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Mo SUMMARY STATEMENT OF DEFIGIENGIES i 'PROVIDER'S FLAN OF CORREGTION {xa)
PREFIX (EACH BEFICIENCY MUST BE PREDEDED BY FULL FREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
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This plan of correction is submitted

K 000 | INITIAL COMMENTS K000

as required under State and Federal

Requirerments for Long Term Care Facilities law. This plan does not constitute

Sectlon 42 CFR 483.70 (a) excapt as otherwise

provided in the section, the facility must meet the admission of liability on the part of
applicable provisions of the 2000 Edition of the the facility and such liability is

Life Safety Code, Exlsting Health Care, of the heteby specifically denied, The
National Fire Protection Assosiation, submission of this plan does not
The faci[ity was fu"y spﬂnk]e‘red. single Etory constitnte ﬂgreement b}f the faclhty
building of Type V (111) gonstruction built in 1985 that the surveyors® findings or

and the east wing was a single stoty bullding of conelugions are accurate, that the

Type I {111} construction with & basement, buiit

in 1978. The butlding was equipped with a findings constitute a deficlency or

supervisad, automatic wat sprinkler system with that the scope or severity regarding
an anti-freeze loop and an addressable fire alarm the deficiencies cited are correctly
system. The facility had a capacity of 43 certified applied,
Madicare and Medicaid beds with a cenaus of 39,
K 141 | NFPA 101 LIFE SAFETY CODE STANDARD K141
S5<D Non.smoking and no smoking signs inareas Kl‘q'l" T'he faclllty will engure that t}.le. 3}’6/15
where axygen is used or stored are in accordance proper signage for the oxygen room is|
with 19.3.2.4, NFPA 99, 8.6.4.2. appropriately posted, The “Oxygen

Storage Room” sign on the oxygen
room daor has been replaced with an
“Oxygen Storage, No Smoking, No

This STANDARD is not met as evidenced by: Open Flame" sign on 2/5/15. The

Based on observation and staff interview, the

facility failed to provide appropriate signage on Matntenance Supetvisor or designee
the oxygen storage room per NFRA B2 in 1 of 3 will audit 8]l oxygen signs to ensure the!
smoke compartments, The finding ware; appropriate signage is in place by

» 2/13/15. Maintenance Supervisor or
Observation of the Medical Gas Storaga Room designee will monitor the oxygen room

on 01/20/15 at 12:13 PM revealad the signage .
posted on the oltsids of the room did riot meet signage quarterly to e FHOPES
NFPA 99 requirments, At the tima of the signage is in place. All results will be -
absarvation, the Facllity Maintenance Manger taken to QA&fX quarterly for one year
acknowledged the signage on the door. for further review and analysis, -

LABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE

TILE ‘ %) DATE

Lo o G.Z//
Any deficlency statement ending witlan aslerisk {*) danotas a deficlency which the inetiiutian may be excused fram corracting providing i is determiined that
olher safeguardy pravide sufficient protestion to tha patlents. (Sea Ingiructions.) Exeapt for nursing homes, the findings stated above are disclosable 50 dayz
following the date of survay whether or not a plan of sorrestion is provided, For nursing homes, tha above §ndings and plans of comaction are disclossble 14
days follow!n? ]lholdata thesa documents nre made avallatle to the facllity. If deficlancles are cltad, an approved plan of carrection is requisite to continued
program participation.
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Ref: 2000 NFPA 101, Sectlon 19.3.2.4
Ref: 1999 NFPA 99, Section 8-3.1.11,3
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