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PROVIDER'S PLAN OF CORRECTION {X5)

N1405 1200-8-6-.14(2)(a)1. Disaster Preparedness

(2) Physical Facility and Community Emergency
Plans, :

(a} Physical Facility (Internal Situations).

1. Every nursing home shall have a current
internal emergency plan, or plans, that provides |
for fires, bomb threats, severe weather, utility
service failures, plus any local high risk situations
such as floods, earthquakes, toxic fumes and
chemical spills. The plan should consider the
probability of the types of disasters which might
oceur, both natural and “man-made".

This Rule is not met as evidenced by: '
Based on document review, it was determined |
 the facility had no written disaster plans, |

The findings included:

During document review the facility was unable to

" provide the surveyor with a current written
disaster plan. The administrator confirmed this
during the exit conference on 511914,
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i Maintenance Director retrieved the

Disaster Manual from the Nursing Station
and a copy was placed in the Administrator’s
office.
I The Administrator and Maintenance
Director have reviewed the Disaster Manual
and information is current.

i, The Administrator and Maintenance
Director have been reeducated on Disaster
Manual requirements. The Administrator
has provided an education reminder for staff
on the manual location.

V. The Maintenance Director will com-
plete random audits of manual location
monthly for three months. Results of the
audits will be discussed at the Quality

Assurance meetings as needed.

V. Completion Date: June 10, 2014.
i
Division of Health Care Facilities
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
At m /5‘ A et [2oK
STATE FORM ' 7 Tean WONX21 ¥ i cdntinvation Zheet 1of 1
'RECEIVED

JUN 15 g



