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K 056, Continued From page 13

' (¢) The attic or other space is ejther uroccupied |

| or protected

i throughout by an approved automatic sprinkler

' system

| Reference: NFPa 13 (1998 Edition) |
| 7-2.3.2.4 Where fisted Quick-response sprinklers |

| @re used

" throughoyt a system ar portion of 3 system |

' having the same

, hydraulic design basls, the system area of

Operation shall he

| Permiitted to be reducad without revising the |

Uensity as indicated

in Figure 7-2.3.2.4 when all of the following

j conditions
. are satisfied:
'{1) Wet pipe system

(2} Light hazard or ordinary hazard octupancy
! (3) 201 (6.1-m) iy cefllng height
| The number of sprinklers in the design area shall

never bg

| less than five. Where Quick-respensa sprinklers ;

,are used on a

I sloped ceiling, the maxim urn celling height shayl |

1 be used for

(i determining the percent reduction in deslgn area. f

| Where

T e L

|

- Guick-response sprinklers are installed, afl ’

| sprinklers within a

| Compartment shall be of the quick response type, ['
f Exception: Where cirtumstances require the use |

| of other than ordinary

! temperature-rated $prinklers,
| sprinklers shall be
permitted to be used.

!
!
standard response |
|
|

K062/ NFPA 101 LIFE SAFETY CODE STANDARD ;’

'
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STRERY ADORESS, Gy, STATE, 2Ip Co CE

NAME OF PROVIOER 3R SUPPLIER

420 EAST GRUNDY AVENUE

, Required automatic sprinkler systemns are
. continuously maintained in refiable operating

s, residents, gtaff and visitors. The

| Facility s certifieg o seventy (70) beds with
census of fifty six (56) on the day of the survay,

!‘ testing for the sprinkler system,

| The findings Include:

f‘ Sprinkler Testing Record review, on 01/10/13 at
2:15 PM

_’ the facility did not have docum entation that the

j gauges on the sprinkler riser had not been

- Callbrated or replaceq within the last five years,

'! Interdew, on 01/10/13 at 2:15 AM, with the

" of the requirement.

| Interview, an 01/10/13 at 4.40 PM, with the

| Administrator revegled she was not awars of the
requlrement.

|

| The facility fafled to provide fa complete required

: With the Maintenance Director revealad

g’ Maintenance Director revealed he was not aware

]
|

SPRINGFIELD NURSING & REHABILITATION CENTER SPRINGFIELD, KY dogeg
SUMMARY STATEMENT oF OEFICIENCIES Yoo PROVIDER'S pLAN OOF CORRECTION !
PREFTX ! (BACH OEFICIENCY MUST B2 PRECEOED BY Fiy i PREFIX ! (EACH CORRECTIVE ACTION SHOWOpE
TAG REGULATORY R Lg¢ ISENTIEYING WFDRMTJON} f TAG : CR OSS-REFERE“NGEQ TO THE appRO PRIATE l
‘ : OEFICIENCY) ‘;
; ; _,

K 082 | Cortinued From page 14 | K062 Kos2

' ! $8=F

NFPA Life Safery Code Standard
Sprinkicr Guages

1} No specifie residents were citeqd in the ,
statement of deﬁcr‘ency as having been affectad; |
however, on the date of thjs | nspection t))¢

censas was 55,

2} No other resideits were identified ag having )
been affected; however on the date of t/)js ;
inspeetion the Census was 5§,

3} Maintenance manager contacted angd
scheduled for TriState Fire Protection to come
and replace sprinkfer gauges and provide
documentation that this work has been doge,
TriSato Fire Protection wij| make regular
periodic checks of the fire system ag well as
check and calibrate sprink|er gauges as needed,

3) The admin IStrator re-ed ucated and frained the
maintenance manager on 1/15/13 regarding the
need for sprink fer Bauges to be changed and/or
calibrated every 3 years4) This issue wil] pe
reported to the quality improvemcnt comymitice
where results wili be reviewed and monjtoped by !
the quality improvement committee for ensuring
on-going compliance for the next 3 months, Ifat !
any time concerng are identified dyr; ng this

recommend any further nterventions and actions .
a8 deemed appropriate, ‘

3. Date of Compietion; 212212013
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| Reference: NFpa 13 (1999 Edition)

I

| 5-5.5.2* Obstructions
_ Pattern Development,
55521 Continuoys or noncontiguous

f obstructions Jess Than or equal to 18 in,
- (457 mm) bslow the sprinkler deflector

| That prevent the pattern from fully developing

§.5.2,

i shall comply With 5. .5,

J

’ 2-2.1.1* Sprinkjers shall be inspecteq from the
i floor leve| annually. Sprinklers shajl ba free of
| corroslon, foreign Mmaterlalg, pe_ﬂ‘nt, and physica

to Sprinkler Discharge

be replaced that is painted,

I corroded damaged, loaded, or in the improper
1 orlentatior,
F hydrautic design basts, the system area of
| operation shafl b
- Permitted to be raduced without revis ing the
| density as indicated
iinFigure 7-2.22 4 when all of the following
' conditions
| arg satisfied:

(1) Wet pipe System
_f (2) Light hazard or ordinary hazaryg occupancy
i (3) 20-1t (8.1-m) maximum ceiling height
: The number of sprinklers in the design area shay
[ never be
' less than five, Where
!2reused on a
i sloped cailing, the maximum celing height shay
. be used for
I determining the

quick-response sprinklery

percent reduction in design areq, ,

—

[

{
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]

' Where !
| quick-response sprinklers are installed, al , | !
: $prinklers within g ! !
' compartment shajl pe of the quick respanse type, | ] i
Exception; Where clreumstances require the use i
i Of other than ordinary ,f ! |
! tamperature~rated sprinklers, standarg respongse | ! ' !
| sprinklers shajl be ; '
I permitted to be used, j i i
! !

li Reference: NFpa 25 (1098 Edition),

i

| 10-2.2* Chstruction Frevention, |
| Systems shayl be examined internally for
obstructions where con itions exist that cauld l

|

J 10-2.3* Flushing Procedura, .
If an obstryction investigation carriad outin ]

_lv sufficient material to obstruct sprinklers, 5 f I, |
' ,!
|

l i ;
| Reference: NFPA 25 (1998 Edltion), | i, |
f !

i 2-1 General, This chapter provides the minimum ,' ! |
[ﬂ?qulrements | ; ,, ;
i !

i L ;
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K062 ' Continued From page 17
for the routine inspection, testing, and ;

{ maintenance of ! ! !

| sprinkler systems. Table 2-1 shall be ysay to i i f

: determine the : ; ';

{ minimum required frequencies for Ingpection i [ i

| f

 testing, and
maintenance,
I Exception: Valves and fire department

. connections shall pe inspected, ,
| ested, and maintained i aceordance with i

| Chapter 9, |
: J

,; Table 2.1 Summary of Spririkler Sysiem ! | {
| Inspection, Testing, anqg Maintenance I : /
J

!
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| Koez, ;
i 5

Iitem Activity Frequency Referenca i
| Gauges (dry preaction deluge systems) : i

; Inspection Weekly/monthly 3.2 4.2 f !

| Control vaives Inspection Weekly/monthly Table ! ' f
i 9-1 . _
' Atarm devices inspection Quarterly 2.2.6 '
| Gauges (wat Plpe systems) Inspection Monthly |
[ Hydraulic nameplate Inspection Quarterly 2.2 7

| Buildings Inspection Annualty (prior to freezing }

: Wegther)
| 2-2.5
i Hanger/seis mic bracing Inspection Annually 2.2.3 !
J Pipg and fittings Inspection Annually 2.2.2 ] ,
i Sprinklers Inspection Annually 2.2.1.4 ' ! f
I Spare sprinklers Inspaction Annually 2-2.1 3 i
Fire depertment cannections Inspection Table 9.1 " ’
i Valves (alf types) Inspection Table 9.1 |
! Alarm devices Test Quartery 2.3 3 | i
| Main draln Test Annually Table 9.1 f }
i Antfreaze solutlon Test Annuall y2-3.4 fj ! |
!

| Gauges Test Syeary 23,0 ! !
; Sprinklers - extra-high temp. Test 5 years 2.3.1.1 | | ]
i E

|

| Exception No, 3 ’
H ]

) i i
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1 Sprinklers . faut fesponse Test At 20 vears and NEPA Lite Salety Code Slandary
. Bvery 10 years Fire Lxlinpgishers
thereafter
1 2-3.1.1 Exception No. 2 11 N spesific residants were cired in the
; Sprinklers Test At 50 Years and every 10 years staleinent oidelicioncy as having heey allecred,
therealter bawever an e dae alshis inspection the
2-3.1.1 CeNsUs was 5.
- Valves (all types) Maintenanag Anunuglly or 5
! » i ) A - .
needed Tdm.ﬁ 9- 1‘, ‘ . 2) Naalher residents were idenlilied gy haviye
' Obstraction Mivestigation Maintenance 5 years or been alleeted: however an jhe dale of thig )
38 needed Chapter 10 K 064 ispection 1he Census way Si,

K084 NFPA101 LiFg SAFETY COLE STANDARD

8501 '
. Portzhle fire extinguishers are provicted in ali

health care pocy bancies in accordance with
‘8.741 18.3.5.68, NFP4 10

!
t This STANDARD 15 not met as evidenced by
Based o observation and interview, it was

determinad the lacility tafied to ensure that fire

v extinguishers were Maintained in accordance w,ithl

'NFPA standards. The deficiency had the

t potantial to affect srriokers, staff and visjtory, k
i The lacility is Certified Jor Seventy (70} beds with 4
' "census of fifty six (56) on the day of the survey,

| The Jacility laited to ens wre the desigated i
f Smoking areas had a fire extinguisher

- i
f The findings include.

/

1

, i Observation, on 01/10/13 at 2:7a PM, with Ihe
Maintenance Dircctor revealed there was g fire

, "extinguisher localed in the designated SITHIK N g

! CErCEs.

FORM CIAS. 254 02-951 Pravigus Viersians Cris miates Evenl 15 ORI

e s

Fauiily 13 1ag0d )

31 Fire exiinguishers wore purchased ang
instafled in batly the residentévisitor simuking arca
as well as the emplayee stcking aren. The fire
exlingaishers will pe Added 1n the rogline lire
extinguisher prevenlnnive inaintengnce K« 1y for
regulr checks,

4 The adminisirgrop re-educared g tratingd the
midtenanae manrkager oy 1715/)3 Meparding the
need far fire extingnishers t he ldeated in aly
SIoking areas aned oy tese new e
extinguishers m e added to rantine extngnisher
preventalive maintengnee schedgle, s
regoirement will pe repurled 1o e Jualiyy
fmpravenent Sunittee where resgjrg will I
reviewed and inonirured by e ynatjty
improvement Comryiftee oy CRSHrIng ol-gaing
cumplianee for the iexy Fanonilis. 17 any time
Loneerns are iden!jlied during s Inanitaring
procesy, the Lrualicy Luprovenenr Ot
will be eccovened 10 analyze and rocommend ay
further interventjons and actions as deermer!
appropriare,

5. Dale of Cw upletivn: 222003

I eommuainens snag) "age 1y of 33
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, that a fire extinguisher was fequired to be incated |

Vin the SMoking areas. j"

j ' ’

. Interview, on 01/10/13 at 4.00 PM, with the ! ;

! Administrator revealed she was not aware thatg | i ,
|

|

{

| Reference: NFPA 10 1909 | i
‘ | f

e

14.3.2" Procedures,
" Perlodic Inspection of fira extinguishers ghalf
include a check of at least the following iterns:
| (2) Location in designated place | i
| (b) No obstruction te access or visibility ’ ; ’
! (c) Operating Instruetions on nameplate legible
[ @nd facing cutward
()" Safely seals and tamper indicators not
! broken or missing | : i
1 (@) Fullness determined by weighing or "hafting® /
! () Examination for ebvious physica damage,
| corrosion, leakage, or clogged nozzle
(@) Pressure gauge reading or indleator In the , i
t Gparable ranye or position i i= ]
j (h) Condition of tires, wheels, carriage, hose, and | i !
: nozzie checked (for wheejed units) ' ' |
! (i) HMIS label in place : !
i 4-3.3 Corrective Action | j
f When an inspection of any fire extinguigher f
veals a deficiency in any of the conditions listeqd 1’ ],
‘ ]

L L
Event ID:PORIZY Faelity ID: 100412 ' sontinuation sheat Page 2Gof 33
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BUMMARY STATEMENT O DEFICIENCIBY

X410
PREre | IEACH DERICIENCY rusy BE PRECEDED BY FuLL ;
TAG REGULATORY ORLSC TOENTIEYING JNFORMAWON} |

FROVIDER'S pLan oF CORREGTION | L3}
(EACH CORREGTIvE ACTION SHOULD BE ;| COMPLETION
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DEFICIENCY)

K 064 ,’ Continued From page 20
Ind-ap (a), (b), (), and (1 immediate corrective
) action shall be taken, i
K 06611 NEPA 101 LIFE SAFETY CODE STANDARD i
88=0

| $moking reguiations are adopted and incjude no |
i less than the following provisions: ;

! I
[ (1) Smoking Is prohibited in any room ward, or |

compartment where flammatie liquids, '
f cambustible gases, or oxygen is used or stored !
| &nd in any other hazardoys location, and such |
| area is posted with sighs that read NO SMOKING I
!'or with the internationg symbol for no smoking, i
.’ (2) Smoking by patients classified as not ,'l
[ responsible is prohibited, except when under !
| direct supervision.

|

I (3) Ashtrays of noncombustible material and safe |
; design are provided in all areas where gmoking is |

! permitted, j:'
[
|

[ permitted.  19.7.4
| |
’f {/
| This STANDARD s Nat met as evidenced by: |
| Based on observation and Interview, it wag |
| determined the facility failed to ensure the use of |
j @Pproved ashlrays in the designated smoking ’
I @rea, in accordance with NFPA, standards. The
; deficiency had the potential to affent $Mokers,

jE staff and visitors. The facillty is certified for

! NEPA Life Safety Code Standarg
I Metal containers with self closing covers

" 1) No specific residents were cited in the

I 2) No other residents were identifjed as having
! been affected; howgver on the date of thjg
! inspection the census wag 56,

3} Metal containers with self-closing covers
were purcliased and insta)led in both the
resident/visitor smoking area as weil ag the
cmployee smoking area. Maintenance manager
will check SX/week to ensure that the meta)

- container remains in place.

——

4) The administrator re-cducated and trained the .
maintenance manager or, V15113 regarding the '
need for metal container with sef closing cover

| tobe located in 3)) smoking areas and for these
| new metal containers to be added to routine daily -
i, checks to ensure they remain in place,

! This requirement w; I be discussed and

[ reparted to the quality improvement committes
| where results will he reviewed and monijtored by

! the quality improvement commitiee for ensuring
Or-going compliance for the hext 3 months, If at |
any time concerng are identified during this
monitoring process, the Quality Improvement

| committee will be convened to analyze and
recommond any further interventions and agtiong
&5 deemed approprists,

- ———

L

|
1
|
5. Date of Compietion: 212212013

1 H
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K Oﬁﬂ‘i Continued From page 21 [ Kkoes ;
) Seventy (70) bods with a census of fifty six (56)

'on the day of the survey. The facility failed t i :
| ensure the smoking areas had 5 metal container !
‘ with a self-closing Iid to dump ashtrays, ! j

—
.

; The findings inChudls: j
| i J

| Interview, o 01/10/13 gt 2.07 PM, with the | j
. Malrtenance Dirgctor revealed he was not #ware '

! interview, on 01/10/13 8t 4:00 PM, with the ]
| Administrator revealed she was not aware of the |
' requirement for meta! containers with & ,
| self-closing fid for dumping ashtra .

| Reference: NFPA Standard 101 (2000 Edition). |

' 19.7.4 Smoking (4) |
| Metal containers with self-cloging cover devices f I

into which ashirays can be emptied ghall ke i
| readily available to all areas where smoking is ! :
| Permitted, ] ,
- K070 : NFPA 101 LIFE SAFETY CODE STANDARD

58=0

|

e L

" Portable epace heating devices gre prohibited in I !

I all heasith care Occupancies, except in i
| Pon-sleeping staff and employee areas where the | |
» heating elements of guch devices do ot excead

| 212 degrees F. (100 degrees C) 1 578 i ]
. ] f
| |

|

|

— e e——.

e ——

!
f

|

l
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AND PLAN OF CORREET o0 IDENTIFICATION Nipaen (X8 LTIELE consTRUGTION 1X3] OATE §URvEY
A BULDING gy MAIN BUILDING o4 CoMPLETED
185326 B Wing e
NAME OF PROVIDER o SUPPLIER /102013
STREET ADDRESS, ¢ty STATE, 2IP copg
SPRINGFIELD NURSING g REHABILITATION CENTER <20 EAST GRUNDY AVENUE
_ SPRINGFff:‘LD, KY 4o0gg
(X4 1D . SUMMARY STATEMENT OF prme ! ; . ]
PREFIX | (EACH DEFICIENCY MUST Rg pamér;ssggﬁw.a | m?nx ! [E:(?F? gg’fﬁé‘%\?g AOCEI'FO?\IRSRSE? &%NBE _—y
TAG | REGULATORY OR (3¢ DENTIFYING INFORMATION L Py i CROSS-REFERENCRO To T APPROPRIATE | oarm OV
| i ; DEFICIENCY) i"
K070 ’ Continued From page 22 ‘i Ko7p! ;{SO 7;
' "l A ]
: | NFPA Life Safety Code Standard
| : i Space Heaters
| This STANDARD is not met as evidenced by: | f N o
. Based on observation ang interview it was ; 1) No specifie r seidents were cited in the
| determined the facllity failed to ensure, portable ) Statement of deficicncy ag having been affected;
 space heaters useq in the fa Gility were in ! ’l however, on the date of thig inspection the
accordance with NFpa standards. The deficiens : | Census was 56.
had the potential to affect one (1) of three (3) / ;
' smoke cgmpartmenfg’ fESdeHfS, staff and ] i 2) No other residents were identifjed as having
| visitors, The facility Is certified for seventy (70) i" | been affected; however on the date of thig
~ beds with a cengus of fifty six (56) on the dayof | | inspection the censug was 56,
I the survay, ! !'
j ! | 3) Allportable space heaters were removed
b o i : from the center on 2/ 10/13. Maintenarce
i The findings include: ] ',’ manager will add to his regular center checks to
! . ‘ : check for space heaters. A §pace heaters found
! ggﬁ;;aaf:s;; g? rg;{::)l{; \?e?;l é;é‘r ;5 ;}ﬁ,amihsﬁ:m ’1' ,, will e Immediatelytaken from the grea from !
_ ich it is fou d s
| heater located in the Soclal Services Cifice. The , ,1 Which it e and removed from the center
| ::i;"otgfrfeRgtﬁvmﬁgﬁgeﬁ%ﬁ'ﬁo’;iiieerz q , | A The administeator re-cducated and trained the
! maintenance manager on /15713 regarding the

need to add space heaters to his regulsr center
checks and to remove any that he finds

f 212 degrees.
immediately A¥This requirement w; I be

i

. Interview, on 01 /10113 at 3:15 pMm , with the ;
! Maintenance Director revealed he was not aware ]
’ the heaters could not exceed 212°F In ,
“hon-sleeping, staff, ang employee areas, they
, thought thig requirement was only for patfent care | ; i
| 8reas. / | On-going compliance for the next 3 months, Ifat :
| | [ any time concerns are identified during this
Interview, on 01/10/13 at 4:0n PM, with the | monitoring process, the Quality Improvement

' Administrator revealed $he was aware the | committee will be Coivened to analyze and
heaters could not exceed 212°F in hon-sleeping, recommend any further interventions angd actionsg

'
|
]
| staff, and employee areas, { as deemed approprize,
]
]
|

5. Date of Corupletion: 2/22/2013

f

¥ continearon shee, Fage 23of 3%

; |
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FORM APPROVEL
OMB NO. 0938-0391

CENTERS FOR MEDIC EDICAID SERVICES

STATEMENT OF DEFICENCIES xn PFeovm:RfsupmlEﬁici.m
ANO PLAN OF CORRECTION IGENTIFICATION NiMBE R:

185238

(X2 MULTIPLE CONSTHUCTION
A BUILOING

8 WING

(X3) OATE SURVEY
COMPLEYED

31 - MAIN BLILDING 01

91/10/2013

STREET ACORESS, Giry, STATE, ZIF cOpE

|

|

|

|

NAME OF PROVICER OR SUPSL Iem
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & RERABIL!TATION CENTER SPRINGFIELD Ky 40068
(X410 SUMMARY STATEMENT OF DEFICIENCIES | o | - _PROVIOER'S PLAN OF CORRECTION f
PREFIX | (EACH OBFICIENGY MUST BE PRECEDED BY FuLy ! PREFIX | (EACH CORRECTvE ACTION SHOULD gE | compiEToN
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) © TAG | CROSS.REFERENCEO ro [HEAPPROPRIATE | oaTe
| ; : OEFICIENGY) !
i i |
K070 Continued From page 23 [ K070, |
| Reference: NFPA 101 (2000 edition) ,! |
| 18.7.8 Portable Space-Heating Devices. Portable | I =
- space-heating i !
| devices shail be prohibiteq In ali health care | !
| occupancies, | | |
Exception: Portable space-heating devices shalf i i i
| be permitted 10 he used i | i
;In non-sieeping staff ang employee greps where | {
[ the heating elements of i' i KG72
| Such devices do not exceed 212°F (10g° ). ; | 55=0
K 072 NFPA 101 LIFE SAFETY CODESTANDARD | K o72] NFPA Life Safety Code Standarg
88=D | i | Exit Access
j Means of egress are continuously maintaired free ; ! . ) .
~ of ali obstructions or impediments to full instant ! + 1) No specific residents were cited in the
i use in the case of fire or other emergency. No | statemient of deficiensy as having been affected; .
. fumishings, decorations, or other objects obstruct ’ ! however, on the date of this inspection the :
| exits, access to, egress from, or visibility of exits, | ! census was 36. ;
7110
‘ i ! 2} No other residents were identified ag having
] _ ! been affected; however on the date of this
i [ | inspeetion the census was 56.
| This STANDARD s ot met as evidenced by: ! 3) Ice machine will be relocated (o adjacent
! Based on observation and interview, it wag ‘ , X J
f determined the fecillty failed to mainisin op | f f:pt’h;‘;’fgefj',f;{?; for this g, B for
 8eCess in dccordance with NFPA standards. The | | cas Bhained to i n o O BE. ectrical
[ deficiency had tha potential to affect one (1) of ’ | quote obtaine g 0 mfrre the new room for the jce
three (3) smoke compariments, residents, staff i Machine in order to °¢ UP the old area for cart
| and visitors, The facility is certified for seventy ; Storage. This work wi !l be completeq by
| (70) beds with a census of fifty six (58) on the day | , 2/21/13. West hall medication earts will be
- Of the survey, The facility falled to ensyre the ! | storcd behind the nurses station when not in use
i means of egress was free of all obstructions or | underncath the chart cabinet, Wheelchajrg will
| impediments. i | be parked in the resident room to which it
! g belongs. Lifts will be stored in the common
| The findings include: J [ shower room when not in use, The management
: | team will make daily rounds of routes of cgresg
; Observations, on 01/10/13 between 12:00 P I ! to ensure these remain free of obstructions,
| 8nd 4:00 PM, with the Matntenance Directey i f !
/ ! |
Event I PORIZY Faclily 10: 100412 ¥ sontinuation sheat Page 240f33
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185236 B WiNG 01/10/2013
STREET ADDRE:GS, CiTy, STATE, ZIPCOLe

NAME OF PROVIDER OR SUPPLIER
SPRINGFIELD NURSING & REHABILITATION CENTER

420 EAST GRUNDY AVENUE
SPRINGFIELD, KY 40062

(Xa)m SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF GORRECTion ! X3
PREFIX | (BACH DEFICIENGY MUST BE PRECE 05D BY FLLL | preFx | (EACH CORRECTIVE ACTION SHOULD o i combrgrion
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) L TAG [ CROSS-REFERENCED TO THEAPPROPRTE |  Barr
_] I DEFICENCY) i

{ ! ! , . o ,

. ; ! ¥ The administrator re-educated and trained the _
Ko72 i Continued From page 24 . ! K G?‘?; maintenance manager on 1/15/13 regarding tire
~révealed the storage of medication carts, wo (2) | - nced maintaining our means of egress and

I ;’hee’ chairs, and a lift were being stored in the i I' keeping all haliways cleared mfciutwrﬁ;rhis

i ast Hall. '5 f requircment will be reported to the qual ity

it erview, on 01/10/13 between 1200 P and ! Improvement committee where re:su!ts will be

” 400 PM. with the Maintenance Director revenied | ,’ reoned and Soomitored ?g’r‘::gﬁ‘:iﬂ;ﬁ rgoing

: the items were routinely stored in these areas. ! : compliance for the next 3 months, If at any time :

f Interview, on 01/10/13 at 4:00 PM, with the ] ’ concerns are idenf:iﬁad during this monit?ring
Administrator revealed the items were routinely | l process, the Quality Improvement committee :
stored In these sreas. ; ' will be convened to anajyze and recomimend any

] i . further interventions and actions as deemed ‘

’- l ! appropriate.

' Reference: NFEA 101 (2000 Edition) , !

| Means of Egress Reliability 7.1.10.1 ! [ 5. Date of Completion: 2/22/2013

i Means of egress shall pe continuously i ! i
maintained free of ail obstructions or i i ;

i impadiments to full instant uge in the case of firp [ ! ’

Lor other emergency, : ] ,’

K 073| NFPA 101 LiFE SAFETY CODE STANDARD ! Ko73] :
SS=F’ .

I No furnishings or decorations of highly flammabie | | K073

 character are used.  19.7.5.2,19.7.5.3 10,7 5.4 | | 58=F

! | NFPA Life Safety Code Standarg

| Fire Retardant

| |
I This STANDARD is not met as evidenced by {
! Based on observation and interview, It was i
| determined the facility failed to ensure that no !
' combustible decorations were used in the facility, |
| aceording to NFPA standards. The deficiency |
. had the potential to affect three (3) of three (3) |
J Smoke compariments, resldents, staff and

| Visitors. The facility is certified for seventy (70)

! beds with a census of fifty six (56) on the day of

r'
i the survey, j
] The findings include i

|

J 1) Nospecific residents were cited in the

| statement of deficiency as having been affected:

lf however, on the date of this inspection the :

! census was 56,

!" 2) No other residents were identified as having
been affected: however on the date of this

J inspection the census was 58,

!

——

| J
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STATEMENT OF OEFICIENCIES (X1) PROVIERLPPLIER/CL 1A {(X2UMULTIPLE CONSTRUC TioN (X3) DATE SURVEEY
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A BULOING 21 - MAIN BUILDING 1
185336 8. Wing e e 01/10/2013
STREET ADDRESS, CiTy, STATE, 2P cooE

NAME OF PROVIDER OR SUPPLIER
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION ENTER
© SPRINGRIELD, Ky 40089
(Xa)1o | SUMMARY STATEMENT OF DEFICENGHES i o PROVIDER'S PLAN OF CORREG TION D e
PREFIX ' (EACH OEFICIENEY MUST BE PRECEOED BY FuL,, " PRERX | (EACH CORREC TIVE ACTION 3mouLD ag | COMPLETION
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! i . DEFICIENGY) i

f
K 07.‘3,I Continued From page 25

' Observation, on 01/10/13 at 2:14 PM, with the
! Maintenance Director reveaied the facility did not
i have a flame retardant policy or documentation |
that newiy Introduced Personal decorations for
I residents had been treated with & fiame retardant. |

interview, on 01/1/13 3t 2:14 PM, with the
| Maintenance Director revealed they were not !

,’ with a fire retardant and documentation was to be !
| kept on the tems that had been treated. i
,f interview, on 01/1 0/13 at 4:00 PM, with the [
| Administrator reveajed she was not aware :

decorations were required to be treated with |
| Riame retardant and the jterms WETE Tequired to be
- documented, o

J .
| Reference: NFPA 101 (2000 Edition)

119.7.5.4 Combustibie decarations shall be |
| Prohibited in any health cgre occupancy unless |
‘they are flame-retardant, I
K074 NFPA 101 LIFE SAFETY CODE STANDARD |
58=p,; :
I Draperies curtains, Including cublele curtains,
j @nd other ioosely hanging fabrics and fims |
' serving as furnishings or decorations in heaith ;
| care occupaneias are in accordance with i
. Provislons of 10.3.4 and NFPA 13, Standards for
I the Installation of Sprinkler Systems. Shower
" curtalng are in acoordance with NFPA 701, !

|

}' Newly introduced uphalstered fumityre within :
; heaith care ocoupancies meets the critéria :
| spacified when tested in accordance with the

| methods cited In 10.3.2 (2) ang 103.3, 19.7.5.1!
f

! documentation, Resident inventory list was
I' completed on 2/20/13.

will troat al

f Maintenance Manager so he can ensure alf jtems |
! have flame retardang protection before ugedyrhis
| requitement wiil he reported to the quality
improvement committee where results wijf be
reviewed and monitored by the quality

/ improvement commiitee for ensuring on-going -
I compliance for the Rext 3 months. Ifat any time
. concerns arc ident;fied during this monitoring

process, the

f
Ko74; PN :
| will be convened to analyze and recommend any -
further interventions and actions as deemed :

¢ appropriste.
j

“3) Administrator directed the Activitjes Dircetor *

approved fire retardant Spray. This work will e
cempleted by 2/21/13, :

: X Administrator re-educated and trained the
! Activity Director, Maintenance Manager.

| Dietary Supervisor, and Housekecping
Supervisor tegard

{ 5 Date of Completion: 2/22/2013

Maintenance Manager
the inventoried items with an

ing the nced for all facility i

Quality mprovement committee

j
f

j
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CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF OEFICIENCIES (X1) PROVIDER/S UPPLIER/CL 1A
ANO pLAN OF CORRECTION IDENTIRICATION NUMBER:

185336

(X2 MULTIPLE CONSTRUCTION
A BUILDING
8. WING |

iX3| DATE SURVEY
COMPLETED
01 - MAIN BUILDING 01

01/10/2013

NAME OF PROVIDER OR 8UPPLIER
SPRINGFIELD NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, z cooe
420 EAST GRUNDY AVENUE
SPRINGFIELD, KY 40069

(X41Ip | SUMMARY STATEMENT o OEFICIENCIES A o ; PROVIDER'S PLAN OF CORREGTION (%2
PREFIX (EACH DEFICIENGY MUST BEPRECEDED BY FULL | PREFI | (EACH CORRECTIVE ACTION SHOULD BE i COMBLETION
TAG , REGLLATORY OR LEC IDENTIFYING INFORMATION) i TAg CROSS-REFERENCEO TO THE APPRO PRIATE | pare
| [ OEFICIENCY) j
j ! ! .'
' kor4) ‘

K 074 | Continued From page 28
I NFPA 13

‘ Newly introduced mattresses meet the criteria
| specified when tested in accordance with the
. method cited in 10.3.2 (3), 10.3.4. 19 753 |

i l
f !
.i :
| This STANDARD 15 not met as evidenced by: I
. Based on observation and interview, it was i
| determined the facllity failed to ensure the privacy |
; Gurtalng, located within the shower rooms, were ’
l'in accordance with NFPA standards. The [
’ deficiency had the potential to affect one (1Yof
 three (3) smoke comaartments, residents, staff '
land visitars. The facilty is certified for seventy |
i {70) beds with a census of fifty 8ix (56) on the day !
!'of the survey.

| The findings inciude:

j Observation, on 00/10/13 at 3:32 PM, with the
: Maintenance Director revealed the privacy curtain f
i to the toliet within the shawer room located in the |

' East Shower Room, did not have mesh of % inch '

| at the top. !
! interview, on 01/10/13 at 3:32 PM, with the o
i Maintenance Director revealed he was not sure

| why the old shower curtain wag stiit in the building I

j; and he was aware of the requirements for shower |

; curtalns, 'l
i

|
[ Interview, on 01/10/13 at 4:00 PM, with the

; Administrator revoaled she was aware of the

—— e

i
i
!

|
|
|

!

i

]

‘Manager to cheek alf shower curtaing and cubicle

K0 74

35=F

NFPA Life Safety Code Standard
Shower Curtain Standard

1) No specific residents were cited in the
staternent of deficiency ag having been affected:
however, on the date of this inspection e
census was 56,

2) No other residents were identified as having
been affected; however on the date of this ,
inspection the census was 56,

3) Administrator directed e Housekeeping

curtains to ensure there js 14 inch mesh at top as

to not obstruct sprinkier systerm, Housokeeping
manager completed this task on 1/25/13 and no
furtler curtaing with Jess than % inch mesh was
found. Clean inventory of shower and cubicle
curtains were also checked with no unapproved !
curtaing found. All shower curtains and cubjale '
curtain in use and in inventory have ¥ inch mesh .
as required at the top as to not obstruct sprinkler

operation

3) Administrator re-educated and trained the
Heusekeeping Manager regarding the need for ‘
all shower curtains and cubjcje curtains to have
Y inch mesh at top of curtains in order to not
impede the operation of the fire sprinkier system,
Housckeeping

Manager will educate al] housekecping staff

[

FORM CMB-258 T(02-8%) Proviaus Varsions Ohaolele Everti 1D:PORI I
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B Wing
185338 T ———— 8110/2013
NAME OF PROVIOER o SUPPLIRR STREET ACORESS, )1y, STATE. 26 ooE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHA&!LITATIGN CENTER
TE: SPRINGFIELE). KY 40089
Giyio | SUMMARY STATERENT OF DEFICIENGIES ; o PROVIOER'S P aN o CORRECTION I oxar
PREFIX (EACH OEFICIENC Y MUST BE PRECEDED ay Fuip I FREFI ! (EACH CORRECTIVE Ap TION SHOULY gp ; COMPLEnoN
TAG | REGULATORY 0& Lac IDENTIFYING INFORMATION) foTag | CROSS-REFERENCED 16 THEAPPROPRIATE | onia
! j J DEFICIENGY) !
i ! ]

i
f ‘ ; i regarding tiijs Standard #hig education wij| he
K074 Continued From page 27 K074 | completed by 2/1/13. The housekcefpr‘ng

f
| requirements for Sunains located within 4 Shower | i

| tom, ;
| ' . .
] shower or cubicie curtaing sre used i1 the center

| ,’ | that do not have the % inch mesh g the top. This

| NFPA 13
- Cublele curtains: i improvement committee where ragyjts will be

| Reference to: . ) i I reviewed ang Mmonitored by the quality
[ NFEPA 13 Standﬂf"d for the Ir!staﬂahon of Sprrnkfer.: ] Emprovement comiittee for ensuffng On.gofng
Systems 1998 Editlon compliance for the nex 3 months. Ifat any time

119.3.55 For the proper operstion of sprinkter J
tems, cubicle curtalns and Sprinkier lecations j ] process, the Quality Improvermen; committce
I -

|

{ sys

| - i

’ :::tg;% ,ﬁ,gfifgdﬁ;’?g'::,r:psrgffg’érd;:;g;?gm | will be convened 10 analyze and recommend any
reaching the fire or might shield the heat from the ! | Eili;g:g;r:i;::rvcnt:ons and actions as deemeq

| designer including, but not limited to, hanging the .
" cubigle curtains 18 in, (46 om) below the sprinklar ! | 3. Date of Completion; 2/22/2013 ‘
- deflector; using & 14.in. (1.3-cm) diagonal megh / i
Jorazo Percent open weave top eanei that

]’ extends 18 in. (46 cm) below the sprinkler

|

3
&
@
&
g
e
3
E
&
3
-9 87
2
g
3
p-2
-k
w
@
o
3
&
ad

i
- NFPA 13 is from fire tests with sprinkler discharge i :
| that penetrated a singie privacy curtain, r f '
K104 ' NFPA 101 LIFE SAFETY CODE STANDARD i K 104:,5' i

S8=F
] Penetrations of Smoke barrlers by ducts are
&

 protected In accordance with 8.3.8. j j

,‘
i

? i f :

_;! This STANDARD is not met as evidenced by: ’ [

| Based on fire damper testing record review ang f! j |

]
Evert 0. PORI Facilty 1Tz 100412 if eontinuation sheet Page 28 of 33
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NAME OF PROVIOER OR SUPPLIER
SPRINGFIELD NURSING & REHABILITATION CENTER

STREETAOOR_ESS‘ CITY, STATE, Iy cons
420 EAST GRUNDY AVENUE
SPRINGFIELD, K¥ 40089

(X SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECT 1ON
PREFIX | (EACH REFICIENDY MUST fi= FRECEOED BY P | PREFIX ;
TAG REGULATORY OR LsC TOENTIFYING INFORMATION) Cootac (K104
! J i $8=F

K104 ' Continued From page 28
interview, it was determined the facility failed to
| ensure fire/smoke dampers were maintalned in
; Bccordance with NFPA standards,
! had the potential to affect thrae (3) of three (3)
smoke Compariments, fesidents, staff and
" visitors, The facility is certified for seventy (70)
| beds with a census of fifty six (56) on the day of

{ the survey,
[ The findings include:

| Fire Damper Testing Record review, on 01/10/13
i at 214 PM with the Maintenanee Director,

: revealed the facility did not have documentation

i that fire/smoke dam pers had heen tested within

_ the last four (4) years
I

Interview, on 01/10/13 at 2:14 PM, with the
’ Maintenance Director feveaied they were not
aware of the requirements for fire/smoke dam per

! testing,

J Interview, on 01/10/13 at 4:00 PM, with the

| Administrator revealed they were not aware of the |

In‘ requirements for fire/smoke damper testing,

, Reference: NFPA 101 (2000 Edition)

, 8.3.6 Penetrations and Miscellaneous Openings
[' in Floars and Smoke Barriers.

‘8.3.8.1

,’ Pipas, conduits, bug ducts,
i ducts, pneumatle tubes and dusts, and similar
! building service equipment that pags through

{ floors and smoke barners shall be protectad as

: follows:

cables, wires, air

'f {1} The space between the penetrating item and

The deficiency

B I,

!

!

1

|

i

K 104, Fire Dampers
1

| NFPA Lifc Safety Code Standard

1) No specific residents were cited in the :
statement of deficiency as having been affected;
however, on the date of th i8 inspection the

€ensus was 56,

2) No other residents were identified ag having
been affected: however on the date of th)js .
inspection the census was 56,

3) Maintenance Manager contacted Springfield
Heating and Cooling, Inc. to come to the facility
check all fira dampers; map the location of ail ~ |
fire dampers, and test the dampers, Al fire
dampers were checked and tested on 1/30/13 by
contractor. No problems were identified with .
dampers, Documentation was obtained from

the contractor regarding dampers being tested, .
This documentation. is on file in the maintenance :

managers office,

e —

4) Administrator re-edycated and trained the |
Maintenance Manager, regarding the need for ;
I all facility fire dampers to be checked and tested
I st least cvery 4 years, Next required damper ’
|| check will be scheduled for 1/2017. This

| requirement wiil be reported to the quality

!

! improvement committee where resuits will be
! reviewed and monitorsd by the quality
improvement committec for ensuring on-going
! compliance for fire damper checks every 4 years,
Tt at any time concerns are identified the Quality
Improvement committee will be convened to
analyze and recommend any further :
interventions and actions as deemed appropriate,

3. Date of Complction: 22272013
If contittuation sheep Page 20 of 33
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(xayio SPMMARY STATEMENT OF OEFICIENGIES L
PREFIY [ (EACH LEFICIENCY MUST BE PRECEOEQD BY FULL FREf (EACH CO REECTIVE ACTION SHOULO B
TAG REGULATORY OR 1.$C IOENTIRYING INFORMATION) S A CROS&REFERngCED TO THE APPROPRIATE
A EFICIEND Y|
[

! |
! f j f
K104, Continued From page 29 P K104 |
the smoke barrier shal meet one of the following | ; !
[ conditions: i ‘ |
i 8. Itshall be filled with 5 material that is capable [ i

of maintaining the Smoke resistance of the smoke f

| barrler, j
b. Itshall be protected by an approved devica ; i

oy
b
2
g
@
~
5
a
?
35
&
]
-~
5
s
=
3
c
Wi
3
m
¥
3
Z
®
g

l of the following conditions: !
la. It shafl be flleq with a materlal that is capapie |

] gf maintaining the smoke résistance of the smoke !
arrer,
I'b. It shall be protected by an approved device |
that is designed for the Specific purpose,
f (3) Where designs take transmission of vibration
| into consigh ration, any vibration Isolation shall
- Mmeet one of the following conditions:
la. It shatl pe made on either sida of the smoke
: barrler,
.-'b. it shail be made by an approved device that
| is designed for the specific purpose. f |
8.2 g ] }
]
!

. 8.3.8
| Openings Occurting at points where floors or

smoke barriers, oy fire barriers of 5 building shall ,
| meet one of the following conditions:
(1) It shall be fiited with a material that is Gapable |

of maintalning the $moke reslstance of the floor |
,’ or smoke barrier, !
'(2) It shall be protected by an approved device |
| that is designed for the gpecific purpose, ‘

PO

]
I
!
1
!
i
/_)
|

|
| Referance: NFPA 90A (1999 edtion) ! i
f i B

] {
| | | f
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e F CORRECTION IDENTIFICATION NUMBER: Mo
ANDELAN OF CO i DENTIFICATION N ABULONG o1 . a8 LDING 01 COMPLETED
B WING
185336 - 01/10/2013
NAME OF PROVIDER OR SUPPLIER BIREET ALORESS, CITY, §TATE zpp COOE
420 EAST GRUNDY AVENUE
N
SPRINGFIELD NURSING & REHABILITATION CENTER SPRINGFIELD, KY 400gs
(%4) 1ty BUMMARY STATEMENT oF DERICIENCIES i 10 : PROVIDER'S ALaN OF CORRECTION ! 5]
PREFIX (EACH DEFICIENCY MysT HBE PRECEOED BY FuL| P PREFIX ' (EACH CORRECTIVE ACTION SHOuLD e | COMPLEMGN
TAG | REGULATORY OR L&¢ IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED 70 THE APPROPRIATE ! bArE
A i , BEFICIENCY) i
i i H I
P k104 i

K104 | Continued From page 30 -
| 3-4.7 Maintenance. At least every 4 years, fusinje |

R

links (where i ;
I applicable) shatl be removed: af dampers shail - / i
i be operated to ‘! | Il
verify that they fully close: the lateh, if provideg, | ; ]'
I'shall be | ; ;
checked: and moving parts shalf be lybricated as | i |
. necessary. i |
K 147 NFPA 101 LIFE SAFETY CODE STANDARD | K147 ki4r
! | 88=E

S8ag ‘
'Electrical wiring and equipment i in accordance | i
.‘f l

! with NFPA 70, Nationaf Electrical Code. 9,1.2

!
l
| , i 1) No specific res.idenm were cited iny the
5 : Statement of deficiency as having been alfected;
; { however, on the date of this inspection the l
CENsus was 36,

NFPA Life Safety Code Standard
Electrical Wiring

_{ This STANDARD 1s not met as evidenced by: f
2) No other residents were identified ag having

i Based on observation and interview, it was
I determined the facility failed to ensure électrical
| e been affected: however on the datc of thig

!
)
i
| wiring was maintained in accordance with NFPA ! ’ ! |
i standards, The deficiency had tha potentlal to I Inspection the census wag 56.
I affect two (2) of three (3) smoke com partments, ,
| residents, staff, and visitors. The facllity s | i 3) AM Efecirical provided Administrator with 2
J‘ quote to provide the needed upgrade to clectrical

—

‘1 certifled for saventy (70) beds with 2 census of
[ fifty six (56) on the day of the survey. The facility i Wwiring in the employee break room where 3
i battery charges are located, The multi-plug

falted to ensure the Proper use of power strips ; |
] and mukti-plug adapters. j | adaptor that wag found in the dietary office was
’ ' | removed on 1/] 1713, The refrigerator that was
: The findings Include: ! plugged into a Power sirip has been also guoted
I ! I in the efcetrical conttractor bid, Thig work wii

| Observations, on 01/10/13 between 12:00 Py
, and 4:00 PM, with the Masintenance Director

j' revealed:

i !
| !
"1} Three (3) battery char ers were pluggad Into . : .
, a po,wer Stn'p Iocatgfn thegemp]oyee Iounge‘ i i COFrected Whe!? fOUﬂ(f. NO JSSUES ldEHflﬁed.
[- 2) Apowsr strip was plugged into a multi-plug j‘: !; !
“:UR.M CMS-2587/05.98) Previons Versigne Ofsolsty Event iD: PORIZY Fatcility 10; 100412 ! confinuation shaat Page 31 of 23
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NAME OF PROVICER OR SUPPLIER STREET ADORESS, CITY, BTATE, zIP Cope
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTER
SPRINGFIELD, KY 40089
(X410 | SUMMARY STAYEMENT 0OF DEFICIENCIES N 10 I PROVIDER'S PLAK OF CORRECT jON : 5|
PREFIX {EACH OEFICIENCY MUST R PRECEOEO BY FLLL I PrEFx (EACH CORRECTIVE ACTION SHOULO BE i c:om(»w rioN
TAG i REGULATORY OR LgC IOENTIEYING INFORMATICN,) ’ TAG | BROSS-REFERENCED TO THE APPROPRIATE barg
i ) DEFICIENGY) i
!

}
i

K 147! Continued From page 31 I K1 4;.[ k1) fi\dministrator re-educaftcd and trained the
| adapter located in the Dietary Office, i : Maintcnance Manager, Dietary Supervisot, and
3) Arefrigerator was plugged into a power strlp | Housekeeping Supervisor regarding the standarg
tocated in the MDS Office. i . for electrical wiring and the Proper use of power
I ; ! strips and muiti-plug adaptors4 his

| Interview, on 01/10/13 between 12:00 PM and requirement will be reparted to the quality

_4:00 PM, with the Maintenance Diractor revesiod | 'mprovement committee where results will he

| they were aware of the Proper use of power strips j revicwed and monitored by the quality

and multi-plug adapters but was hard fo | ' e for ensuring on-going

———

!

3
3
s
a
=
=
o
o
2
2
g

. monitor, ! |
; | concerns are identified during this monitoring

j Interview, on 01/10/13 at 4:.00 PM, with the ; ! process, the Quality Improvement comimittee

- Administrator reveated she was aware 6f the ! !' will be convened to analyze and recommend any |

J proper use of power strips and muti-plug i “ further interventions and actions as decmed ‘

| adapters. ! appropriste,

5. Date of Completion: 2/22/2013

|
| Reference: NFPA 104 (2000 Edition)

[l —— g .

16.1.2 Etectre,

! Electrical wiring and equipment shall be in
Bceordance with NFPA 70, Nationa| Electrica) ; i

[ Code, unless existing Instaliations, which shayl be | !

j permitted to be continued In Service, subject to

 @Pproval by the authortty having jurlsdiction, f

——

|

j Reference: NFPA 70 400.4 [
- { Extensions Cords) Uses Not Parmitted,
[ Unless Specifically permitted in 400.7, flexible |
j Cords and cables shall npt be used for the
! following:
1 (1) As a substitute for the fixed wiring of a
structure
(2) Where run through holes in walls, stryctural ; ]
‘ frfailings, Suspended ceiflings, dropped ceilings, or I j
oors
| (3) Where run through docrways, windows, or
i simitar openings [ i i
[' (4) Where attashed to building surfacas i J' i
— . i
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NAME OF PROVINER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COLE
420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REHABILITATION CENTER SPRINGFIELD, Ky 40069
(Xa)lo SUMMARY STATEMENT OF DEFICIENCIES e PROVIOER'S PLAN OF CORREGTION i o)
PREFIX | (EACH DEFICIENCY MIS T 8 PRECEDEO By FLL| i PREFX | (EACH CORRECTIVE ACTION $HOLLD BE | SUMPLErION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG ,  CROSS.REFERENCEO TO Thp APPROPRIATE BArE
! f i CEFICENCY) ;
f | |
K 147 " Continued From page 32 K 147J !
J-' o |
] /
, Reference: NFEA og (1999 edition) | ! '
! i ;
332120 ,f ; i
i ! ! |
" Minimum Number of Receptacies. The number ' i f
- of receptacles shail be determineg by the J : '
| Intended use of the patient care area, There shayl | | !
. be sufficient receptacies located 8o as 10 avoig | ! |
! the need for extension cords or muitiple outlet i i i
’= adapters. i ' f
| j ; .r
| | | |
| ; | |
i ‘ |
! | g }
| ; .f .l
| ] |
| S |
| !
[ !
E ! [ {
’ I i !
l !
! !
.‘ . | 5
: J , i
H !
] | ! |
' [
| S |
i ! i _
| . |
' | ! |
! : | f
| ! |
i | i
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