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oA o SUMMARY STATEMENT OF DEFICIENCICS o PROVIDER'S PLAN OF CORRECTION (x5)
FRIFFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX ! (EACH CORRECTIVE ACTION SHOULD b COMPLET|ON
TaG . REGULATORY OR LSC IMENTIFYING INI'ORMATION) " TAG | CROSS-REFERENCED TO THE APPROFRIATE RATG
' : | DEFICIENCY) ,
1’ = |
K 064 ' NFPA 101 LIFEE SAFETY CODE STANDARD [ K064 !
&§=D | i
| Partable fire extinguishers are provided in all ‘ : }
| health care occupancies in accordance with , .'
9.741. 19356, NFPA 10 ! !
J | K 064: The handles on the fire extinguisher |
I " cabinet doors at the upper and lower {loor i
i | nurses stations have been repaired. !
; 09-30-11
! Ti‘:is. S"I'ANIJ.{RD is not met as evidenced by: | All fire extinguisher cabincts have been
. Based on observation the facility failed to assure checked ta ensure all handles are in good
| Erglsxt%gu:sher cabinets were provided as per working order.
| . | |
! | ) .
' Tha findinae i : i The Matntenance supervisor has made the |
! The findings included: i' | cheeking of the cabinet door handles ¢
| Observation on September 26.2011 at 40:30 am | specific item l'll‘]l lhlc ;nomhly preventative
it sdieiil T e naintenance schedule,
revealed the fire extinguisher cabinets located at 1 ' "
;the rgr.‘lr‘zzlﬂ s't”al{ons on first e-md second floor were i | The Maintenance supervisor will periodically |
| Provided with inoperable handies, | I ‘spot’ cheek behind the maintenance |
' ! . personnel to ensure all equipment and ;
) :' | fixtures arc in good working order and being i
! ; ¢ maintained correetly,
; - '. 10-0L-11 |
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)

Any def icicnc)f{u’ﬁ(rr:a entending wth an asterilk (*) denotes a deﬁcféncy which the institution may be excused from correcting providing it is determined that
ather safeguards provido sufficient protection to the patients. (Sea inslructions ) Excepl for nursing homes, the findings stated above are disclosable 40 days
fellowing Whe date of stitvey whether of not a plan of correction is provided. For nursing homes, the above findings and plans of colrection are disclosable 14
days folfowing the datp these decumiants are made available Lo the facility. If deficicncies are cited, an approvad plan of corroclion is requisite to continued
program participation,
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