the Assistant Directer of Nursing on 08/02/10,
regarding the discontinuation of a bedy (clip) to ensure the correct typa of alarm is in use and
alarm and the imp|ementaﬂon of a sansor alarm documentation in plaGB for the alarms; 'Inc!uding
for the resident's whealchair. MD order, nursing care plans, CNA care card, and

Ihe lraatment records.

With raspect 1o measures lo effect systemic
changes lo ensure lhe alleged deficient praclice
does not recur: All gurrent licensed and unlicensed

Findings include:

Resident #7 was admitted to tha facility, on

10/01/06, with diagnoses which included siafl hava baen educated by lhe Assistani Direclor
Advanced Alzhelmer's Type Dementia, Peripheral of Nursing Lo tha procedure for Instituting,
Vascular Disease and Seizure Disarder. malntaining. and evaluating the use of alarms.
Orders for lhe alarms will be reviewed by nursing
) . during tt nd- i
A review of the physician orders, dated 06/29/10 massaemanduing Vil suprmeelog pragans

to ensure ordars, assessments, care plans, and

{for the time period of 07/01-31/10), ravealed an CNA care plans are complete.

order to "Check alarm for proper placement and
working condition every shift, sensor alarm in
chair and under mattress alarm on bed." Further
review of the physician arder, dated 03/15/10,
revealed a body alarm was used in bad and a
whealchair and the discontinuation of the body
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Continued From page 1

{¢lip) alarm. The individual staff listed as
documenting the discontinuation order was the
Direclor of Nursing (DONYacting Administrator.

An abservation, on 07/20/10 at 6:4D AM, revealed
Resident #7 was asleep in bed with & sensor
alarm applied to the bed, A wheelchair was
observed by Resident #7's bed which had a body
(clip) alarm attached to the back of the
wheelchalr, Observalions, on 07/20/10 at 11:16
AM, at 12:00 PM, and at 12:45 PM, revealed
Rasident #7 was in a wheelchair with the body
alarm attachad to the back of the wheelchair, but
the clip was not attached to the resident.
Observations, on 07/21/10 at 9:15 AM and at
1:20 PM, revealed the resident was in the
wheelchair and the body alarm was clipped to the
resident’s ¢lothing.

Interviews with Cenlified Nursing Assistants
(CNA) #1, #2, and #3, on 07/22/10 at 2:00 PM, at
2:02 PM, and at 2:05 PM, respectively, revealed
Resident #7 always wore the body (clip} atarm
whan in the wheelchair, None of tha CNAs could
recall the resident utilizing a sensor alarm when
in the wheelchair.

An interview with the DON/acling Administrator,
on 07/22/10 at 2;26 PM, revealed Residant #7
had a body (clip} alarm appliad to the bed and
wheelchair, prior to 03/15/10, She stated she had
slowly raplaced all ¢lip alarms with sensor alarms
because ghe felt the sensor alanms were more
effactiva. Tha DON had no explanation ag 1o why
the sensor slarm was placed on Rasident #7's
bed, but not on the wheslchair. She stated it was
the responsibility of the nurse, who took the
order, to engura it was implemented,

N 163

With respsct to how Lha facility will monitor
performances te ansure thet solulions are
sustained; The Directer of Nursing will monitor

the ongoing compligncs of alarm use to ensura
that staff are followlng procedures by conducling
visugl audits weekly fot three weeks. The findings
from the audits will ba reperted to the P commililee
each month for thres months for any further
recommendations.
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N 208} 902 KAR 20:300-8(1)(b) Section 8. Quality of N 200 With respect o residem(s) affacted by the altegad N206
Care deficiant practics: Resident #3 has baen evalusted * g 1¢ 2019
and restorelive nursing program developad by
(1) Activities of dally living. Based on the the assistant director of nursing on 08/08/10 to
comprehensive assessmant of a resident, the raintain andfor improve ambulalion for this
ili . regident. '
facifty st?all er!sur‘e. h jate treatment Wilh respect to resident{s) having-lho poter}l:al
B A resident is given t € a?propr . to be affected by the aliegad deficien praclice:
and services to maintain or improve hIS. or har All gurrent residents Wih restorative programs have
abilities specifiad in paragraph (a) of this been avaluated and the medical records reviewed
subsection; and by the Assistanl Diractor of Nurging on 08/05/10 10
This requirement s not met as evidenced by: ensure thet rastorative programs are in place for
Basad on observations, interviews and record these residants.

With respect to maasures 1o affect gystemic
changes to anstra the alieged deficient practice
does not racur: All slaff licensed and unlicensad

review, it was determined the facility failed to
provide restorative seivices to maintain andfor

improve ambulation for one resident (#3), in the hava bean reeducated by the Assislani Direclor

selected sample of 15. of Nursing before 08/14/10 as lo the restorative

Findings includa: protacols and have been demonstratad competency
of these programs, . )

A review of the facllity's policy and procedure With respect fo how tha facllity will monitor

performances (o ensure that solutions are sustained:
Tha Director of Nursing wiil monfior this process
by reviewing weekly monitoring for three weeks,

(MDS book) for restorative services revealed
rastorative services ware nursing interventions

that assisted or promoted the resident's ability to completed by (he Assistant Director of Nursirg,
attain his or her maximum functional potential. including visual audiis of reslorativa programs
For ambulation activities to improve or maintain to ensure Ihat residents reslorative programs

the residant's self-performance in walking, with or afe performed accerding (o tha restorative plan of
without assistive devices, care. Monthly reports will ba submittad by tha

ADON for thrae meonths to the perfermance

. . Improvement commitlee for furlher recommendation.
A record review revealed Resident #3 was v

admitted to the facllity with diagnoses of Senile
Dementia and Osieoporosis.

A review of the quarterly Minimum Data Set
{MDS) assessmant, dated 06/24/10, revealed the
facility assessed Residenl #3's decisions as poor
and hefshe required supervision. The
assesement revealed the rasident required
limited assistance of one staff member for
ambufation.

Atiempis to interview the resident were

STATE FORM L YE3L11 # ¢opliLation sheel 3 of £1
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unsuccéssful, on 07/20/10 at 7:15 AM and at
11:16 AM.

A review of the Restorative Program developed
for Resident #3, with a start date of 07/13/10.
ravaaled the resident would ambulate 2-3 timas a
day o all meals as part of the walk—to-dinp
program. The Intervention stated the resident
would walk to three meals each day, using a
rolling walker, The resident ambufated 260 feet
wilh rolling walker with contact guard assistance
and minimurn assistance and cues for safety.

A review of the July 2010 Restorative Flow Sheet
revealed the facility staff ambulated Resident #3
to tha dining room one time & day for five of nine
days.

Obsarvations, on 07/20/10 at 7:15 AM (breakfast
meal) and at 11:16 AM (lunch meal} and on
07/21/10 st 11:10 AM {lunch meal}, revealed
Certified Nurse Aide (CNA}) #4 approached
Resident #3 while the resident was seated in the
wheelchair and told Resident #3 she wottd assist
himfmer to the dining room to eal, The CNA
pushaed Resident #3 in the wheelchair all the way
to the dining room. The CNA did not offer to
ambutlate the resident on any occasicn.

An interview with Restorative Aide (RA)#1, on
07/21/10 at 1:45 PM, revealed Resident #3 was
supposed ta be assisted 16 ambulate to the dining
room for meals. Me stated he usually assisted
Rasident #3 to ambulate to the dining room in the
evening, When asked if Resident #3 was
assisted 10 ambulate 1o the dining room for other
meals, he stated it depended on how busy staff
were; bul the resident was usually assisted to
ambulate, He provided no explanation as to why
Resident #3 had not been assisled to ambulate to

STATE FORM % YEAL1 I continyation shael 4 of 11
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the dining room at least two times a day, per care
plan, during five of nine days in July 2010.
Interviews with CNA #3 and CNA #4, on 07/21/10
al 1:40 PM and on 07/22/10 at 1:05 PM, revealed
Resident #3 somatimes refused to ambulate,
CNA #3 stated she had not worked with the
restorative program the past couple of days. She
stated RA #1 completed the Restoralive care, on
07/20/10 and 07/21110. The RA was supposed to
assist the resident to ambulate to the dining
rGom.
An interview with the Assistant Director of
Nursing/Restorative Program Manager, on
07/22/10 at 12:45 AM, ravaaled the RAs
completed the walk-to-dine program. She stated
- most tha CNAs had been trained regarding
restorative care, 50 they could help out with
restorative, when needed. She did nol provide an
explanation as to why Rasident #3 did not receive
ambulation to the dining room two times a day for
five out of nine days in July 2010
N 220 802 KAR 20:300-8(7)(b) Section 8. Quality of N 220 With respact to residents affected by the sHeged N220
Care deficlent pracilce: Residents #3, #7, #12 have baen 8-16-2010
assessed and the medical record raviewad by the
(7} Accidents. The facilily shall ensure that: :ﬂlasialan% Direc!on: of Nursing on GB{O&HQ. to ensure
{b) Each rasidant receives adequate supervision m'te;venlions.are in place to maintain n'asndents gt the
and assistive davices to prevent accidents. highest practicabe tavel of sufety. Device .
assessments have been completed by the Agsislant
Direglor of Nurging on 0B/05/10, for the devicas
determined of need for thess individuale. Physician
ordars have baen reviewed for devicesfequipment
for residants #3, #7, and #12. Nursing care plans,
CNA care gards and treplment sheets have been
This requirement I not mat as evidenced by: revisad to reflact infervenlions by tha Assistant
Based on observations, interviews, and reco:.;d Director of Nursing on 08/15/10.
reviews, it was determined the facility failed to
provide adequate suparvision to prevent
accidents and/or to ensure the environment was
STATE FORM a7 YEIL§1 # continualion sheat Sof 19
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() MUST BE
PREFIX é’i@ﬁfgﬁ%&&c JOENTIEYING INFORMATION) TAG DEFIGIENGY) _ —
e T Teepact o fesident(s) having ihe POW‘}“"
N 220 to ba affecled by the altegad deficient praclice:
N 2201 Continuad From page 6 I current residents have bean quesSBd o
fre of accident hazards for {hree residents (#3, by the Asslstant Director of Nursing by 08/15
47, and #12), in the setected sempte of 15. The and medicel records raviowod for doves B8
PSR SR e : i have bean reviewed and/o
facility failed to implement i3 astablished policy Device asseagw’??{t)s‘ t: nszfe e omoct davice!
and procedures related lo assessment, ‘e‘:‘;er:::l s in?: s b(; the Assistant Diractor of
. . : t 3=
implementation and manitoring of assistive andior qusgng. Physiclan orders were aviewad by the
restrictive devicas for Resldents #3, #7 and #12. ADON on 08/05/10, to ansuré the inclusion of aach
Findings include: resident’s devica. Nursing care ptans, CNA
Cara Cards and lreatment sdministration
A review of tha facility policy eptitted "Restrictive recards were reviewed to ensum the Inclusion
Device Managerment Program”, dated January ofthe device ordared by the ADON. ]
2008, revealed under the section entitied With respect to ma%s-:ure; te e;tf:c} a.ys::temlc
" ] e id in Need of & changes to ensure the alleged delicia
E;\ ﬁzzfmfamr'e'g 32::?:‘:5%:?;23:15&{1 16 need an practice does not recur: Ali staff were re-aducatad
evica’, it & rasicet ¢ , by the Assistant Director of Nursing by 08/15/10,
assistive or restrictive device, the licensed nurse as to the protoco! for device assessmant
completed a restrictive device evaluation. The and use for raslidents and for tha protocol
licensed nurse completed the evaluation to ho ba used prior to tha implemantation of any
determine the medical necessity of the device. davice. Orders for devices will e reviewed by
Evaluating was an exiremely important step, nursing mansgament durng the stand up mesting
because once residents’ device needs were piocess o ansure Orders, B5EBSSMINL, Care plans
h . R . , nd CNA care cards are complale.
identified, appropriate interventions were With respect to how the facilily will monitor
implemented. Devices could be categorized as performances to ensure thal solutions sre
either an enabler, a reminder, assistive, or sustalned; The Assislant Diractor of Nursing along
rastrictive. \wilth the Director of Nursing will conduct waekly
raviews for three weeks, of lhe medical racord
A review of the facility's "falls management ‘a"d| "’t"fi"a('j audits ?f tha rasidents {equirlngd
program’, dated January 2008, revealed the asalsiive devices to ensure compliance and thet
o . ] A T rasidents’ plans of care are being followed for proper
facility would identify residents at risk for falis i i
. . ) ' aquipment and device uze. Th
implement intarventions to prevent falls, ensure a aﬂdlfs will be fepot‘ie: tosfhe P:ﬂtﬁ:gzgmm e
safe anvirohment, reduca the likellhood of injury improvemenl Commitiee every meonlh for three
and manage falls which occurred In the facility, monthe by tha Assistant Dirgctor of Nurging for furlher
The licansed nursefdesignee would check for the recommendalions
placement and function of alarms, at least daily,
The licensed nurse would document the checks
on the Treatment Administration Record (TAR).
If a davice, atarm or réstrictive device was
identified as not functioning, the licensad nurse
would immediately replace it with an operational
device.
1. Arecord review revealed Resident #3 was
STATE FORM s
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N 220 | Continued From page 6 N 220

admitted to the facility with diagnoses of Senile
Damantia and Osteoporosis.

A review of the quartery Minimum Data Set
(MDS) assazzment, dated 06/24/10, revealad the
facility asseseed Resident #3's decisions ware
poor and he/she required supervision, Tha
resident had sustained fails within the past
31-180 days.

A review of the Comprahensive Care Plan, dated
04/27/10, for the problem, "risk for falls related to
impaired balance, poor coordination and
unsteady gail”, revealed interventions included
two staff io assist the resident with transfers, a
sensor alarm on the bed and badside mats for
injucy prevantion,

1 A review of the Certified Nurse Alde {CNA) Care
Plan, dated July 2010, revealed tha CNAs were to
apply a ¢lip alarm to the restdent's wheelchair and
a sensor glarm to the bed; but did not addrass
the floar mats to be placed on each side of the
bed,

A raview of the July 2010 Treatment
Administration Record (TAR), revealed the facility
failad to ensure the use of the floor mats and
alarms were transcribed on the TAR in order for
the licensed staff to document monitering
activities of tha sssistive devices.

Observations, on 07/20/10 at 115 PM, on
07/21410 at 2:40 AM and on 07/22/10 at 2:10 FM,
revealed Resident #3 was lying on hisfher back in
bed. There were no floor mats on the floor on
each side of the bed. Further obsarvalion
revealed one floor mat was located between the
headboard and the wall.

STATE FORM L] YE3L11 If continyation shegt 7 of 41
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An observation, on 07/21/10 st 11:10 AM,
revealed Raesident #3 removed his/her jacket
alarm, which was clipped 10 the resident's jacket
and transferred unassisted lo tha bead from the
wheelchair, A CNA came into tha room and
assisted the resident to lie down in the bed. The
rasident requested to use the bathroom. The
CNA aasisted the resident 1¢ stand and the
sansor alarm on the bed did not alarm. The CNA
ambulated the resident to the bathroom.
Aflerward, the CNA assistad the resident back
into the wheelchair and whealad the resident to
the dining room for lunch. The CNA did net
chack tha sencor alarm 10 determine why the
alarm did not sound. An observalion, on
07/22/10 at 9:30 AM, revealed the sengor alarm
did not sound when pressure was applied to the
mattress and released. Observation revealed the
afarm box was not intact. The battery
comparment was exposad due to the fact there
was no back for the box and the battery fell from
the box during the examination.

An intarview with CNA #4, on 07/21/10 at 1:40
PM (provided care for Resident #3 on 07/21/10),
revealed she noticed the bed sensor elarm did
not sound when she stood the resident up from
the bed and she did not report the problem to
licensed staff. Additionally, she did not repart the
resident had removed histher jacket after removal
of the clip alarm and transferred without
assistance, She staied the resident should have
floor mats on each side of tha bag when in bed
and provided no explanation for the lack of floor
mats.

An intarview with CNA #5, on 07/22/10 at 10:50
AM, revealed she usually checkad bed alarms,
chair alarms and floor mats at the beginning of
her shift to ensura they were in place snd in
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working order. She was not sure aboul the use
of floor mats for Resident #3. She checked the
CNA care plan and found ne indication floor mats
were to be utitized by the resident's bed,

An interview with LPN #2, on 07/22/10 at 12:25
PM, revealed she repaired the gfarm box the day
before and did not know the box had no back to
the battery compartment.

An interview with Registered Nurse (RN} #1, on
0722110 at 10:45 AM, revealed if the alarms,
floor mats or any other agsistive deviceas were
implementad as a nursing measure and @
physician's order was not received for the davice,
the nurse would need 10 key the davice into the
computer system in order far the use of the
device to be transcribad lo the TAR.

An interview with the Acting
Administrator/Director of Nursing, on 07/22/10 at
10:30 AM, revealed when a device was
Implemented for a resident, staff needed to kay
the device into the computer to ensure the device
was printed onto the TAR. She staled the reason
staff neaded a physician's order for aach device
was to ensire the use of a device-would be
transcribed onlo the TAR,

2. Resident #7 was admitted to the facility, on
10/01/06, with diagnoses which included
Advanced Alzheimer's Type Dementia and
Seizure Disorder.

Observations of Resident #7, on 07/20/10 at
11:15 AM, at 2:00 PM and at 12:45 PM, reveaaied
the resident was in a wheaelchair with a body
alarm attached to the hack of the wheelchair, bul
the clip was not attached to the residant.
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An interview with CNA #2, on O7/22/10 gt 2:02
PM, revealed she was assigned to provide care
for Resident #7 on 0712010, She checked the
atarms for the residents on her assignment ‘
peripdically throughout the day. CNA#2 provided
no explanation for the unattached body alarm for
Resident #7, obeerved on 07/20/10.

An interview with the Director of Nursing
{DONY/acling Administrator, on 072210 at 2:25
PM, revealed when an order was taken off as an
active treaiment, the order should automatically
print out on the TAR. The CNAs ware
responsible for ensuring any alarm was in place,
during provision of care, The licensed staff was
responeible for manitoring the placement and
g function of the davices, at Jaast once a shift,
when they completed the TAR. She stated the
body alarm was not included on the
comprehensive care plan, the TAR, or the CNA
cara plan and she hed no explanation for the
ofmission.

3. Resident #12 was admitted to the facility, on
10/01/06, with diagnoses which included
Dementia with Behavioral Disturbances and
Alzheimer's Disease,

A review of nurses notes, dated 06/25/10 at 11:45
PM, revealed the resident was found on the floor
by the bed on histher knees, Resident #12
sustained no injuries and the physician was
notified of the fall, After the fall, bilateral bed
bolsters were placed on Resident 12's bed.

‘An observation, an 07/21/10 at 1.45 PM., revealed
Resident #12 was aslaep in bed with a winged
rattress and bilateral bad bolslers,
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An interview with Licensed Practical Nurse (LPN)
#1, on 07/22110 at 8:50 AM, revealed she had
documented the Incident in the racord, on
06/25/10. Sha stated the resident never rolled
out of the bed and the causa of the the fall was
not determined. She dizcussed the usa of
bolsters with the physician, but did not complete a
restrictive device evaluation on the rasident, prior
to the application of the bed bolstars. Additionally,
shae did not write a physician order for the device,
She stated sha did not fee! a restrictive device
evaluation was needed as she did not feel the
devica was restrictive.

An interview with the DON/acting Administrator,
on 07/22/10 at 10:50 AM, revealed all residents
should be assessed for any device, prior to
application of the device. She stated an
assessmant would be complated on the
restrictiva device evaluation form, which weuld
assist In determining if the device was a restraint.
an enabler, an assistive device, or a reminder.
She staled ali devices should have a physician
order, prior to application. The DONfacting
Administrator revealed she could not find any
rastrictive device evaluation form or physician
order for the use of the bilateral bad bolsters in
the ¢linical record. She further revealed she
¢ould not determine when the wingad maltress
was implemented for Resident #12's bed, but
when it was appiied the bed bolsters should have
been discontinued. She believed at the time of
the fall, Resident #12 was using a standard
perimater defined mattress.
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A Life Safety Code survey was initiated and
: conducted on 07/21/10 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.
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