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concluded 05/22/14 with no deficiencies cited.
|
j
mmw’aa@tﬁfw OR PROVIDER/SUPFLIER REFRESENTATIVE'S SIGNATURE TITLE X8 CATE
e R fﬁ L 7& Y
P o ?’R *"'?_{»"W‘V’%H«‘I ;, wayyf.a e, ‘Wf»{4$r’(“’" Wi e

" Ary deficiency statemsnt ending with an asternisk (/{ denotes a daﬁc{émy whizH the institution may be excused from corresting providing it is determined that
othar safeguards provida sufficient protection {e the patients. (See instructions.) Except for nursing hemes, the findings stated above are discicsable 20 days
following the date of survey whsther or net & plan of correction is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days foliowing the date these documents are made avaflable to the facility. If deficiencies are cited, an appraved plan of correction is requisite to continued

program participation.

Fac.t styiD 1@54&2 if continuation sheet Page 1 of 1

FORM CMS-25487(02-88) Previous Yersions Obsolete Event 10138211




PRINTED: 05/30/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. £938-0391
X1 PROVIDER/SUPPLIERICLIA (A3 MULTIPLE CONSTRUCTION (Xﬁ}gg;%'sﬁufm‘vg\f

STATEMENT OF DEFICIENCIES {
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04

05/20/2014

185220 b wiNG

NAME OF PROVIDER OR SUPPLIER STREET AL‘DRE:;SSS CITY, 8TATE, ZiP CODE
100 SPARKS AVENUE

ROYAL MANOR NICHOLASVILLE, KY 40356

xavip SUMMARY STATEMENT OF DEFICIENGIES % B PROVIDER'S BLAN OF CORRECTION L
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETION
‘ CROSS-REFERENCED TO THE APPROPRIATE DATE

PREFIX |
e REGULATORY OR LSC IDENTIFYING INFORMATION) YAG
: DEFICIENCY)

K 000 iNITIAL COMMENTS K 000:

. CFR: 42 CFR 483.70(a)

BUILDING: 01
| PLAN APPROVAL: 06/10/75
| SURVEY UNDER: NFPA 101 2000 Existing
| FACILITY TYPE: SNF/NF

; TYPE OF STRUCTURE: One (1) story Type Il
' {200}

 SMOKE COMPARTMENTS: Four (4) smoke
f compartments

FIRE ALARM: Compiete fire alarm system

_ SPRINK&ER 8YSTEM: Complete {wet) sprinkler
systam .

GENERATOR: One {1) Type Il Diesel generator.

. A standard Life Safety Code Short Form Survey

‘was conducted on 05/20/14. The faciity was

; found to be in compliance with Title 42, Code of
Federal Regulations, 483.70(a) et seq. (Lifz

| Safety from Fire) the facility is licensed for

. seventy-three (73) bads with a census of sixty
(80} on the day of the survey.

L&BORATO&? DIRECTOR'S O RE}VJDEWSUPPLIER REPRESENTATI WVE'S SiGNA‘fuRE TITLE X8) DATE
o] o ik £
381 fotmatin _gy’*’iw /%I’M for e hg b S
')’xny deficiency statement emdmg wrth an asier;sk (") denctes a defitiancy which the 1ns,§"M sy be excused from correcting providing i is determined that
gther safeguards provide sufficlent protection to the patients, {See Instructions.) Exespt for nursing homes, the findings stated above are disclosable 90 days
followiry the date of survey whether or not a plan of correctian is provided, For nursing homes, the above findings and plans of corraction ars disclosable 14
days following the date these documents are made availabig to the facifity, If deficiencies are cited, an approved plan of correction is requisife io continued
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