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October 10, 2014

John Hoopes, Administrator
Caribou Memorial Living Center
300 South Third West

Soda Springs, Idaho 83276-1559

Provider #: 135060

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Hoopes:

On October 1, 2014, a Facility Five Safety and Construction survey was conducted at Caribou
Memeorial Living Center by the Department of Health & Welfare, Bureau of Facility Standards
to determine if your facility was in compliance with State Licensure and Federal participation

' requirements for nursing homes participating in the Medicare and/or Medicaid programs. This
survey found that your facility was not in substantial compliance with Medicare and Medicaid
program participation requirements. This survey found the most serious deficiency to be a
widespread deficiency that constitutes no actual harm with potential for more than minimal harm
that is not immediate jeopardy, as documented on the enclosed CMS-2567, whereby significant
corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies and a similar State Form listing licensure health
deficiencies. In the spaces provided on the right side of each sheet, answer each deficiency and
state the date when each will be completed. Please provide ONLY ONE completion date for
each federal and state tag in column (X5) Completion Date to signify when you allege that each
tag will be back in compliance. NOTE: The alleged compliance date must be after the "Date
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Survey Completed” (located in field X3) and on or before the "Opportunity to Correct” (listed on
page 2). After each deficiency has been answered and dated, the administrator should sign both
Statement of Deficiencies and Plan of Correction, Form CMS-2567 and State Form, in the spaces
provided and return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by October 23, 2014.
Failure to submit an acceptable PoC by October 23, 2014, may result in the imposition of civil
monetary penalties by November 11, 2014,

Your PoC must contain the following:

e What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

o  How you will identify other residents having the potential to be affected by the same deficient
practice and what corrective action(s) will be taken;

o What measures will be put into place or what systemic changes you will make to ensure that
the deficient practice does not recur;

e How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place; and,

e Include dates when corrective action will be completed.

e The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567 and the state licensure survey report, State Form.

All references to federal regulatory requirements contained in this letter are found in Title 42,
Code of Federal Regulations.

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by November 5,
2014, (Opportunity to Correct). Inforinal dispute resolution of the cited deficiencies will not
delay the imposition of the enforcement actions recommended (or revised, as appropriate) on
November 5, 2014. A change in the seriousness of the deficiencies on November 5, 2014, inay
result in a change in the remedy.

The remedy, which will be recommended if substantial compliance has not been achieved by
November 5, 2014, includes the following;:
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Denial of payment for new admissions effective January 1, 2015.
42 CFR §488.417(a)

If you do not achieve substantial compliance within three (3) months after the last day of the
survey identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must
deny payments for new admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on April 1, 2015, if substantial compliance is not achieved by
that time.

Please note that this notice does not constitute formal notice of imposition of alternative
remedies or termination of your provider agreement. Should the Centers for Medicare &
Medicaid Services determine that termination or any other remedy is warranted, it will
provide you with a separate formal notification of that determination.

If you believe these deficiencies have been corrected, you may contact Mark P. Grimes,
Supervisor, Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder
Street, PO Box 8§3720, Boise, ID 83720-0009, Phone #: (208) 334-6626, Fax #: (208) 364-1888,
with your written credible allegation of compliance. If you choose and so indicate, the PoC may
constitute your allegation of comnpliance. We may accept the written allegation of compliance
and presume compliance until substantiated by a revisit or other means. In such a case, neither
the CMS Regional Office nor the State Medicaid Agency will impose the previously
recommended remedy, if appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial comnpliance, we will
recommend that the remedies previously imnentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on Qctober 1, 2014, and continue until
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid
Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. To be given such an opportunity, you are
required to send your written request and all required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFa
cilities/tabid/434/Defauli.aspx
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Go to the middle of the page to Information Letters section and click on State and select the
following;

BF'S Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by October 23, 2014. If your request for informal dispute
resolution is received after October 23, 2014, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during the survey. If you have any questions, please
contact us at (208) 334-6626.

Sincerely,

V=

Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/j
Enclosures
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FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
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A BUILDING 01 - ENTIRE BVILDING COMPLETED
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NAME OF PROVIDER OR SUPPLIER
CARIBOU MEMORIAL LIVING CTR

STREET ADDRESS, CITY, STATE, ZIP CODE
300 SOUTH 3RD WEST
SORA BPRINGS, ID 83276

(%4) ID
PREEX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST 8E PRECEDED BY FULL REGLULATORY)
OR LSC IDENTIFYING INFORMATION)

o)
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (6)
(EAGH GORREGTIVE AGTION SHOULD BE Conr ETION
CROS8-REFERENGED TO THE APPROFRIATE
DEFICIENCY)

K 000

K029
8§8=D

INITIAL COMMENTS

The facllity Is a two story, fire resistive building.
The plans were approved in May 1067, Afull
NFPA 13 compliant fire sprinkler aystem was
installed in September 2011. The building
occupancy conslsts of a nursing home and
hospital. Nursing home residents are located on
the upper [evel with exits to finished grade. The
faciiity is currently licensed for 30 SNF/NF bads,

The following deficlencles were cliad during the
annual fireflife safety survey conducted on
Qctober 1, 2014. The facility was surveyed undar
the LIFE SAFETY CODE, 2000 Edition, Existing
Health Care Occupanay, in accordance with 42
CFR 483.70.

The Survey was tonducted by

Sam Burbank
Health Facility Surveyor
Facility Fire Sefety and Construction

NFPA 101 LIFE SAFETY GODE STANDARD

One hour fire rated construction {with 34 hour
fire-rated doars) or an approyed autornatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.54 protests hazardous areas. When
the approved automatic fire extingulshing system
aption 18 used, the areas are separated from
othar apaces by amoke resisting pariltions and
doors, Doors are self-closing and non-rated or
flald-applied protective plates that do not exceed
48 Inchas from the bottorn of the door are
permitted,  19.3.2.1

Thig Standard Is nat met as evidenced by:

K000

K 029

" LABORATORY

Wﬂ REPRESENTATIVE'S SIGNATURE

z0 zt’)]n,lf q

Any deflijency sie{ament ending with an asterlek (*} denoles a deflclency which the Inafilution imay be exousad from correcting providing It Is detarminad that
§ piovide sufficlant protaclion to the patients. (See Instruclione.) Except for nursing homes, the findings stated above ars disclozable 80 days
following the data of survey whether or not & plan of correction Is provided. For nursing homes, the above findings and plans of correction are disctosable 14
days following the date these documents are rmatle avallable to the faddilly. if defldencles ara cﬂed an appraved plan of correcllon Is requlsite to mnlinuad

program participation.

other gafe

FORM CMS-2667{02-08) Previous Verslons Obsolsla

PIWE2 ¥ conltnualion ahaat Paga 1 of 7
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STATEMENT QF DEFIGIENGIES {X1) PROVIDER/SUPPLIER/GLIA
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(X2) MULTIPLE GONSTRUCTION
A, BUILDING {1 - ENTIRE BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED
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NAME OF PROVIDER OR SUPPLIER
CARIBOU MEMORIAL LIVING CTR

SYREET ADDRESS, CITY, STATE, ZIP CODE

300 BOUTH 3RD WEST
S0DA SPRINGS, ID B3276

(X4} 1D
PREFEX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE FREGEDED 8Y FULL REGULATORY]
OR LSC IDENTIFYING INFORMATION)

I
FREFIX
TAG

FROVIDER'S PLAN OF CORRECTION
{(EACH CORRECTIVE ACTION SHOULD BR
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

{5)
GOMPLETION
DATE

K Q28

Continued Fram page 1

Based on observation, oparational testing and
interview, the facility failed to ensura the
protection of hazardous argas. Failure t0 ensure
hazardous area doors completely self-close
would allow emoke and dangerous gases {0 pass
freely into corridors affecting the safe egress of
occupants during a fire event, This deficient
practice affectad no residents, all staff and
visitors on the date of the survey. The facility is
licensed for 30 SNF/NF beds and had a gensus
of 26 on the day of the survey.

Findings include:

Duting the facility tour conducted on October 1,
2014 from 9:30 AM {0 11:456 AM, observation and
operational testing of the Kitchen door leading
from the Kitchen into the ¢ast carridor, found the
door had an approximately 1-1/2" long by 3/4"
wide hinge installed on the top of the door frama,
Further testing found that this hingeé prevented
the door from ¢laging when the hinge was
opened. Interview of the Mainfenance Supervisor
indicated staff would use this hinge to pravent the
doar from closing to avoid having to use keys to
open the door when entering from the corridor
side.

Actual NFPA standard:

3.3.13.2 Area, Hazardous,

An grea of a structure or building that poses a
dagree of hazard greater than that normal to the
general cccupancy of the bullding or structurs,
such as areas used for the storage or use of
combustibles or flammables; toxic, noxious, or
corrosive materials; or heat-producing
appliances.

19.3.2.1 Hazardous Areas.

K 029

The hinge was removed by
Maintenance supearvisor on

Maintenance supervisor
checked all doors for
proper working order, Maint.
staff inserviced on NFPA
standard for doors. Maint,
super. will periodically
monitor all doors.

10-02-14

10—02-1L4

FORM CMS5-

2667(02-99) Previous Verslons Obsolela

PTWE?2] IT comtinuabion shaat Page 2 of 7
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A. BUILDING 01 » ENTIRE BUILDING

B, WING

(%3) DATE SURVEY
GOMPLETED

10/01/2014

NAME OF PROVIDER OR SUPPLIER
CARIBOU MEMORIAL LIVING CTR

STREET ADDRESS, CITY, 9TATE, ZIF CODE

300 SOUTH 3RD WEST
S0DA 8PRINGS, ID 83276

{X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY]
OR LSC IDEMTIFYING INFORMATION)

1B
PREF¥X
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

425}
COMPLEYION
PATE

K 029

K038
58=D

Continued From page 2

Any hazardous areas shall be safeguarded by a
fire barrier having a 1-hour fire resistance rating
or shall be provided with an automatic
extinguishing system in accordance with 8.4.1,
The automatic extinguishing shall be permitted to
be In accordance with 19.3.5.4, Where the
gprinkler option is used, the areas shall be
separated from other spaces by smoke-reslating
partitions and doors. The doars shall be
self-closing or automatic-closing. Hazardous
areas shall include, but shall not be restricted to,
the following:;

(1) Boller and fusl-fired heater rooms

(2) Central/bulk laundrias larger than 100 ft2 (9.3
mz2)

(3) Paint shops

{4) Repair shops

(8) Solled linan rooms
(8} Trash collection rooms

{7) Rooms or apaces larger than 50 2 (4.6 m2),
including repair shops, ueed for storage of
combustible supplies and equipment in quantities
deemed hazardous by the authority having
jurisdiction

(8} Laboratores employing flammable or
combustible materials in quantities less than
those that would be considersd a severe hazard.
Exceplion: Deors In rated enclosures shall be
parmitted to have nonrated, factory- or
field-applied protactive pletes extending not more
than 48 In, {122 cm) above the hottom of the
door.

NFPA 101 LIFE SAFETY CODE STANDARD
Exit access is arranged 20 that exits are readily

accessible at all times in acocordance with section
7.1, 19.21

K 029

K 038

FORM CMBS-2567(02-09) Pravious Varslons Qbsolata

PTWEZ21 H conlinwation ehaal Paga 3 of 7
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FORM APPROVED
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STATEMENT OF DEFICIENGIES  [(X1) PROVIDERISUPPLIER/CLIA (A2} MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMFLETED
135060 B. WING 10/01/2014
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP GODE
CARIBOU MEMORIAL LIVING CTR 300 SOUTH 3RD WEST
SODA SPRINGS, (D 83276
¢4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION g
PREFIX HBACH DEFICIENCY MUST BE FREGEDED BY FULL REGULATORY},  PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLENION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFIGIENCY)
K 038| Continued From paga 3 K038
This Standard is not met as evidenced by:
Based on observation, operalional testing and
interview, the facility failed to provide readily
accassible means of exit access. Failure to allow
rapid means of exit access has the potentlal to
impede escape in the evant of a fire or othar
emergancy. This deficient practice affected staff
and visltors In 2 of 2 smoke compartrnents on the
date of survey. The faciilty is licensed for 30
SNF/NF bads and had & census of 26 on the day
of survey.
Findings includs:
Puring the facliity tour conducted on Oclober 1,
2014 from 9:30 AM to 11:45 AM, obaervation and
operational testing of the doors to the Utllily roam i .
adjacent {o the ECF Meeting area; the Med ;."tmty room, Meg ro:{:m, & Solled
Room; Housekeeping and the Soiled Linen room Inen room combo. dead bolts
abutling the showaer in the north hall, found they were changed to single re-
were all squipped with combination deadbolt leasing lock sets on 10-13-14
locks, When asked, the Maintenanoe Supervisor
stated he was not aware that these door locking :
arrangements ware not atlowed. HDusekeep;ng room will be
changed by 10-17-14
Actual NFPA standard; (awaiting lockset)
724 5.4 chacked for combo. dead holts
Alatch or other fastening device on a door shall and maint. staff inserviced on 10-13-14
be provided with a releasing device having an installation of proper locksets,
obvious method of operation and that is readily Door will be monitored by maint,
operated under all lighting conditions. The to ensure that proper locksets
relsasing mechanism for any latch shall be are used
located not less than 34 In. (86 cm), and not more '
than 48 in. {122 cm), above the finished floar,
Doors ghall be oparable with not more than one
FORM CMS-2687(02-00) Previous Varslons Obsalata PTWE24 If oonlinuaiion shael Page 4 of 7
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B. WING
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COMPLETER
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STREET ADDRESS, CITY, S8TATE, ZIP COOE
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{4) 1D
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
OR LSC IDENTIFYING INFORMATICN) -

{EACH DEFIGIENGY MUST BE PRECEDED 8Y FULL REGUILATORY]|

P
PREFIX
TAG

CROBS3-REFERENGED TGO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

P
{(EACH CORRECTIVE AGTION SHOULD BE COMPLETION

PATE
DEFICIENGY)

K 038

K211
$8=F

Continued From page 4

releasing operation.

Excepllon No. 1% Egress doors from iadividual
living units and guest rooms of residantial
ocoupancies shall be parmitted 1o be provided
with devices that require not more than one
additional releasing operation, provided that such
davice Ie operabie from the inside without the uss
of a kay or tool &nd is mounted at a height not
exceeading 48 In. (122 cm) above the finished
flaer. Existing security devices shall be pernitted
to have two additional releasing operations.
Exlsting security devices other than automatic
Jatehing devices shall not be located more than
60 in. (182 cm) above the finished floor,
Automatic latching devices shall not ba located
more than 48 in. (122 cm) abova the finlshed
floor.

Exception No. 2; The minimum mounting height
for the releasing machanism shall not ba
applicable to existing installations.

NFPA 101 LIFE SAFETY CODE STANDARD

Where Alcohol Based Hand Rub (ABHR)
dispensers are installed in a corrldor:

o The corridor Is at least & fast wide

0 The maximum ihdividual fluid dispenser
capacity shall be 1.2 liters (2 liters In sultes of
rooms)

0 The dispensers have a minimum spacing of 4 t
from each other

o Not more than 10 galions are used in a single
smoke compartment outside a storage cahinet.

o Dispensers are not installed over or adjacent to
&n ignition source.

o If the floor is carpeted, the building Is fuily
sprinklered.  19.3.2.7, CFR 403.744, 418,100,
460,72, 482.41, 483.70, 483.623, 485,623

K034

K211

FORM CM5-2587(02-98) Pravious Varsions Ohszolate

P7TWE21

{f conlinuation oheet Pages & of 7
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MERICARE & MEDICAID SERVICES

Printed: 10/09/2014
FORM AFFROVED
OMB NQ. 0838-0391

STATEMENT OF DEFICIENGIES {¥1) PROVIDER/SUPPLIER/GLLA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIF|CATION NUMBER: A. BUILDIMG 01 - ENTIRE BUILDING COMPLEYED
135080 B. WING 10/01/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CARIBOU MEMORIAL LIVING CTR 200 SOUTH 3RD WEST
_ SODA SPRINGS, ID 83276
(x8) 10 SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREGTION o
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {(EAGH GORRECTIVE ACTION SHOULD BE R e
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY)
K 211| Gonlinuad From page & K211
This Standard 1s nat met as evidencad by:
Based on observation and intervlew, the facility
falled to ensure that flammable liquids were
protacted from an ignition source. Faifure to
ensure that aleohol based hand rub dispensers
are not installed above or near an ignition source
could expose ocoupants to a fire and/er smoke
environment. This deficlent practice affected 18
residante, staff and visitora in 1 of 2 smoke
compartments and all residents using the ECF
TV Room on the date of the survey. The faclity ia
lizensed for 30 SNF/NF beds and had a census
of 26 on tha day of the survey.
Findings include:
During the facility tour conducted on October 1,
2014 from 9:30 AM to 10:30 AM, observation of
the ECF TV Roorm found an alcoho! based hand
rub dispenser Installed over an electrioal outlet,
Whsn asked, the Maintenance Supsrvisor atated
this was recently added by one of the staff and
the Inataller was likely not aware of it belng a
.problem lacation. . '
. Dispenser was removed and
Actual NFPA standard: relocated on 10-02-14
by maintenance super. Maint.
; ngnzd: cai:?f the 2000 edition of the LSC as super. checked throughout the
Whera dispensers are installed in a ﬂmr for any other dlspe_nsers
cortldor, the corridor shall have a minimum width in the wrong areas. Maint.
of § ft (1.8m). staff was inserviced on proper
- The maximum individual dispenser fluid location of dispensers. Maint.
E?S%ﬁtga ?:all be; -0.3 gallone (1.2 iters) for super/staff will check periadically
in rooms, corridors, and areas open to for proper placement of dispen-
corridors. -0.5 gallons (2.0 liters) for dispensers In SErs.
sultes of rooms.
FORM CM$-2567(02-99) Previous Versions Obsolele P7WE21 If conliauatlon sheel Page & of 7
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K 211} Continued From pags & K211

The dispensers shall have a minimum
horizontal spacing of 4 ft (1.2m) from each other.
' Not more than an aggregate 10 gallons
(37.8 liters) of ABHR solutlon shail bs in use in a
single smoke compartment outside of a storage
cabinst. .

Storage of quantities greater than &
gailons {18.9 literg) in & single smoke
compartment shall meet the requirements of
NFPA 30, Flarnmable and Combustible Liguids
Coda.

Tha dispensers shall not be instalied over
or diractly adjacent to an ignition saurce.

. In locations with carpsted floor coverings,
dispensers Ihatalled directly over carpeted
surfaces shall be permitted qnly In sprinklered
smoke compartiments.

FORM GMS-2667(02-99) Fravious Verzlone Ohzolste PTWE21 IF continuratlon shest Page 7 of 7
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STATEMENT QF DEFIGIENCIES (%1} PROVIDER/SUPPLIER/CLIA
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136060

(X2) MULTIFLE CONSTRUCTION
A, BUILDING {1 - ENTIRE BUILDING

B. WING

(¥3) DATE SURVEY
COMPLETED
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NAME OF PROVIDER OR SUPPLIER
CARIBOU MEMORIAL LIVING CTR

STREETADDRESS, CITY, STATE, ZI\P CODE

300 SOUTH 3RD WEST
SODA SPRINGS, ID 83278

(X4) 1D
PREF1X
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

DEFIGIENGY)

D PROVIDER'S FLAN OF CORRECTION (%2}
PREFIX {EACH GORRECTIVE ACTION 6HOULD BE COMPLETE
TAG CROS5-REFERENCED TO THE APPROFRIATE DATE

C 000

€ 226

16.03.02 INITIAL COMMENTS

The Administrative Rules of the Idaha
BDepartmant of Health and Welfars,

Skillad Nursing and Intermediate Care

Facilitles are found in [DAPA 16,

Title 03, Chapter 2.

The facility Is a two story, fire resistive bullding.
The plans ware approved in May 1867. A full
NFPA 13 compliant fire sprinkler system was
instadled In September 2011. The building
occupancy consists of a nursing home and
hospital. Nursing hame residents are located on
the upper lavel with exits to finlshed grade. The
facility is currently licensed for 30 SNF/NF beds.

Tha following deficiencles were cited during the
annual fire/life safety survey conducted on
Ociober 1, 2014. The facility was surveyed under
the LIFE SAFETY GODE, 2000 Edition, Existing
Health Care Occupancy, in agcordance with 42
CFR 483,70 and [DAPA 16.03.02, Rules and
Minimum standards for Skilled Nursing and
Intermediate Care Facilities.

The Survey was conducted by:

Sam Burbank
Health Facility Surveyor
Facility Fire Safely and Gonstruction

02.106 FIRE AND LIFE SAFETY

108. FIREAND LIFE SAFETY.
Buildings on the premlses used as
facilities shall meet all the
requirements of jocal, state and
national codes concerning fire and
life safety standards that are
applicable to health care facilllles.
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STATEMENT QF DEFICIENCIES
AND PLAMN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

135060

(%2) MULTIPLE CONSTRUCTION
A BUILDING 01 - ENTIRE BUILDING

B. WING

(%3) DATE SURVEY
GOMPLETED

10/01/2014

NAME OF PROVIDER OR SUPPLIER
CARIBOU MEMORIAL LIVING CTR

STREET ADDRESS, CITY, STATE, ZIP CODE

300 SQUTH 3RD WEST
S0DA SPRINGS, I 83276

4 1D
PREFIX
TAG

SUMMARY QTATEMENT QF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL.
REGULATORY OR LSC [DENTIFYING IHFORMATION)

1D
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION
{EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(X8)
GOMPLETE
DATE

G228

Continued From Page 1

This Rule is not met-as evidenced by:
Please refer to K tags on federal form CMS 2587:

K 029 Hazardous arens
K 038 Means of egress
K 211 Alcohol based hand rub

C 228

The hinge was removed by
Maintenance supervisor on
Maintenance supervisor
checked all doors for
proper working order. Maint.
staff inserviced on NFFA
standard for doors. Maint.
super. will periodically
monitor all doors.

10-02-14

10-02-14

Utility room, Med room, & Soileg
linen room combo, dead bolts
were changed to single re-
leasing lock sets on 10-13-14
Housekeeping room will be
changed by (awaiting lockset) [|10-17-14
All other doors on SNF unit wer
checked for combo. dead bolts
and maint. staff ingerviced on
instaltation of proper locksets.
Door will be monitored by maint
to ensure that proper locksets
are used.

10-13-14

Dispenser was removed and
relocated on

by maintenance super. Maint-
super. checked throughout the
floor for any other dispensers
in the wrong arees. Maint.
staff was inserviced on proper
location of dispensers. Maint.
super/staff will check periodically
for proper placement of

10-02-14
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