Oklahoma State Department of Health
Creating a State of Health

August 28, 2019
License Number: RC4601
Survey Event ID: 754011

Ms. Cheri Martin, Administrator
North Fork Residential Care
P.O. Box 1710

Kingston, OK 73439

Dear Ms. Martin:

Enclosed is the Residential Care inspection deficiency report form, showing the summary of
deficiencies noted during the survey at your facility on August 15, 2019.

The deficiencies cited resulted in deficiencies representing the potential for more than minimal harm.
Your facility will be given an opportunity to correct deficiencies.

Please note the items listed in the deficiency column of the report. Your plan of correction and
anticipated date of completion must be typed in the space provided. If additional space is needed, a
supplemental sheet may be attached.
The criteria for an acceptable plan of correction are:

(1) A statement of exactly how the facility has or intends to correct each deficiency.

(2) The method of correction. This includes who is responsible for the correction.

(3) How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place.

(4) A reasonable date of correction, which will normally be within 30 days of this notice.

NOTE: Please avoid naming individuals, business firms or brand names on the enclosed form since it
is a public disclosure form: ‘ :

Please sign, date and return the completed form to this office within ten (10) days of your receipt
of this letter. Failure to submit a Plan of Correction will not delay the subsequent revisit or any
other phase of the enforcement process. Please retain a copy of this completed form for your files.

In the event that we find your Plan of Correction unacceptable, you will be notified of the reason(s) it
is not acceptable and we will request another Plan of Correction. If your plan of correction is
acceptable, there will be no acknowledgement. We will conduct a revisit in accordance with your
stated correction dates. If you have any questions concerning this letter, please contact me at (405)

271-6868.
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In accordance with O.S. 63 830.1, you have one opportunity to dispute citations of deficient practice
through an informal dispute resolution (IDR) process. The IDR in no way is to be construed as a
formal evidentiary hearing; it is an informal administrative process to discuss deficiencies. If you
choose to contest a cited deficiency, the facility must complete an IDR Request Form (ODH Form
833-RC). An explanation must be listed for each disputed deficiency. An attachment is acceptable if
additional space is required for the dispute explanation. The IDR Coordinator may be contacted at
(405) 271-6868 or at the address below to acquire a copy of the ODH Form 833RC and the
Oklahoma IDR Process Residential Care Centers.

The IDR request must be submitted within 30 calendar days from receipt of the State Form deficiency
statement. Failure to submit a completed IDR Request form and supporting documentation within this
timeframe waives your right to the IDR. Failure to complete the IDR timely will not delay the effective
date of any enforcement action against the facility. A designee of the Department shall conduct the
IDR. The IDR may be accomplished by a desk review or conducted in a face-to-face meeting. The
facility shall receive written confirmation of the IDR results.

The facility must submit the completed IDR Request Form and supporting documentation under
separate cover to:

IDR Coordinator

Long Term Care

Protective Health Services

Oklahoma State Department of Health

1000 N.E. 10th
Oklahoma City, OK 73117-1299

Facilities may not use the IDR process to delay the formal imposition of remedies or to challenge any
other aspect of the survey process, including the:

Remedy(ies) imposed by the Department,

Alleged failure of the surveyor to comply with a requirement of the survey process;
Alleged inconsistency of the surveyor in citing deficiencies among facilities; or
Alleged inadequacy or inaccuracy of the informal dispute resolution process

If you have any questions regarding the IDR process, please contact the IDR Coordinator via email at
IDRCoordinator@health.ok.qov, or telephone at (405) 271-6868 or fax at (405) 271-2206.

Sincerely,

(! { -, o
St
'~ Sue Davis, Enforcement Coordinator

Long Term Care
Protective Health Services
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Enclosure
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Are-licensure survey was conducted on 08/14/19
3 and 08/15/19. Current census was 35. The
| following deficiencies were cited.

310:680-1-3 (c) SMOKING PROHIBITED

(c) Smoking or possessing a lighted tobacco
" product is prohibited in a home and within fifteen
' (15) feet of each entrance to a home and of any
air intakes; provided however, the home may
provide a smoking room not available to the !

' public for use by residents.

' This REQUIREMENT s not met as evidenced
by: i
Based on observation and interview, it was !
determined the home failed to ensure cigarette
smoking was prohibited in the office. This failed
. practice had the potential for more than minimal
harm at a pattern. Findings:

On 08/14/19 at 2:45 p.m., there was a blue haze
of smoke and the office smelled strongly of fresh
cigarette smoke. The administrator's assistant

, stated she had been smoking in the office and

- adjoining room. There was a long white cigarette
" recently snuffed out in a red ash tray on a table in
the adjoining room.

At 2:50 p.m., the administrator was interviewed by!
telephone call stated she had instructed her
assistant to go outside to smoke.

' R 000

R 194
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NAME OF PROVIDER OR SUPPLIER

ROUTE 2

CROSSROADS RESIDENTIAL CARE CHECOTAH, OK 74426

,BOX 1542

STREET ADDRESS, CITY, STATE, ZIP CODE

t
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| (d) Maximum temperature in all areas occupied

by residents shall not exceed 85 degrees

| Fahrenheit, unless authorized or recommended
| by a physician.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review, it was determined the home failed to
ensure the dining room temperature did not

' exceed 85 degrees Fahrenheit (F). This failed
| practice had the widespread potential for more
I than minimal harm for all 35 residents who

received their meals in the dining room. Findings:

On 08/14/19 at 4:35 p.m., the residents gathered
for their evening meal and complained about
being too hot in the dining room. The ambient air
temperature registered at 86.9 degrees F in the
middle of the dining room. There were two fans
in the back (north end) of the dining room that
blew hot air towards the middle of the room.
Certified medication aide/employee #2 stated it
was hot in the dining room and adjoining

. medication room, and had been for a while. She
' further stated it was always hot in the dining
- room. The residents were then asked what they

thought about the temperature in the dining room
and they all said it was too hot. Resident #12
stated he was really hot and had to sit in front of
one of the fans to be able to eat his food. His

| face was flushed and he had perspiration on his

forehead.

At 4:43 p.m., the temperature on the west side of
the dining room was 87.1 degrees F. The

; ambient air temperature outside in the yard by the

(X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ‘ (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG [ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
: DEFICIENCY) 1
R 317 Continued From page 1 R 317
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west dining room door registered at 98.7 degrees
F..

| At 4:54 p.m., the residents standing in line to
| receive their meals and cook/employee #5 all had

beaded perspiration on their foreheads as the
evening meal was served.

' On 08/15/19 at 8:56 a.m., an air conditioning

. repairman was in the dining room to make

' repairs. He stated he had been called out to the
. home on the previous evening due to the high

temperatures in the dining room. The repairman
also stated the air conditioner had been out on
the east side of the building a few days
previously.

At 4:08 p.m., the administrator stated the home
had air conditioning issues and had been hot in
the dining room for at least two weeks. She then

. submitting receipts that documented the air
. conditioners had not functioned properly in the

building that housed the medication room,

' kitchen, and dining room since 07/19/19.
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FORM APPROVED

STATE WORKLOAD REPORT

Provider/Supplier Number

RC4601

Provider/Supplier Name

CROSSROADS RESIDENTIAL CARE

Type of Survey (select all that apply)

AEENE

Extent of Survey (select all that apply)

Al [ [ ] ]

Complaint Investigation
Dumping Investigation

A
B
C  Federal Monitoring
D

Follow-up Visit

Z

Other

E
13
G
H

Initial Certification

Inspection of Care
Validation
Life Safety Code

A Routine/Standard Survey (all providers/suppliers)

B Extended Survey (HHA or Long Term Care Facility)
C Partial Extended Survey (HHA)
D Other Survey

Recertification
Sanctions/Hearing
State License
CHOW

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor's identification number.

Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No

102000

EventiD 754011

Facility ID. RC4601

Surveyor |D Number First Last Pre-Survey On-Site On-Site On-Site Travel Off-Site Report
(A) Date Date Preparation Hours Hours Hours Hours Preparation
Arrived Departed Hours 12am-8am 8am-6pm 6pm-12am Hours
(B) (© (D) (E) (F) (G) (H) (0
Team Legder ID
1, 5837 08/14/2019 | 08/15/2019 0.50 0.00 11.50 0.00 5.00 1.00

2.
3.
4,
5
6.
7
8.
9.
10.
11.
12.
13.
14.

Total SA Supervisory Review Hours..... 0.00 Total RO Supervisory Review Hours.... 0.00

Total SA Clerical/Data Entry Hours.... 0.00 Total RO Clerical/Data Entry Hours..... 0.00

Page 1




Oklahoma State Department of Health
Creating a State of Health

September 3, 2019
License Number: RC4601
Survey Event ID: 754011
Ms. Cheri Martin, Administrator
North Fork Residential Care
P.O. Box 1710
Kingston, OK 73439

Dear Ms. Martin:
On August 15, 2019, agents from our office completed an investigation at your Residential Care
Facility. Deficiencies were identified and we have received your plan of correction for these
deficiencies. The plan of correction you submitted is not acceptable for the following reasons:
e RO0317: The proposed action for R0O317 is not acceptable due to the completion date is
the day before the survey ended. The home did not provide a date of completion to

include adequate time to ensure the corrective actions are achieved to prevent further
occurrences and compliance is sustained.

An amended plan of correction is due within 10 days of receipt of this notice.

Up ot

?\»‘S’Oe Davis, Enforcement Coordinator

Sincerely,

Long Term Care
! Oklahoma State Department of Health

SD/ldc
Enclosure
Board of Health
: M ; e
Tom Batee. JO Timothy E Starkey, MBA (President) Jenny Alexopulos, DO R Murali Krishna, MD www.health.ok.gov
! Edward A Legako, MD (Vice-President) Teny R Gerard I, DO Ronald D Osterhout An equal opportunity

Interim Commissioner of Health

Becky Payton (Secrefary) Charles W Grim, DDS, MHSA Charles Skillings
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A re-licensure survey was conducted on 08/14/18 [ ;
and 08/15/19. Current census was 35. The ;
following deficiencies were cited. {
i
n i
R 194 310:680-1-3 (c) SMOKING PROHIBITED R 194
SS=E

" {c) Smoking or possessing a lighted tobacco

product is prohibited in a home and within fifteen
(15) feet of each entrance to a home and of any
air intakes; provided however, the home may
provide a smoking room not available to the
public for use by residents.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, it was
determined the home failed to ensure cigarette
smoking was prohibited in the office. This failed
practice had the potential for more than minimal

harm at a pattemn. Findings:

On 08/14/19 at 2:45 p.m., there was a blue haze
of smoke and the office smelled strongly of fresh
cigarette smoke. The administrator's assistant
stated she had been smoking in the office and
adjoining room. There was a long white cigarette
recently snuffed out in a red ash tray on a table in
the adjoining room.

At 2:50 p.m., the administrator was interviewed by
telephone call stated she had instructed her
assistant to go outside to smoke.
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(d) Maximum temperature in all areas occupied
by residents shall not exceed 85 degrees
Fahrenheit, unless authorized or recommended

by a physician.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review, it was determined the home failed to
ensure the dining room temperature did not
exceed 85 degrees Fahrenheit (F). This failed
practice had the widespread potentiai for more
than minimal harm for all 35 residents who
received their meals in the dining room. Findings:

On 08/14/19 at 4:35 p.m., the residents gathered
for their evening meal and complained about
being too hot in the dining room. The ambient air
temperature registered at 86.9 degrees F in the
middle of the dining room. There were two fans
in the back (north end) of the dining room that
blew hot air towards the middie of the room.
Certified medication aide/employee #2 stated it
was hot in the dining room and adjoining
medication room, and had been for a while. She
further stated it was always hot in the dining
room. The residents were then asked what they
thought about the temperature in the dining room
and they all said it was too hot. Resident #12
stated he was really hot and had to sit in front of
one of the fans to be able to eat his food. His
face was flushed and he had perspiration on his
forehead.

At 4:43 p.m., the temperature on the west side of
the dining room was 87.1 degrees F. The
ambient air temperature outside in the yard by the

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: N
RC4601 B. WING 08/15/2019
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Continued From page 2

west dining room door registered at 98.7 degrees
F.

At 4:54 p.m., the residents standing in line to
receive their meals and cook/employee #5 all had
beaded perspiration on their foreheads as the
evening meal was served.

On 08/15/19 at 8:56 a.m., an air conditioning

' repairman was in the dining room to make
. repairs. He stated he had been called out to the

home on the previous evening due to the high
temperatures in the dining room. The repairman
also stated the air conditioner had been out on
the east side of the building a few days
previously.

At 4:08 p.m., the administrator stated the home
had air conditioning issues and had been hot in
the dining room for at least two weeks. She then
submitting receipts that documented the air
conditioners had not functioned properly in the
building that housed the medication room,
kitchen, and dining room since 07/19/19.
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Misty Valley Heat & Air

421975 E. 1155 RD

__OWNER Eufaula, Oklahoma 74432
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McAlester, Oklahoma, 74502

Tel: (918) 429-6414

P.O. Box 64 s 1319

-~

; [

g S it

oY

N
\ v N

JOB LOCATION

. MAKE MODEL SERIAL NUMBER

R T .

TQTAL PARTS

LASOR GUARANTY
The labor charge &s recordad here raiative 1o the

equipment serviced as noted, is guanenteed for a
peciod of 30 days.

PARTS WARRANTY

fHR.»

Al parts as recorded are warranted as per manufac-
turer
We do not guaranty any parts, ather than those we

HRS. @ HR=

inatail. f repairs later bacome necessary due to othar
datective parts, they will be charged separately.

TOTAL
OTHER CHARGES

TOTAL
OTHER CHARGES

Cl (]

INSPECTION CHECKLIST

EQUIPMENT

SUBTOTAL

| HEREBY WORK TO BE DONE AS

ENDING

MILES

(]
Cne
One
Oweo

R
SO

NRS
o ,:\{ NN €

~
N
RN

: \"!Lk&c‘l T

| :
\I\"’I\‘A'A. { -

SO ORDERED AND OUTLINED ABOVE. IT |8 AGREED THAT |INSP. CHARGES

THE SELLER WILL RETAIN TITLE TO ANY EQUIPMENT OR

MATERIAL FURNISHED UNTIL COMPLETE PAYMENT HAS

TRIP CHARGE
BEEN MADE. IF SETTLEMENT 1S NQT MADE AS AGREED, -

THE SELLER HAS THE RIGHT EQUIPMENT

AND MATERIAL WITHOUT
DAMAGES REMOVAL OF

TAX

WORK HAS BEEN

AN

e TS AR

\a

> 8




SOy

e

G e e, A

Qry PRICE ARQUNT
_ McAlester Mechanical, L.L.C. —
: P.O. Box 64 it 7
y McAlester, Oklahoma, 74502 IR CION
7\ Tel: (918) 429-6414
t CEr T aam——
C
" "NANE
4
. oy Y LTTL LN —-\A e
NN Ay T ) =
N AN Y '-'_‘ -
: LY A
- JO8 LOCATIGN i CIWARRANTY
CICONTRACT
i MAKE MODEL SERIAL NUMBER gmm
i £
{ o
:
I i
'= seteme SN j..:\ﬁr\‘}v." \.-
SO I e
B ; R
L ,-
e [ 7
CIPRIMARY RELAY & FLUE 1 !
OFAN & LIMIT SWITCH OPER T .-
QBLOVER ASSEMBLY LI 1
TRV VALVE i
Sommost ovau TotaLParTs | 9 4~ /
ELECTRICAL COMP*TS. T 7
OReLAYS LABOR GUARANTY : {
I CONTACTORS The (sbor charge as recorded here relative (o the
OOVERLOAD serviced as noted, s guarantsed for 8 b
osWTCH period of 30 days.
THERMOSTAT
aox PARTS WARRANTY " HRS. @ HR.=
CIREPLACE Al parts as recorded are warranted as per manufec- T
DRELOOME - : | CHARGES
TROANEL TIME We do nol guaranty any parts, ather then those we HRS. @ MR= HRS. @ JHR:‘_
instail, If repsirs later becorne necsssary dus to other CRNIGIAN TOTAL
Rﬂfm delactive parts, they wil be charged separnisly. OTHER CHARGES P SIGNATURE W Se i OTHER CHARGES
INSPECTION CHECKLIST ;
TIME SUBTOTAL
DEPARTED. REFRIGERANT EQUIPMENT | HEREBY AUTHORIZE WORK T0 BE DONEAS | ;
TRAVEL :“uga.e e 0w |rype REFRIG, PR %o:nmmwwg&mmw INSP, CHARGES Vi
Ty il il sl WLl MATERIAL FURMSHED UNTIL COMPLETE PAYMENT HAS | TRIP CHARGE / .
. L o [Cves Owo o Cves Owo BEEN MADE. IF SETTLEMENT I8 NOT MADE AS AGREED,
SELLER AEMOVE EQUIPMENT 3 ~
S DISPOBAL e 10 cves S A et omrosa. %um%$MM - <z A € L e
i Tepmas e [0 am—— FOR ANY DAMAGES RESULTING FROM THE REMOVAL OF TAX ;
OWNER'S INTIALS | EQUIPMENT.
MILES ACCEPTED o]
: ) , oty
X MR, ¥ 7 AUTHORIZED N .2 { ¢
X = DECLINED WORK HAS | ACKNGYWLEDGE RECEIPT OF MY COPY.
7
™ - Lo [ fm
;m__i_.__—_.__m T1IRE L) Lo



Oklahoma State Department of Health
Creating a State of Health

September 9, 2019

License Number: RC4601
Survey Event ID: 754011
Ms. Cheri Martin, Administrator
Crossroads Residential Care
P.O. Box 1710
Kingston, OK 73439

Dear Ms. Martin:
On August 15, 2019, a State Licensure survey was conducted at your Residential Care
Facility. Deficiencies were identified and we have received your plan of correction for these

deficiencies. Your plan of correction is acceptable.

You have alleged that the deficiencies cited on that survey will be corrected and you will be in
ssubstantial compliance by August 30, 2019.

We will conduct a revisit at your facility to verify that all violations have been corrected. If you
have any questions, please contact this office at (405) 271-6868.

Sincerely,

“tisa Calvin
Long Term Care Enforcement Reviewer
Oklahoma State Department of Health

LC/KS
Board of Heaith
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Becky Payton (Secretary) Charles W Grim, DDS, MHSA Charles Skillings



PRINTED: 08/28/2019

FORM APPROVED
Ckizghoma State Department of Health
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORRECTION JDENTIFICATION NUMBER: i COMPLETED
RC4601 B. WING 08/15/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
CROSSROADS RESIDENTIAL CARE gt e
CHECOTAH, OK 74426
o) SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o
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R 000 INITIAL COMMENTS " RO0O ‘
A re-licensure survey was conducted on 08/14/19 f : @E“w ED
. and 08/15/19. Cument census was 35. The R .
following deficiencies were cited. '
| SEp - 6 2019
R 194 X P . R1s4
ok 310:680-1-3 (c) SMOKING PROHIBITED ONTHIS® ATE
i Long Term Care

{c) Smoking or possessing a lighted tobacco
product is prohibited in a home and within fifteen
(15) feet of each entrance to a home and of any
air intakes; provided however, the home may
provide a smoking room not available to the
public for use by residents.

This REQUIREMENT is not met as evidenced
by

Based on observation and interview, it was
determined the home failed to ensure cigarette
smoking was prohibited in the office. This failed
practice had the potential for more than minimal

. harm at a pattem. Findings:

On 08/14/19 at 2:45 p.m._, there was a blue haze
of smoke and the office smelled strongly of fresh
cigarette smoke. The administrator's assistant
stated she had been smoking in the office and
adjoining room. There was a long white cigarette
recently snuffed out in a red ash tray on a table in
the adjoining room.

At 2:50 p.m., the administrator was interviewed by
telephone call stated she had instructed her
assistant to go outside to smoke.

Admin:stratos
nseduiced Sate
o (WheRe Smoking
WaS al\owed. (oA

SHaST and_residents,

?
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R317 310:680-5-3 (d) MAXIMUM TEMPERATURE 85 e

SS=F F

{d) Maximum temperature in all areas occupied
by residents shail not exceed 85 degrees
Fahrenheit, unless authorized or recommended
by a physician.

This Rule is not met as evidenced by: , !
Based on observation, interview, and record : l
review, it was determined the homne failed to § :
ensure the dining room temperature did not ;
exceed 85 degrees Fahrenheit (F). This failed .
practice had the widespread potential for more
than minimal harm for all 35 residents who
received their meals in the dining room. Findings:

On 08/14/19 at 4:35 p.m., the residents gathered !
for their evening meal and complained about !
being foo hot in the dining room. The ambient air ;
temperature registered at 86.9 degrees F in the ;

middle of the dining room. There were two fans : : RECE’“M E@

in the back (north end) of the dining room that

i
blew hot air towards the middie of the room. ' - § 2019
Certified medication aidefemployee #2 stated it qEP
was hot in the dining room and adjoining £
medication room, and had been for a while. She ONTHISDATS |
further stated it was always hot in the dining ! Long Term

i

room. ‘The residents were then asked what they
thought about the temperature in the dining room
and they all said it was too hot. Resident #12
stated he was really hot and had to sit in front of
one of the fans ta be able to eat his food. His
face was flushed and he had perspiration on his
forehead.

At 4:43 p.m., the temperature on the west side of
the dining room was 87.1 degrees F. The
ambient air temperature outside in the yard by the
Otdahoma State Departrent of Heaith
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R 317 Continued From page 2

west dining room door registered at 98.7 degrees
F.

At 4:54 p.m., the residents standing in line to
receive their meals and cook/employee #5 all had
beaded perspiration on their foreheads as the
evening meal was served.

On 08/15/19 at B:56 a.m., an air conditioning
repainman was in the dining room to make
repairs. He stated he had been called out to the
home on the previous evening due to the high
temperatures in the dining room. The repairman
also stated the air conditioner had been out on
the east side of the building a few days
previously.

At 4:08 p.m., the administrator stated the home
had air conditioning issues and had been hot in
the dining room for at least two weeks. She then
submitting receipts that documented the air

+ conditioners had not functioned propetly in the
building that housed the medication room,
kitchen, and dining room since 07/19/18.
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-STATEMENT-

Misty Valley Heat & Air

421975 E. 11585 RD

___OWNER_ Eufaula, Oklahoma 74432
Johnny Shotwell . (918) 688-7313

avoress: |2, O f Ho b
ory_EuSauls stare_( ze Y 3

MAKE & WODEL SERIALH DATE?, ,g? 5.- /?
CASH C.OD. CHARGE TIME-IN TIME-OUT
QUANTITY DESC — ] PRICE AMOUNT

Total Parts |__

35
; Tax ) 3'}6
8591. Labor ﬁ’

TOTAL 148743
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Oklahoma State Department of Health
Creating a State of Health

. December 12, 2019
License Number: RC4601

Survey Event ID: 754012
Ms. Cheri Martin, Administrator
Crossroads Residential Care
Route 2 ,box 1542
Checotah, OK 74426

Dear Ms. Martin:

On October 14, 2019, a revisit was conducted at your facility by this agency to verify that the
facility had achieved substantial compliance with the requirements for licensure as a
Residential Care Facility. The findings of that visit indicate that the deficiencies cited during
your survey on August 15, 2019, have now been corrected and your facility is in compliance
with licensure standards effective August 30, 2019.

If you have any questions concerning the information in this letter, please contact this office
at (405) 271-6868.

Sincerely,

Long Term Care

<7 Sue Davis, Enforcement Coordinator
Protective Health Services

SD/ldc
Board of Health
Gary Cox, D Timothy E Starkey, MBﬁt (Presid.ent) Jenny Alexopulos, DO R Murali Krishna, MD www.health.ok gov
Commissioner of Health Edward A Legako, MD (Vice-President) Temy R Gerard ||, DO Ronald D Osterhout An equal opportunity

employer and provider

Becky Payton (Secretary) Charles W Grim, DDS, MHSA Charles Skillings
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A follow-up survey was conducted on 10/14/19.
Current census was 37. Both deficiencies were
cleared.
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FORM APPROVED

STATE WORKLOAD REPORT

Provider/Supplier Number

RC4601

Provider/Supplier Name

CROSSROADS RESIDENTIAL CARE

Type of Survey (select all that apply)

2] | ||

Extent of Survey (select all that apply)

Al [ [ ]]

A
B
C
D

2

Complaint Investigation
Dumping Investigation

Federal Monitoring
Follow-up Visit
Other

E
F
G

H

Initial Certification

Inspection of Care
Validation
Life Safety Code

A Routine/Standard Survey (all providers/suppliers)

B Extended Survey (HHA or Long Term Care Facility) |
C Partial Extended Survey (HHA)
D Other Survey

Recertification

Sanctions/Hearing

State License
CHOW

SURVEY TEAM AND WORKLOAD DATA

Please enter the workload information for each surveyor. Use the surveyor’s identification number.

Was Statement of Deficiencies given to the provider on-site at completion of the survey?.... No

102000

EventlD:

754012

Facility ID: RC4601

Surveyor ID Number First Last Pre-Survey On-Site On-Site On-Site Travel Oft-Site Report
(A) Date Date Preparation Hours Hours Hours Hours Preparation
Arrived Departed Hours 12am-8am §am-6pm 6pm-[2am Hours
(B) © D) (E) (F) (&) (H) U]
Team Leagler ID
I.P‘%Bfﬂ 10/14/2019 |} 10/14/2019 0.50 0.00 1.50 0.00 2.50 0.25
2
3
4.
5
6.
7.
3.
9.
10.
11.
12.
13.
14.
Total SA Supervisory Review Hours..... 0.00 Total RO Supervisory Review Hours.... 0.00
Total SA Clerical/Data Entry Hours.... 0.00 Total RO Clerical/Data Entry Hours..... 0.00




