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N1410{ 1200-8-8-.14(2)(a)5.(ii} Disaster Preparedness N141¢ | Continuéd from Page 2
. . - Completion 5/30/2015.
(2) Physical Facility and Community Emergency ompieton
Plans. Facdiity will conduct an annual
disaster preparadness extemal
oL . . N - diaster diil! for tornado, flood, and
(a) Physical Facility (Internal Situations). earthquake fo be exercised prior to
. March of each year, fo include staff
&. Each of the folfowing disaster preparedness duties by department and job
plans shall be conducted annually prior fo the assignment
month listed in the plan. Drills aré for the Corroctive Adtion:
purpose of educating staff, resource arrecies Adion:
determination, testing personnel safety provisions Completion Date SHS/5
and communications with other facilities and 1. Tomado, earthquake
community agencies. Records which document "and flood gl "
and evaiuate these drills must be maintained for : g: 5;105!15;|:1‘:ﬁr§t:?fmpkted
at least three (3) years, conducied by the Marntenance
: - directar.
(i) External disaster procedures plan (for 2. The administrator and maintensn
tornado, flood, aarthquake}, to be exercised prior director reviewed requirsments ofoe
to March, shall include: healtchcare emergency
diaster procedures forcompl:ance.
(I} Staff duties by depariment and job 3 Mainfenance director was
assignment; and, inserviced on 5/15/2015 by the
. gdminisl:ator fo complete all drills
.4 afore March of each year and
(i) Evacuation procedures. record with documentation.
This Rule is not met as evidenced by: 4, The Adminstirator or designee
Based on observations and decument review, the ‘:"g,"t"’"“g‘c?f;:mﬂiacﬁfbe
HTena . Q Wi
facility failed fo conduct the requlred disaster discussad in OA & A
drills.
The finding included:
Document review on 41272015 at 12:40 p.m.,
revealed the facility failed to provide
documentation for the following disaster drills;
tomado, flood, and earthquake during 2014 for all
staff.
This finding was verified by the maintenance
director and aclmovdedged by tha administrator
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i N1410
N1410| Continued From page 1 Completion Date 5/15/15
during the exit conference on 4/27/2015,
N1411| 1200-8-6-.14(2){a)5. (jii) Disaster Preparedness N1411 N1411 12m1ﬁ2)(a)5-(fi0
. - - Facility will conduct an annual
(2) PhySICa! FaCl!I!y and Commﬂnlty Emergency disaster preparednass for
Plans. Physical facility and community
emergency plans to be exercised and
. e . . documentated annually, ta includ
(a) Physical Facility (Intemal Situations). staflcuts by ::partrr?ent andjob
. . assignment,
5. Each of the following disaster preparedness ] _
plans shall be conducied annually priar to the Corrective Action _
month listed in the plan. Drills are for the 1. Bomb Threal Procedures Drill were
pumose of educating staff, resource comgleted on 5/15/1 5 with all staff,
determination, testing personnel safety provisions .
and communications with other facilities and 2 z#:da::“rg‘;ﬁé‘:" ;“‘:ﬂ'r“;"“‘e["::;’e
community agencies. Records which document healichcare smorgengy. |
and evaluate these drills must be maintained for diaster procedures for compliance.
at least thiree (3) years, . . -
. 3. Maintenance director was
e ) . i inserviced on 5/15/2015 by the
(ii)) Bomb Threat Procedures Plan, 6 be adminisirator to complote a0 dils
exercised ak any time during the year- before March of each year éind
_ record with documentation.
% Staﬁ duties by department and iob 4. The Adminsitrator or designee
assignment: and, will montior for cormpllacna
maintenance. Repaorts will be
(I} Search team, searching the premises. discussed in QA & A
This Rule is not met as evidenced by:
Based on observations and document review, the
facility faited to conduct a bomb difl,
The finding included:
Docurnent review on 4/27/2015 at 12:40 p.m.,
revealed the facifity failed to provide
documentation for the bomb threat drill during
2014 for all staff. '
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This finding was verified by the _rha‘intenénce
director and acknowledged by the administrator .
during the exit conference on 4/27/2015,
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