PRINTED: 10/20/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
R
185237 B. WING 10/19/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2100 MILLVALE RD.

SIGNATURE HEALTHCARE OF CHEROKEE PARK LOUISVILLE, KY 40205

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} INITIAL COMMENTS {F 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 10/19/15 as alleged.

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 80 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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Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per respanse, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier/CLIA/ § {Y2) Multiple Construction (Y3) Date of Revisit
Identification Number 1 A. Building
185237 | B. Wing 10/19/2015
Name of Facility Street Address, City, State, Zip Code
SIGNATURE HEALTHCARE OF CHEROKEE PARK 2100 MILLVALE RD.
LOUISVILLE, KY 40205

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2587 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) ltem (Y5) Date (Y4) item (Y5) Date (Y4) Iitem (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix  FO441 10/19/2015 ID Prefix ID Prefix
Reg. # 483.65 Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LSC
Reviewed By _ / Reviewed é@% Dateg g Signature of Surveyor: Date:
State Agency g 0410 : IS o '
Reviewed By Reviewed By Date: Signature of Surveyor: i Date:
CMS RO
Followup to Survey Completed on: o Check for any Uncorrected Deficiencies. Was a Summary of
9/17/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygs  no

Form CMS - 25678 (8-92) Page 1 of 1 EventID:  Z4Y512



PRINTED: 08/29/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO. 0938-0881
STATEMENT OF DEFICIENCIES X1} FROVIDER/SUPPLIER/CUA (X2y MULTIPLE CONBTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A BUILDING COMPLETED
< EMBL L]
188237 B WING 09/17/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, Zib CODE
2100 MILLVALE RD.
SIGNATURE HEALTHCARE OF CHEROKEE PARK LOUISVILLE, KY 40205
X4 1D SUMMARY STATEMENT OF DEFICIENGIES © PROVIDER'S PLAN OF CORRECTION (5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF (EACH CORBECTIVE ACTION SHOULD BE COMPLETION
TAG BEGULATORY OF L3O IDENTIFYING INFORRATION THRES CROSS.REFERENGED TO THE APPROPRIATE LATE
DEFCHENCY)
000 INITIAL COMMENTS Fooo: Preparation and execution of this
atlegation of compliance does not
A %@g@mﬁmtian Survey was initiated on  constitute an admission or agreement
08/15/15 and concluded on 08/17/18 and found .
the facility not meeting the minimum by the provider of the truth of the facts
requirements for recertification with deficiencies alleged or conclusions set forth in the
cited at the highest scope and severity of an "D". o . )
alleged deficiencies. This allegation of
F 441 483.65 INFECTION CONTROL, PREVENT F 441 & ) ) g
S8=0  SPHEAD, LINENS compliance is prepared and/or

) executed solely because it is required
The facility must establish and maintain an . federal and St
infection Control Program designed to provide a by the provisions of Federal and State
safe, sanitary and comfortable environment and Law.
to help prevent the development and transmission
of disease and infection.

{a} Infaction Control Program

The facility must establish an infection Control
Program under which it -

{1} Investigates, controls, and prevents infections

F441
1} What corrective action will be
accomplished for those residents found

in the facility: to have been affected by the deficient

{2} Decides what procedures, such as isolation, practice?

should be applied to an individual resident, and )

(3) Maintains a record of incidents and corrective On 9/15/2015 SDC re-educated SRNA

actions related to infections. #3 on handwashing techniques. On
9/15/15 and 9/16/2018 the SDC initiated

{b) Praventing Spread of Infection training to licensed nurses, SRNA's, and

{11 Whan the infection Control Program administrative staff on handwashing

detarmines that a resident needs isolation to tachniques.

prevent the spread of infection, the facility must

isolate the resident. On 9/16/2015 the Director of Clinical

(2} The facility must prohiblt employees with a ! Risk Management re-educated SRNA

communicable disease ot infected skin lesions #3 on the facilities policy and procedure

from direct contact with residents or thelr food, if
direct contact will transmit the disease.

{3} The facility must requirs staff 1o wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice,

for donning and doffing PPE and
handwashing techniques.

2) How will the facility identify other
rasidents having the potential to be
affected by the same deficient practice’
LABORATORY DIRECTOR'S OR PROVIGER/SUPPLIER REPREBENTATIVE'S BIGNATURE TITLE (%83 DATE

2(6 %éﬁgﬁ@é g ¥ Ad monssrone X / @f; @gﬁ@’

Any dﬁéiaign{f?’szatamem arfé?ng with an asterisk () denctes a deficiency which the institulion may be excused from coranting providing it s determined that
sther safeguards provide sufficlent protection 1o the patlents. (See instructions.) Except for nursing homes, the findings stated ab
Inilowing the date of survey whather or not a plan of correction is provided. For nursing homes, the above findingsama g
days following the date these documents ars made available 0 the facility. 1t deficiencies are cited, an approved plan

oreggeam participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 00/28/2015
FORM APPROVED
OMB NO, £938-0391

STATEMENT OF DEFICIENCIES (€1} PROVIDER/SUPPLER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185237

(X2} MULYIFLE CONSTRUCTION (%3} DATE SURVEY
£, BUILDING COMPLETED
g oma 09/17/2015

RAME OF PROVIGER QR SUFPLIER

SIGNATURE HEALTHCARE OF CHEROKEE PARK

STREET ADDRESS, GITY, 5TATE, ZIF QODE
2100 MILLVALE BD.
LOUISVILLE, KY 40208

PROVIDER'S PLAN OF CORRECTION

X410 UMMARY STATEMENT OF DEFICIENCIES ) 5)
PHEEIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TQ THE APPROPHIATE DAYE
DEFICIENGY)
z DON, ADON, 8DC, and UM made
F 441 Continued From page 1 F 441 observations on 9/15/2015, 9/16/2015,

{c} Linens

- Personnel must handie, store, process and
transport linens so as to prevent the spread of
infection.

- This REQUIREMENT is not met as evidenced
by

Based on observation, interview, record raview
and review of the facility's policy, it was
determined the facllity falled to ensure evidence
based hand hygiene was performed aceording to
current standards of practice and Centers for
Dissase Control (CDC) guidelines for one (1) of
sevanteen (17} sampled residents, Resident #17
who required Transmission Based Precautions.

- The findings include:

. Review of the facility's policy titled Isclation -

- Categories of Transmission-Based Precautions,
revised August 2012, revealed Standard
Precautions would be used when caring for
residents at all times regardiess of their
suspected or confirmed infection stalus.
Transmission Based Precautions would be used
whean caring for residents who were documentad
or suspected of having a communicable dissase
or infections that could be fransmitied o others.
Transmission Based Precautions, acsording 1o
the facility's policy, included Airborme Pracaution,
Contact Precaution and Droplet Pracaution.
Contact Precaution detalled in addition to
Standard Precautions, staff was to implement
Contact Precautions for residents known or

and 8/17/2015 of employees entering
and exiting isolation rooms.
Observations did not note any deficient
practice with donning and doffing PPE
and handwashing.

DON, ADCN, 8DC, or UM will conduct
an infection control audit on 10/6/2015
utifizing 10T Infection Controf Audit Tool

3} What measures wili be put into place
or systemic changes made to ensure
E that the deficient practice will not recur?

. The 3DC, DON, or UM will provide
infection control education to the
following departments: Nursing, Dietary,
Environmental Services and
Administration. The infeclion control
training will include the facilities infection
control program and preventing the
spread of infection including but not
limited to donning and doffing PPE and
handwashing. All employee will be
required to complete a post-test with a
score of 80% or higher. The education
and testing will be completed by
10/12/2015.

The SDC, DON, or UM will conduct
competency check-offs for donning and
doffing PPE and handwashing to the
following departments: Nursing and
Housekeeping. The competencies will
be completed by 10/12/2015.

FOREA CME-2EBT{02-99) Previous Yerslong Obsolnte
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 09/28/2018
FORMAPPROVED
OMB NGO, 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDERSUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185237 B WiNG og/17/2018

MAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF CHEROKEE PARK

STREET ADDRESS, CITY, STATE, ZIP CODE
2100 MILLVALE RD.
LOUISYILLE, KY 40208

(%43 1D SUBHAARY STATERMENT OF BERCENQIES iy PROVIDER'S FLAN OF CORBECTION
FPRES (BACH DEFICIENCY 8MUST BE PRECEDED BY FULL PREFIX [EAUH COHRECTIVE AQTION SHALD BE
TAG REGULATORY OR LSS IDENTIFYING INFORMATIONS TAG CROSS-REFERENCED 7O THE APPROPRIATE
DEFIGIENGY)
ne SDG will provide infection control
F 441 Continued From page 2 £ 441 €ducation upon hire and at least

suspected 1o be infected with microorganisms

- that could be ransmitted by dirsct contact with

the resident or indirect contact with the
gnvironmental surfaces or resident-care fisms in

- the resident's environment. The decision if

precautions were necessary would be evaluated
an & case by cass basis.

Review of Resideni #17's clinical record revealed
the faciity admilted the resident on 06/16/15 with

diagnoses of Senile Dementia, Alzheimer's,

Hypertension, Gastroesophageal Reflux Disease,

Anemia, Depression, Insomnia, Dysphagia and
Malnutritior.

Heview of Resident #17's Comprehensive
Minimum Data Set (MDS) completed on 08/23/15
revealad the facility assessed the resident with a
Briet Interview for Mental Status (BIMS) of four
(4}, meaning a severe cognitive impairment and
not interviewable.

Review of the Comprehensive Care Plan for
Hesident #17 revealed the facility developed a
care plan on 06/2%/15, with updated goals and a
target date of 10/21/15. Problems on the care
plart included Infection Clostridium Difficile
{C-Diify as of 09/10/15 (Clostridium Difficile ls a
bacterium that causes diarrhea and more serious
integtinal conditions and complications caused by
its toxin-producing bacteria). Infection control and
prevention was implemented by facility stalf and
the Comprehensive Plan of Care was updated
accordingly on 09/10/15.

Observation, on 09/15/15 at 8:27 AM, on the
A-Wing of the faclilty revealsd State Registered
Murse Aide (SRNA) #3 took off Personal
Protective Equipment (PPE) and exited the room

- performance to ensure that solutions are

annually,

The SDC will conduct competency for
donning and doffing PPE and
handwashing upon hire and at least

- annually,

4} How will the facility monitor its

sustained?

- SDC, DON, or UM will conduct a weekly |

audit on infection control practices for 4
weeks, then every 2 weeks for 4 weeks
and then monthly thereafier. The
resuits of this audit will be presented by
the DON or SDC to the QAP! team
monthly for review and
recommendations based upon the
results,

5 Compliance Date: 10/18/20158
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PRINTED. 09/28/20158

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0291
STATEMENT OF DEFICIENCIES (X1} PROVIDER/ASUPPUEROLIA {2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AR PLANOF CORRECTION IDENTIFICATION NUMBES: A BULDING COMPLETED
185237 BWiNG 08/17/2015
MARE OF PROVIDER OF SUPPLIER STHEET ADDRESS, CITY, 8TATE, ZIP COLE

2100 MILLVALE BD.

SIGNATURE HEALTHCARE OF CHEROKEE PARK LOUISVILLE, KY 40205

(Ea D SURMMARY STATEMENT OF DEEICIENCIES i} PROVIDER'S PLAN OF CORRECTION {553
PREFY {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION BHMOULD BE CUMPLETION
TAG FEGULATORY OR LT IDENTIFYING INFORMATION TAG CROSS-REFERENCED 7O THE ARFROPHRIATE DATE
: : DEFICIENGY)
F 441 Continued From page 3 F 441

without washing her hands.

¢ Review of the Medication Administration Record
C{(MAR), on 09/17/15 at 9:18 AM, revealed ,
Hesident #17 was recieving Flagyl {antibiotic) 500
mg. by mouth, three {3) times daily, for fourteen
{14} days to end on 09/27/15.

Review of Daily Skilled Nurse's Notes, dated
081415 at 4118 PM, revealed Hesident #17 was
compliant with hand hygiene.

iterview with SRNA &3, on 08/17/18 at 8147 AM,
revealed it was her understanding, that contact
pracautions required hand hygiene as stipulated
in the facility's policy, SRNA #3 stated she knew
the facility's contact precaution protocol was 1o
wear & gown and gloves for a resident in contact
precautions, remove the gown and gloves before
leaving the room and dispose of them in the red
bag. BRNA #3 stated she should wash her hands |
before leaving the resident's room and she was
aware she tailled to do so for Resident #17.

interview with Housekeeper #1, on 09/17/15 at
10:00 AM, revesled a specific procedure was 1o
be used to clean resident rooms identified by

- Contact Precautions signage. He staled he
would use PPE as indicated and would use a
specitic wipe sanitizer to wipe down the
bathroom, door handles and the sink. The
Housekeeper further stated he would remove his
PPE and dispose of itin the red bag container in
the room and wash his hands before exiting the
rOOIT,

Interview with the Stalf Development Coordinator
{SDCY on 0917/15 at 1027 AM, revealed a sign
would be placed on the door of a resident who

FORM CME-2EEFT0-99) Pravinus Verions Qbsolels Puant i Z4Y51 Facilty 1) 106221 it sontinuation sheel Page 4ol b




PRINTED: 09/28/20158

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0838-0831
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {43} DATE SURVEY
ARD PLAN OF CORRECTION DHENTIFICATION NURMBER: A BUILCNG COMPLETED
1838237 8. WING 09/17/20158
NAME OF PROVIDER OR SUPPRLIER STREET ADDRESS, CITY. 8TATE, 2P CODE

2100 MILLVALE RO,

SIGNATURE HEALTHCARE OF CHEROKEE PARK LOUISVILLE, KY 40205

4y iy o SUMMARY STATEMENT OF DERCIENCIES : [ie] PROVIDERS PLAN OF CORRECTION Y
PREE {EADH DEFICHENDY MUST BE PRECEDED 8Y FULL L DREFIX (EACH QORRECTIWE ACTION SHOULD 8E | COMPLETION
A BEGULATORY OR LEC IDENTIFYING INFORMATION; ; TAG CAOSS-RETERENCED T THE APPROPRIATE : DATE
7 DEFICIENGY)

F 441 Continued From page 4 o Fa4r
needed 1o be placed in Contact Precautions
which stated *Contact the Nurse” before entering
the room, In addition, the SDC stated a container
with PPE would be placed outside the resident’s
door as an indication the resident was in isolation
and a bin with a red bichazard bag would be
placed inside the room for disposal of PPE. The
3DC further stated the staff should wash their
hands, performing effective hand hygiene as
detineated via the Contact Precaution Policy and
Procedure Protocol. He stated all stalf recsived
training in orientation for infection control plus
re-training on infection control one (1) to two (2)
times a year,

Intarview with the Director of Nursing (DON3, on

- 9/17/15 at 10:35 AM, revealed she was unsure if

 all staff had recently been In-serviced on infection
control outside of the annual scheduled training.

The DON stated it was necessary to practice

correct hand hyglene which would include soap

- and water for a resident infected with C-Diff to

¢ prevent the spread of infection. She stated she

- was responsible for monitoring infections in the
facitity and the practice and training of her staff.

FOBM CHMS-2067(02-68) Previous Vorsions Chsciete Evant D Z4YET11 Faciity {30 100221 i continuation shaet Page 5ot 5




FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT
(TO BE USED WITH CMS-2786 FORMS)

PROVIDER NUMBER

K1 185237

FACILITY NAME

SIGNATURE HEALTHCARE OF CHEROKEE PARK

SURVEY DATE

*K4 09/15/2015

K6 DATE OF PLAN
APPROVAL

02/11/1991

) ) B WING
TOTAL NUMBER OF BUILDINGS 2 C FLOOR
D APARTMENT UNIT
NUMBER OF THIS BUILDING 01

LSC FORM INDICATOR

COMPLETE IF ICF/MR IS SURVEYED UNDER CHAPTER 21

SMALL 16 BEDS OR LESS
Health Care Form S ( bSO 55)
12 | 2786 R 2000 EXISTING ; EROMPT
13 [ 2786 R 2000 NEW K8: 3 ibl;lgl\{)vACTICAL
ASC Form
14 [2786 U 2000 EXISTING LARGE )
5 2786 U 2000 NEW s ot
K8: -
MR Form 6 IMPRACTICAL
16 [2786 V, W, X 2000 EXISTING
17 {2786 V, W, X 2000 NEW APARTMENT HOUSE
*K 7 SELECT NUMBER OF FORM USED FROM ABOVE 7 PROMPT
K8: 8 SLOW

(Check if K29 or K56 are marked as not applicable in the
2786 MR, T, U, V, W, X, Yand Z.)

9 IMPRACTICAL

ENTER E-SCORE HERE

K29: 3 K56: 3 K5: eg2.5
*K9 . FACILITY MEETS LSC BASED ON: (Check all that apply)
At X A2 A3 Ad AS
(COMP. WITH (ACCEPTABLE POC) (WAIVERS) (FSES) (PERFORMANCE
ALL PROVISIONS) BASED DESIGN)
FACILITY DOES NOT MEET LSC: K180: Al x B. C.
B. FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
(All required areas are sprinklered)  (Not all required areas are sprinklered)  (No sprinkler system)
*MANDATORY

Form CMS-2786a



PRINTED: 0918/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
SYATERENT OF DEFICIENCIES 1y PROVIDER/SUPPLIER/CLIA (%23 MLLTIPLE CONSTRUCTION U0 DATE BURVEY
AMND PLAN OF CORPBECTION IENTIFICATION NUMBER: & BUILPING 01 - BUILDING 0202 CUORPLETED
185237 8. WING 09/15/2015
SARME OF FROVIDER OR SUPPLIER STRERT ADDRESS, OITY, 8TATE, 28 CO0E

2160 MILLVALE RD.
LOUISVILLE, KY 40205
KAy SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAKN OF CORRECGTION
PHEFI% [FACH DEFICIENGY MUST BE PRECEDED BY FULL L PHEFIX (EACH CORRECTIVE AGTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFVING INFORMATION} : TAG CROSS-REFERENCED TO THE APPROPRIATE
. DEFICIENCY)

SIGNATURE HEALTHCARE OF CHEROKEE PARK

K000 INITIAL COMMENTS ‘ K000

CFR: 42 CFR 483.70(a)
BUILDING: 01 ' | |
 PLAN APPROVAL: 1979, 1992 |
| SURVEY UNDER: 2000 Existing

| FACILITY TYPE: SNF/NF DP

TYPE OF STRUCTURE: One (1) story with a
partial basement, Type Il protected construction. Y

SMOKE COMPARTMENTS: Nine (9) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

e

SPRINKLER SYSTEM: Complete automatic \
(wet/dry} sprinkler system. ~ %

GENERATOR: Two (2) Type |l generators, f \a
100KW and 80KW. Fuel source is diessel, 5

A Recertification Uife Safety Code Survey was 3
conducted, ulilizing the 2786 Short Form, on %‘»%
09/15/15. The facility was found to be in ; |
compliance with the Requirements for kY
Participation in Madicare and Medicaid in %
accordance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Firel.

LABORATORY DIRECTORS OH PROVIDER/SUPPLIER BEPRESENTATIVE'S SIGNATURE TITLE 8y DATE

: . i
Ve g?? Mlgiff ﬁ@g‘%m&w}w B f i5
Any geficiefioy statementBoding with an asterisk {7y dencles a deticiency which the institution may be axcused from conecting providing it is determined that
other safeguards provide sufficient protection to the patients, (Bee instructions.) Excapt for nursing homes, the fndings sialed above are abier B0
fosiowing s date of survey whether or nat a plan of correction is provided. For nursing homes, the above findings and phans o o drd &
days foliowing the date these documents are made avaiable to the facility. it daficiancies are cited, an approved plan of coprection Cop
program participation.

FORE CMS-2567(02:98) Pravious Varsions Obsolste Byent 1D 24v521 Faclity i 100221 - Heont n sheet Page 1 of t




