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INTRODUCTION

Passed by the Nebraska Legislature in July 2020, Neb. Rev. Stat. §83-104 requires the Office of
Public Counsel (also referred to as the Ombudsman’s Office) to conduct an annual physical
review of the following state institutions within the Nebraska Department of Health and Human
Services (DHHS):

1. The Youth Rehabilitation and Treatment Center-Geneva;

2. The Youth Rehabilitation and Treatment Center-Kearney;

Any other facility operated and utilized as a Youth Rehabilitation and Treatment Center
under state law;

The Hastings Regional Center;

The Lincoln Regional Center;

The Norfolk Regional Center; and

The Beatrice State Development Center.
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Further, Neb. Rev. Stat. §83-104 requires the Office of Public Counsel (Ombudsman’s Office) to
report to the Legislature on or before March 15, 2021, for the 2020 calendar year on the
condition of such DHHS state institutions. This report summarizes the efforts of the
Ombudsman’s Office in its physical reviews of each institution, the collection of inspection
reports regarding each facility, staffing information for each institution, and reports received by
the Ombudsman’s Office.

Background

Before the statutory requirement, facility visits to state institutions by the Ombudsman’s office
were generally initiated because of individual case complaints and reports made to the office or
through identification of specific systems issues. The catalyst to this report requirement is one of
the statutory responses to the crisis that unfolded at the YRTC-Geneva in August of 2019. This
crisis necessitated the sudden relocation of the female youth being served there to YRTC-
Kearney, a facility that served male youth up until that point, due to the seriously poor conditions
of YRTC-Geneva.? In the year leading up to the crisis, the Ombudsman’s Office received a total
of three complaints regarding youth residing at YRTC-Geneva: two complaints in October 2018
about the school and one complaint in February 2019 about a youth’s desire for a 60-day notice.
No complaints were received about the conditions of the institution.

! Neb. Rev. Stat. §83-104 sets forth that beginning in 2021 after the initial March report, each annual report will be
submitted on or before December 15 of each calendar year for the period of December 1 through November 30.

2 “The Deterioration and Closure of Geneva Youth Rehabilitation and Treatment Center, Special Report of
Investigation” by the Office of the Public Counsel/Ombudsman and Office of Inspector General of Nebraska Child
Welfare. https://nebraskalegislature.gov/pdf/reports/public_counsel/Geneva_Special_Report_2021.pdf
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In January of 2020, the Nebraska Legislature’s Health and Human Services Committee issued a
report with several recommendations.® Recommendation number nine read, “Require an annual
facilities review by the Ombudsman. The Legislature should consider requiring an annual review
by the Ombudsman of all 24-hour residential facilities under DHHS’s jurisdiction and a
subsequent report to the Legislature on those reviews by the Ombudsman.” Legislative Bill 1144
was introduced with such requirements in January of 2020, passed by the Nebraska Legislature
on July 31, 2020, and approved by Governor Ricketts on August 11, 2020.

For the Nebraska Legislature to continue its role in guiding and facilitating the goal of improving
not only the YRTC-system, but all state institutions under DHHS, the legislature has expressed
its mandate for the Ombudsman’s Office to enhance its jurisdictional authority by increasing its
exposure at state institutions. This focused role will assist with changes that strengthen agency
effectiveness and highlight the quality of care to those Nebraskans residing in our state
institutions.

Annual Physical Review & Report Process

For the reporting period, the Ombudsman’s Office conducted site visits, which included physical
reviews, at each of the above-listed state institutions. Note, however, that due to the COVID
pandemic, multiple visits to the facilities since March of 2020 were limited by the need to follow
state guiding principles for the safety of those residing and working at each of the DHHS state
institutions. During the majority of 2020, there were periods in which the office suspended all
visits to state institutions that reported positive cases of COVID. During this time the office
remained operational while adhering to CDC guidelines and limiting personal contact. When it
was necessary to visit facilities, Ombudsman personnel wore personal protective masks and
observed maximized social distancing. The office continued to receive information and updates
from each facility regarding the impact and challenges the pandemic had on their operations, and
delved into case complaints by alternative means such as the utilization of virtual tools.

The following is organized by institutions under “behavioral health” that are hospitals or other
licensed facilities, and institutions under the Office of Juvenile Services, or Youth Rehabilitation
and Treatment Centers (YRTCs). For this report, those listed under “behavioral health” are those
that statutorily fall within the Divisions of Developmental Disabilities (Beatrice State
Developmental Center) and Behavioral Health (Public Psychiatric Hospitals) which include the
Lincoln, Norfolk, and Hastings Regional Centers. Within the Lincoln Regional Center’s
organization is the adolescent sex offender program at the Whitehall campus. During a majority
of this reporting period, the Hastings Regional Center was operated as an adolescent residential
substance abuse treatment facility, but in the fall of 2020, the program moved to the Whitehall
campus. The Office of Juvenile Services is within the Division of Children and Family Services.
Organizationally, this is different than how DHHS currently functions—all institutions serving

3 “Report to the Nebraska Legislature on the Youth Rehabilitation and Treatment Centers” by the Health and Human
Services Committee, January 22, 2020. https://nebraskalegislature.gov/pdf/reports/committee/health/yrtc_2020.pdf
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adults are under one umbrella, and all institutions serving youth are under another, with both
areas reporting to the DHHS chief operating officer.

This report provides summaries concerning observations and documentation reviews related to
the internal and external conditions of each of the DHHS state institutions. The voluminous
attachments include all inspection reports, federal compliance documentation, state licensing
compliance, and staffing information for each institution and program as outlined in Neb. Rev.
Stat. §83-104.



BEHAVIORAL HEALTH OVERVIEW
HOSPITAL OR LICENSED STATE INSTITUTIONS

Beatrice State Development Center (BSDC)

The Beatrice State Development Center (BSDC) is a state institution licensed as intermediate
care facilities for individuals with intellectual or developmental disabilities operated under
DHHS’s Division of Developmental Disabilities. BSDC plays an important role in Nebraska’s
developmental disabilities system.

BSDC is a 24-hour state and federally funded residential treatment institution. BSDC is located
in Beatrice, NE, and is divided into individually licensed Intermediate Care Facilities (ICF) for
individuals within the larger campus area.

Several visits were made to this facility in 2020. Generally, the outside grounds of the campus
are well kept. The campus is comprised of many buildings. The infrastructure required to provide
services and housing for the residents at BSDC is significant. The campus has structures for
individual’s housing needs, dining, medical services, administrative services, religious functions,
and recreation.

While most buildings on the campus are being utilized, a few appear to be no longer in use or
limited to storage and sit vacantly. As should be expected, a campus as old as BSDC (over 130
years) has many buildings or structures on it that are dated, and in 2017, the campus went
through a conditions analysis to determine the long-term structural needs of the facility. As a
result, there are visible signs of several construction projects.

Remodeling projects were completed in living cottages and concrete work around campus was
finished as well. Some of these projects are scheduled for completion in 2021. As for the interior
design of cottages, depending on the building, the layout is essentially the same. Lake Street,
Solar Cottage, and the State buildings each have their unique features. Most units have separate
bedrooms, bathrooms, a kitchen, a common area for individuals, and a laundry room. General
cleanliness of all the homes was observed and individual rooms were fairly organized and clean.

Based on the documentation provided to the Ombudsman’s Office, surveys conducted at BSDC
by the DHHS Public Health-Licensure Unit were made known. The reports cover regulatory and
compliance issues. The survey findings are based on observations, interviews, and records
review. These items and the actions taken by BSDC based on these findings are attached. (See
Attachments B1 through B3.)

Generally, the facility's crisis stabilization unit is visited during Ombudsman’s Office visits. The
crisis stabilization unit provides an important program for individuals and other stakeholders.
The purpose of the program is to intake unstable individuals from the community and prepare
them for transitioning back to the community stabilized. The unit comprises of four different
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wings and generally houses one to three individuals per wing, depending on the individual’s
needs.

Overall in 2020, a shift change was observed at BSDC during the COVID Pandemic which
required staff to take temperature checks before facility entry to job posts. Like many institutions
throughout the country, BSDC has staffing challenges and presents its share of staff injuries to
this office (See Facility Staff Information Attachment B4), with these issues being compounded
due to the number of staff COVID positive cases.

Issues identified for review in 2021:

1. COVID plan, response, and impact to staff and individuals.

2. There is a defined work order system utilized by DAS and DHHS to assure minor
construction projects are identified, tracked, and completed. In regards to major
construction projects, the projects are tracked on a summarized list. The information that
can be obtained from access to this information can provide a comprehensive view of the
condition of a facility.

3. Address issues identified in reports received by the Office of Public Counsel (See
attachments B5 and B6), including staffing levels, retention rates, and turnover.

In 2020, the Ombudsman’s Office received contact from staff and family members of residents.
Two major complaints reported about BSDC pertained to how BSDC processed grievances, and
the other reported issue concerned staffing levels at BSDC. Staffing is a challenge at BSDC and
is an ongoing issue that the Ombudsman’s Office is following closely.

Lincoln Regional Center (LRC)

The Lincoln Regional Center (LRC) is a 250 bed, Joint Commission-accredited state psychiatric
hospital. DHHS’s Division of Public Health licensure unit verifies LRC is licensed and meets
statutory requirements as a Mental Health Substance Use Treatment Center and Psychiatric
Hospital. (See Licenses, Attachment L1.)

Several visits were made to this facility. Generally, the outside grounds of the campus are well
kept. The campus is comprised of several different buildings. The main patient buildings are
building 3, 9, 10, and 14. There is also an administrative building and a building used
predominantly for storage. The infrastructure required to provide services and housing for the
residents of this psychiatric hospital is different than other state institutions in that most services
can be provided to a patient without transportation out of their assigned building. The campus
has structures for individual’s housing needs, dining, medical services, administrative services,
religious functions, and recreation.

Most buildings on the campus are being utilized, however, one building is no longer in use and is
used for limited storage, but essentially sits vacant. It is my understanding that the building is



waiting to be demolished. As should be expected, a campus as old as LRC, which originally
opened in 1870, has many buildings or structures that are dated.

Of note with this campus is the current situation it finds itself in. In September of 2019, the Joint
Commission (J-Co), the accreditation body for Center for Medicare and Medicaid Services
(CME) surveyed the Lincoln Regional Center (LRC) and found deficiencies in the physical
structure of buildings 3, 5, and 10 that may pose as ligature risks. These buildings serve as
behavioral health treatment and housing units for a diverse range of patients with mental health
conditions. To address the deficiencies in the physical structure, a mitigation plan outlined the
use of temporary staff to address the risks until the physical building modifications could be
completed. The increase of staff was recognized during our visit. The changes in operations were
noticeable and drove patients’ complaints to our office.

LRC will continue to operate under their mitigation plan until the ligature plan is completed. The
ligature plans involve renovations to the above-identified buildings to reduce possible patient
safety risks as outlined, and to improve overall patient cares spaces. The construction project for
the ligature plan was launched on January 11, 2021, and is currently scheduled to be completed
in March 2022. (See Project letter, attachment L2)

Attached you will find facility staffing levels. Additionally, there were 63 patient assaults on
staff in the calendar year 2020 for LRC main campus. (See Facility Staffing Information,
Attachment L3)

Issues identified for review in 2021:

1. COVID plan, response, and impact to staff and individuals.

2. There is a defined work order system utilized by DAS and DHHS to assure minor
construction projects are identified, tracked, and completed. Major construction projects
are tracked on a summarized list. The information that can be gleaned from a review of
these systems will help provide a comprehensive view of the condition of the facility.

3. Ligature point renovation. The Ombudsman’s Office will work to understand and address
any major disruptions to patients and the impact the renovation will have on the facility’s
ability to intake needed patients for care as it undergoes this renovation.

4. Address issues identified in reports received by the Office of Public Counsel (See
Inspection Forms, Attachment L4 and Occupancy Permits, Attachment L5), including
staffing levels, retention rates, and turnover.

In 2020, the Ombudsman’s Office received over 50 reports of complaint about LRC, mostly
from the patients themselves, but some from staff and families as well. These complaints ranged
from COVID concerns to operational changes due to the ligature mitigation plan to reasons of
placement at LRC.
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Norfolk Regional Center (NRC)

The Norfolk Regional Center (NRC) is a 120 bed, Joint Commission-accredited state psychiatric
hospital. It is operated by DHHS.

The first thing you notice when visiting NRC is a large wire gate around the campus. The gate is
approximately 15-20 ft. high with razor wire wrapped around the top. There are two main points
of entry. The first for deliveries, transports, and emergency vehicles, the other for staff and
public access. To gain entry, there is a voice button for identification. An NRC staff must buzz
the public in for vehicle access to the building. Once you gain access inside the gated
construction, there is a main public entry area with a phone. Visitors need to use this phone to
gain entry inside the main area of the building. Essentially, comparing this campus to others
across the state, one observes that it is easier to see a live body at a correctional facility or
Veterans Home or other state institution for questions or help than it is at the NRC.

After gaining vehicle access to the parking grounds of the facility, there is a three-story brick
hospital with several walk-out basements and egress points. Additionally, there are internal
fences on both ends of the building to control independent yard access. The main building on the
NRC campus, which houses all patient services, is dated over 50 years. The grounds are well
kept. Other buildings located inside the fence seem to be utilized. Besides the main three-story
building, there is a newer constructed maintenance building, paved lots for parking, a structure
being used for covered parking and storage, a gazebo, and basketball courts outside the internal
gates on the end of the main building.

The infrastructure of the main building allows for all patient services. The building has space for
individual’s housing needs, a cafeteria area, medical services, administrative services, religious
functions, recreation, and other essential programming. Patient Living areas are Unit 1- West,
Unit 2-West and East, Unit 3-West and East.

Based on the documents received from NRC, several surveys were conducted by the DHHS
Public Health-Licensure Unit, about NRC. The reports cover regulatory and compliance issues.
The survey findings based on observations, interviews, and records review are attached. (See
Surveys, Attachment N1)

Attached you will find facility staffing levels. Additionally, there were 20 staff injuries related to
assault staff in the calendar year 2020. (See Facility Staffing Information, Attachment N2)

Issues identified for review in 2021:

1. COVID plan, response, and impact to staff and individuals.

2. There is a defined work order system utilized by DAS and DHHS to assure minor
construction projects are identified, tracked, and completed. Major construction projects
are tracked on a summarized list. The information that can be gleaned from a review of
these systems will help provide a comprehensive view of the condition of the facility.
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3. Address any issues identified in the Inspection reports received by the Office of Public
Counsel (See Inspections Report, Attachment N3), including staffing levels, retention
rates, and turnover.

In 2020, the Ombudsman’s Office received over 50 reports of complaint related to LRC, mostly
from the patients themselves, but some from friends and family members as well. These
complaints ranged from COVID concerns to operational changes due to new leadership, to
clinical team decisions to lack of staffing and access to legal law library.

Whitehall

The Whitehall Campus is located in the northeast quadrant of the city of Lincoln, Nebraska. It is
licensed and accredited as part of the Lincoln Regional Center and considered an extension of
the Lincoln Regional Center, a Joint Commission-accredited state psychiatric hospital. DHHS’s
Division of Public Health licensure unit verifies the Whitehall is licensed and meets statutory
requirements as a Mental Health Substance Use Treatment Center. (See License, Attachment
W1)

Whitehall, until recently, solely addressed the treatment needs of male adolescents who have
sexually offended. In the fall of 2020, the Hastings Juvenile Chemical Dependency Program
(JCDP) was relocated from the Hastings Regional Center to Whitehall. There are currently two
distinct programming offerings on the Whitehall campus. With the addition of the JCDP, the
immediate changes to facility operations were recognized in the fall of 2020.

In part, due to the functional changes of the facility, the Ombudsman’s Office conducted several
announced and unannounced visits to Whitehall. One of the visits, conducted on October 8,
2020, occurred about a week after the JCDP youth moved to Whitehall from the Hastings
Regional Center. At that time, the census included eight sex offender treatment program youth
and six JCDP youth. There were signs that the facility was working out the many logistics in
combining two facility programs into one.

In regards to the layout of the campus, youth living quarters are determined by what programs
the youth are participating in. Each youth has his bedroom in the living quarters. The insides of
the youth cottages are dated. The youth rooms were generally clean and mostly neat. The recent
carpet installation was a noticeable improvement in the youth cottages. Additionally, new lights
in the youth cottages (Warner House and Community Life cottages) were noticed. The campus is
comprised of several other structures. Some Administrative offices are located in the TAB
building, with others located in the Knight House. There is a Whitehall Mansion on the campus
with other buildings used by maintenance and a separate school building with a library for the
use of both programs.

Generally, the outside grounds of the campus were well kept. There was a noticeable phone line
connected to the building that could present a security concern. We discussed this with facility
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administration and were told that the phone line is Windstream’s and will be taken down during
the CAT 6 voice/VVOIP line project, which has begun.

Based on the documents provided by Whitehall, several surveys were conducted by DHHS’s
Public Health-Licensure Unit, on the Whitehall campus. The reports cover regulatory and
compliance issues. The survey findings based on observations, interviews, and records review
are attached (See Surveys, Attachment W2)

Attached you will find facility staffing levels. Additionally, there were 4 staff injuries related to
assault staff in the calendar year 2020. (See Facility Staffing Information, Attachment W3)

Issues identified for review in 2021:

1. COVID plan, response, and impact to staff and individuals.

2. There is a defined work order system utilized by DAS and DHHS to assure minor
construction projects are identified, tracked, and completed. Major construction projects
are tracked on a summarized list. The information that can be gleaned from a review of
these systems will help provide a comprehensive view of the condition of the facility.
Ongoing progress on the following projects: Camera system and Windstream project.

4. Address any issues identified in reports received by the Office of Public Counsel (See

Occupancy Permits, Attachment W4), including staffing levels, retention rates, and

turnover.

o

Historically, reports of complaint from Whitehall are low in number. Generally, we see an issue
or two brought to our attention. In 2020, after the move of the JCDP program to the Whitehall
campus, the Ombudsman’s Office did receive a related report of complaint about Whitehall,
relating to the proper guidelines for securing a youth when acting out.

Hastings Regional Center

The Ombudsman’s Office visited the Hastings Regional Center on various occasions throughout
2020. The campus is located on the west edge of Hastings. Through the better part of 2020, the
Hastings Juvenile Chemical Dependency Program (JCDP) was operating on that campus. In the
building the program was operating in at the time, the youth living area looked very dated. The
facility was utilized to deliver residential substance abuse treatment for adolescent males
(presently, as mentioned previously, administered in Lincoln on the Whitehall campus). Several
buildings at HRC have been torn down, which has created open space on the campus. There were
several construction projects throughout campus, which included the building of two new
cottages, a building structure for a school and cafeteria, and an administration building. The
grounds were busy and there were some trees on the ground waiting to be cleared on the south
side of the campus. Several buildings were also going through demolition.

At the present time, the building where the JCDP was housed is not operating with any program
in it. There are two brand new cottages at the HRC. The plan was formerly for these two cottages
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to be used as living quarters for the chemical dependency program for boys in a college dorm-
style setting and provide classification flexibility in housing placement. However, DHHS
decided to repurpose the campus and the JCDP was relocated from HRC to Whitehall in October
2020.

At this time, the campus is being converted to house an all-female Youth Rehabilitation and
Treatment Center (YRTC). The new cottages are currently going through renovations which
include hardening of the walls, raising ceilings, and filming windows. The new cottages, even
without the changes to who they will serve, probably would have eventually needed
reinforcement to the structure. Additionally, some HRC staff that worked with the JCDP were
assigned to YRTC-Kearney to create a seamless transition upon the female youth moving to the
HRC campus, and will continue to work with them as the HRC becomes a YRTC.

DHHS, Division of Public Health licensure unit verified HRC was licensed and met statutory
requirements as a Mental Health Substance Use Treatment Center and a Residential Child-
Caring Agency while on the Hastings campus. The certificates are expired. (See Licenses,
Attachment H1.)

The Ombudsman’s Office was made aware of a risk assessment conducted on the HRC campus
that evaluates the potential adverse impact of buildings, grounds, equipment, occupants, and
internal physical systems on the safety and health of clients, staff, and other people visiting the
facilities. (See Risk Assessments, Attachment H2.)

Attached you will find facility staffing Information. Additionally, there were zero assaults on
staff in the calendar year 2020. (See Facility Staffing Information H3.)

Issues identified for review in 2021:

1. The transition of the HRC to a YRTC in order to serve female youth on campus under the
Office of Juvenile Services.

2. There is a defined work order system utilized by DAS and DHHS to assure minor
construction projects are identified, tracked, and completed. Major construction projects
are tracked on a summarized list. The information that can be gleaned from a review of
these systems will help provide a comprehensive view of the condition of the facility.

3. Address any issues identified in the Inspection reports received by the Office of Public
Counsel (See Inspections Report, Attachment H4), including staffing levels, retention
rates, and turnover.
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OFFICE OF JUVENILE SERVICES
YOUTH REHABILITATION AND TREATMENT CENTER (YRTC) SYSTEM

The Office of Juvenile Services within the Division of Children and Family Services at DHHS
operates the Youth Rehabilitation and Treatment Centers (YRTCS), 24-hour state institutions to
serve youth within Nebraska’s juvenile justice system. As recently as 2019, there were two
YRTCs: one for girls in Geneva and one for boys in Kearney. Currently, there are YRTCs in
Kearney, Lincoln, Geneva (not operational as a YRTC currently), and soon-to-be Hastings.

Over the last 16 months, DHHS has implemented many initiatives throughout the YRTC system.
The initiatives represent major changes incorporated into facilities operated by the Office of
Juvenile Services. These initiatives indicated a fundamental shift in how care is delivered to
youth. Some of these initiatives, such as repurposing of space and changes to gender placement
at facilities, created necessary, albeit, unforeseen changes in facility operations, functioning, and
building structure need throughout the system.

In regards to operational changes, the Ombudsman’s Office observed, significant renovations to
several of the state institutions. With more stability to the system, the hope is that a better
understanding of the facility conditions and changes necessary to right the ship will become
apparent in 2021.

The Ombudsman’s Office experienced increased complaints in 2020 related to YRTC system
changes. In 2020, the Ombudsman’s Office received over 25 reports of complaints related to the
YRTC system. The complaints were received from staff, youth and family members of youth.
The issues ranged from youth placement to safety, and to communication concerns.

Based on the many changes to the system, the majority of the issues that were identified in the
complaints were ongoing, in part, due to the functional and fundamental changes of the use of
our Office of Juvenile Services state facilities. The Ombudsman’s Office conducted several
announced and unannounced visits to facilities across the YRTC system. In 2021, facilities
operated by the Office of Juvenile Services are continuously being monitored and examined.

The following observations will provide a brief point in time view of the facility’s operations
under the Office of Juvenile Services in 2020: 1) YRTC-Lincoln, 2) YRTC-Geneva, 3) YRTC-
Kearney, and 4) Hastings Regional Center -soon to become a YRTC for female youth (see above
observations made under Behavior Health Overview).

YRTC - Lincoln

In 2019, the discussion between DHHS and Lancaster County was initiated to discuss facility
space—utilizing a portion of the Lancaster County Youth Services Center as an additional
YRTC. Shortly following, DHHS entered a 5-year contract with Lancaster County to lease space
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within the same building as the Lancaster County Youth Services Center. The Lancaster County
Youth Services center provides for the detention of youth being processed through the juvenile
justice system, or youth who have been adjudicated and ordered by a criminal court to serve a
specified period of time.

YRTC — Lincoln was established in 2020. With the addition of a newly created state facility, it
became very important to the Ombudsman’s Office to comprehend the new facility’s mission
and gain an understanding of general rules, responsibilities, and operations of the new YRTC. A
request was made for YRTC-Lincoln policies. These were provided to the office promptly.

To continue data collection and understanding, the Ombudsman’s Office began conducting
announced and unannounced visits. Familiar with the Lancaster County Youth Services Center
from previous Ombudsman cases, the facility design was not new. However, of interest was how
the populations between the two facilities were sharing facility space for services such as school,
recreation yards, cafeteria, and other essential service needs. (See Inspection reports, Attachment
YLF 1)

The housing unit where the youth reside at YRTC - Lincoln has two separate living pods—one
for males and one for females. Each youth has a private room in the pod. The pods have a small
common area for different uses for such things as phone calls, showers, and leisure activities.
The pods are separated by a larger multi-purpose area designed for additional individual or group
activities. Both the female and male pods share the larger multi-purpose area, which means the
youth in each pod have opportunities for visual observations of each other.

As with the other YRTC’s, YRTC - Lincoln will work toward American Correctional
Association (ACA) accreditation. It is also understood that the facility will participate in the
Performance-Based Standards (PbS) Project sponsored by the Council for Juvenile Correctional
Administrators.

As of December 31, 2020, there were a total of 47 employees at the Lincoln Facility.
Additionally, there was 19 youth to staff assaults. (See Facility Staffing Information, Attachment
YLF 2)

Issues identified for review in 2021:

1. COVID plan, response, and impact to staff and individuals.

2. There is a defined work order system utilized by DAS and DHHS to assure minor
construction projects are identified, tracked, and completed. Major construction projects
are tracked on a summarized list. The information that can be gleaned from a review of
these systems will help provide a comprehensive view of the condition of the facility.

3. Address any issues identified in the reports received by the Office of Public Counsel,
including staffing levels, retention rates, and turnover.

4. Gain an understanding of the programming utilized at YRTC — Lincoln and the
appropriate youth population best served in this new program.
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YRTC — Geneva

On August 19, 2019, female youth from YRTC-Geneva were relocated to YRTC- Kearney after
conditions on the Geneva campus was deemed insufficient and Geneva could not continue to
care for the girls on this campus. The move to Kearney presented many challenges but was made
due to the safety and well-being of the youth.

In 2020, the Ombudsman’s Office conducted several visits on the Geneva campus. During this
time, significant repair and refurbishing work on campus was observed. Of particular interest, the
LaFleshe building formally used as living quarters for behavioral youth, was completely
renovated in early 2020, and services were re-established at YRTC - Geneva for female youth
who were going to be transitioned back into the community. YRTC - Geneva no longer has
youth on its campus as the transition services were discontinued on the Geneva campus during
the summer of 2020.

The YRTC - Geneva administration still exists on the campus at the writing of this report. These
days, ever since the last half of 2020, the quietness of the campus is apparent—youth are not
seen walking to classes or going to recreation. Instead, what is noticeable is a quiet campus
comprised of many buildings sitting idle.

Buildings at YRTC - Geneva include four cottages that were used as youth living quarters, a
chapel placed almost in the middle of the campus with an adjacent food service building, a
maintenance building still being used by staff, and other buildings that were used for daycare,
recreation, and training purposes. The building formerly used as the administration building is
currently being used as a Medicaid call center.

Attached you will find facility staffing information. Additionally, there were zero assaults on
staff in the calendar year 2020. (See Facility Staffing Information G1.)

Issues identified for review in 2021:

1. Determine when YRTC- Geneva Administration will no longer be housed on the Geneva
campus and understand what the campus will be utilized for in the future.

2. Address any issues identified in reports received by the Office of Public Counsel (See
email on construction work/remodeling in the Admins building that involved the Fire
Marshall, Attachment G2, Fire Drill dated 8/5/2020, Attachment G3), including staffing
levels, retention rates, and turnover.

YRTC - Kearney
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YRTC - Kearney is located in Kearney, NE, and has been serving both male and female youth
since August of 2019. It has gone through different operational models since the addition of
females being served on its campus. Although a large campus, there is a significant amount of
planning that is needed to maintain the operations of the two programs. In part due to the
function changes of the facility, the Ombudsman’s Office conducted several announced and
unannounced visits on this campus.

Although, a non-state licensed facility, the YRTC- Kearney is accredited under the American
Correctional Association (ACA). It also participates in Performance-Based Standards (PbS)
project reviews sponsored by the Council for Juvenile Correctional Administrators and is
currently under contract with the Missouri Youth Services Institute (MY SI) for assistance with
implementing basic principles of the MYSI therapeutic and rehabilitative model approach.

Generally, the outside grounds of the campus are well kept. The campus is comprised of many
buildings. The infrastructure required to provide services and housing for the youth is significant.
The campus has structures for youth housing needs, cafeteria, medical services, administrative
services, religious functions, and education and recreation areas. Dixon, the name of a building
on campus, has generally been used for new intakes to the facility and for those youth who need
to be separated for behavioral issues. With the addition of females, this has changed on many
occasions as well. As for the interior design of each cottage, the layout is essentially the same for
the male youth cottages. Those cottages have barrack-style living quarters on the second floor
with a congregate restroom. The first level has three basic sections. Those sections being a
game/rec area, bathroom area with showers, and a TV multi-purpose area. General cleanliness of
the dorm areas was observed. Where the multi-use areas were utilized, at times they could be
cluttered and somewhat organized but clean. Any issues were brought to the facility's attention
and handled immediately.

YRTC - Kearney went through many operational changes in an attempt to work out the many
logistics in combining two facility programs—serving males and females—on one campus. The
changes led to the girls being placed at Morton Living Unit which allows for individual rooms.
The facility also purchased two portable trailers for classroom use by the girls.

The Ombudsman’s Office was made aware of a standards compliance reaccreditation audit
conducted by the Commission on Accreditation for Corrections, July of 2020. (See the Standards
Reaccreditation Audit, Attachment K1.)

Attached are the facility staffing levels and staff injuries by severity (See Facility Staffing
Information, Attachment K2.)

Issues identified for review in 2021:
1. COVID plan, response, and impact to staff and individuals.
2. There is a defined work order system utilized by DAS and DHHS to assure minor
construction projects are identified, tracked, and completed. Major construction projects
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are tracked on a summarized list. The information that can be gleaned from a review of
these systems will help provide a comprehensive view of the condition of the facility.

. Address any issues identified in reports received by the Office of Public Counsel (See
Food Establishment Inspection Report, Attachment K3), including staffing levels,
retention rates, and turnover.
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DHHS Public Health- Licensure Unit
C. Lake Street Surveys

Attachment B1



Provider/Supplier
Mame:

STREET ADDRESS,

Ty, zir: EE=p

CITED TAG #

PLAN OF CORRECTION

Lake Street

Survey Date ‘

667 31st St, Apt 103, 104, 205, 206 Beatrice, NE 68310

8/6/2020

(X1} PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBEK 23- S
PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

ICFDD16

COMPLETION
DATE

K 0225

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DERCIENCY:

1. A work order was submitted to the Maintenance Department to repair/adjust the basement
stair door that failed to close and fatch within the door frame. The door had swollen from the
humidity. The door was removed, planed down the edge, reinstalled and tested. It was
confirmed on 8/14/20 that the door now closes and latches within the door frame.

8/14/2020

2. A work order was submitted to the Maintenance Department to repair/adjust the upper
level south stair door that faited to latch within the door frame. The door closer was adjusted
and it was confirmed on 8/7/20 that the door will latch within the door frame.

8/7/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

1. A work order was submitted to the Maintenance Department to repair/adjust the basement
stair door that failed to close and latch within the door frame. The doar had swollen from the
humidity. The door was removed, planed down the edge, reinstalled and tested. It was
confirmed on 8/14/20 that the door now closes and latches within the door frame.

8/14/2020

2. A work order was submitted to the Maintenance Department to repair/adjust the upper
level south stair door that failed to latch within the door frame. The door closer was adjusted
and it was confirmed on 8/7/20 that the door will latch within the door frame.

8/7/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY;

1. The Facility Maintenance Manager will monitor and ensure compliance.

8/14/2020

2. The Facility Maintenance Manager will monitor and ensure compliance.

8/7/2020|

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

1. The Facility Maintenance Manager will monitor and ensure compliance.

8/14/2020

2. The Facility Maintenance Manager will monitor and ensure compliance.

8/7/2020




K 0321

A, ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

1. A work order was submitted to the Maintenance Department to repair/adjust the janitor
closet door equipped with a closing device in the hall of Unit 103 that failed to latch within the
door frame. Increased the spring pressure on the the spring loaded hinges on the janitor
closet door. It was confirmed on 8/14/20 that the janitor closet door in the hall of Unit 103
will latch within the door frame.

8/14/2020

2. A work order was submitted to the Maintenance Department to repair/adjust the janitor
closet door equipped with a closing device in the hall of Unit 104 that failed to latch within the
door frame. A missing screw in the strike plate was replaced and a loose screw was tightened.
It was confirmed on 8/7/20 that the janitor closet door in the hall of Unit 104 will latch within

the door frame.

8/7/2020

3, A work order was submitted to the Maintenance Department to repair/adjust the janitor
closet door equipped with a closing device in the hall of Unit 205 that failed to latch within the
door frame. Missing screws in the hinges of the door were replaced and loose screws were
tightened. It was confirmed on 8/7/20 that the janitor closet door in the hall of Unit 205 will
latch within the door frame.

8/7/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

1. A work order was submitted to the Maintenance Department to repair/adjust the janitor
closet door equipped with a closing device in the hall of Unit 103 that failed to latch within the
door frame. Increased the spring pressure on the the spring loaded hinges on the janitor
closet door. It was confirmed on 8/14/20 that the janitor closet door in the hall of Unit 103
will latch within the door frame.

8/14/2020

2. A work order was submitted to the Maintenance Department to repair/adjust the janitor
closet door equipped with a closing device in the hall of Unit 104 that falled to latch within the
door frame. A missing screw in the strike plate was replaced and a loose screw was tightened.
It was confirmed on 8/7/20 that the janitor closet door in the hall of Unit 104 will latch within

the door frame.

8/7/2020

3. A work order was submitted to the Maintenance Department to repair/adjust the janitor
closet door equipped with a closing device in the hall of Unit 205 that failed to latch within the
door frame. Missing screws in the hinges of the door were replaced and loose screws were
tightened. It was confirmed on 8/7/20 that the janitor closet door in the hall of Unit 205 will
latch within the door frame.

8/7/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

1. The Facility Maintenance Manager will monitor and ensure compliance.

8/14/2020

2. The Facility Maintenance Manager will monitor and ensure compliance.

8/7/2020

3. The Facility Maintenance Manager will monitor and ensure compliance.

8/7/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPUIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

1. The Facility Maintenance Manager will monitor and ensure compliance.

8/14/2020

2. The Facility Maintenance Manager will monitor and ensure compliance.

8/7/2020




3. The Facility Maintenance Manager will monitor and ensure compliance. 8/7/2020

NOTE: Please remember to attach any supporting documentation - education provided;
auditing tools; new or revised policies and procedures, etc.
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Jeheiare 3. 1
DUE BY &/17/2020 8:00 AM REQULAR
NOT TO EXCEED $6.00
AGENGY
Name
Address 3000 LINCOLN BLVD,
BEATRICE, NE
68310
BASIC

BETA27- TRANSITION APARTMENTS

w27
3000 LINCOLN BLVD.
BEATRICE, NE
68310
WON BETA272066
STATUS COMPLETED
Conkact Mike Boklerson
Phone/E-tnait
Phone
Fax
DATE CREATED 8/5/2020 7:52 AM

erfor Repall Fire Marstual - 318 Lake East Apts.: Door leading to the basement (inside east enbonce) will not cloge with pogitive lalch. This

daor is equippod with a door closer.

ASSIGNMENT

Assigned To Roberison, Sleve

Mobile

Emall sleve,roberison@nebraska.gov

COMPLETION REQUIRED SIGNATURE
Work Compieted 971412020 1:56 PM Name (print)

Ropalr Calegory/Gode  Duors And Lock Syskems Signalure

Repairediraplaced door
Signad
The door is a wond dooi and had awelled from the
wrnidity. We removed Ihe deoy, planed down the adge,
reinsialled and {ested. the door Is now laiching fine,
Work completed on Friday, August 44lh, 2020.

DETYAIL

CATEGORY DESCRIPTION

Labot Rahriison, Steve - Regulal
Labor Wieden, Dan - Regulsr

Skin General Mainlenance
Appolntment MA
Slart Time
RO¥
QUANTITY RATE AMODUNY



TR TIER
DUE BY 8/17/2020 8:00 AM REGULAR
NOT TO CXCEED §0.00
AGENCY
Namo
Address 3000 LINCOLN BLVD.
BEATRICE, NE
68310
BASIC

?gm’ TRANSITION APARTMENTS
3600 LINCOLN BLVD.
BEATRICE, NE
86310
WO#R BGTA272087
STATUS COMPLETED
— _
Phone/E-mail
Phone
Fax
DATE CREATED 8/5/2020 7:35 AM

Intorior Repalr Fire Marstval - Apts, #103: Sculh janilor closel door will not close with positive latch, This door is equippad wilh a door closer. -
“The door closers on the badronm doars ere not attached to the door, To meet tha fire code, wa need b elther remove ol the door cloves

equipment or remove the fire raling tag attached to e door.
ASSIGNMENT

Assigned Yo
Moblio
Emait

COMPLETION REQUIRED SIGNATURE

Work Completed 8/1472020 1:33 PM. Name (print)

Repalr Category/Code  Daors And Lock Syslems Sighature
Repsiredireplaced door
Signed
Unused doar dnsers and accorapanying hardware
removed from he hedroom doors on Friday, Augusl 8th,
2020. Increased (he spring pressure an the sping
ipaded hinges on the soulh housekeeping closel so the
door would katch on Friday, August 14ih, 2020,

DETAIL

CATEGORY DESCRIPTION

Labor
Labor

Skil Goenaral Malnlenance

Appointment N/A

Start Time
PO#

QUANTITY RATE AMOUNT



B

)
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Sttt

DUE BY 8/17/2020 8:00 AM

NOT TQ EXCEED $0.00

AGENCY

Name

Acddross 3000 LINCOLN BLVD.
BEATRICE, NE
68310

BASIC

REGULAR

BSTAZ?- TRANSITION APARTMENTS
27
3000 LINCOLN BLVD.

BEATRICE, NE
60310

WOK BETA272068
STATUS COMPI FTFD

Caontact Niilke Belderson
Phone/E-mai)
Phone
Fax
DATE CREAYED 8/5/2020 7:56 AM

Intesior Repair Fire Marshal - Apt. #104: Notlh janitor closel door will ol cloae with positiva Jalch. This door is equippad wilh & door closer.

ASSIGNMENT

Assigned To
Mobile
Emall

COMPLETION

Work Completed 8/14/2020 1:45 PM

Repair Category/Code  Doors And Lock Syslems
Repaired/ireplaced door

The stike plale had a missng screw and a foose sCIew.

1lightened Ihe loose screw and replaced tho missing
screw on Friday, Augusl 71h, 2020.

DETANL

CATEGORY DESCRIPTION

REQUIRED SIGNATURE

Name {print)
Signature
Signed

skin General Malnienanoe
Appointment N/A
Start Time
PO#
QUANTITY RATE AMOUNT



AV,
2,1
Mabsil ez v uy

DRSNS

DUE BY 8/17/2020 8:00 AM

NOT TO EXCLED %0.00

AGENGY

Name

Address 3000 LINCOLN BLVO.
BEATRICE. NE
68310

BASIC

OIS

BSTA27- TRANSITION APARTMENTS
W27

3000 LINCOLN BLVD.

BEATRICE, NE

6631¢

REGULAR Woi 83TA272089
STATUS GOMPLETED

Phone/E;wall
Phone

Fax

DATE CREATED §/5/2020 T:50 AM

intarior Repa Fire Maishia - Apt. #205; South stainwell door @l the wp of the slairs will nol close with posilive [atch. This door Is equipped with a
door clossr, - South janitor closel door will nat close with positive latch, This door 1 equipped with a doar closer. Kﬁ 31 /

ASSIGNMENT

Asaigned To
Moblle

Emalt

COMPLETION

Work Completed /1412020 1:52 PM

Repair Galegory/Code  Doors And Lock Systems
Ropalred!replaced door

) adjusted (he don closer on e south stakway door sn
hat it would taleh on Friday, August 7th, 2020. The
hinges on lhe south janilar ¢loset had missing and leose
screws, | tighlened/replaced the screws on Friday,
August 7th, 2020.

DETJAIL
CATEGORY OESCRIPTION

Skdtl Genaral Mainienance
Appomiment NIA
Start Time
PO¥
REQUIRED SIGNATURE
Name (print)
Signature
Signed
QUANTITY RATE ANMOUNT
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERACLIA X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 01 - LAKE STREET ICFAD COMPLETED
28G116 B, WING 08/05/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE —
s 109, 1
LAKE STREET ICFAD EB7 95T 5T, APT 104, 104, 208, 206
BEATRICE, NE 68310
XD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

42 CFR 483.470 The facility must meet the
applicable provisions of the 2012 Edition of the
Life Safety Code of the National Fire Protection
Association. This facility is governed by Chapter
33, Existing Residential Board and Care
Occupancies of the 2012 Edition of the National
Fire Protection Association [NFPA], Chapter 101:
Life Safety Code.

Lake Strest ICF-ID is a two story Type ll (000}
construction that was appreved on 2013 and is
fully sprinkled with a fire alarm.

The facility has 24 skilled certified beds. At the
time of the survey the census was 16.

42 CFR 483,470 The facility was found to be
not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
483.470 Life Safety from Fire, and the related |
National Fire Protection Association (NFPA)
Standard 101 - 2012 edition.

K0225 | Stairways and Smokeproof Enclosuras K0225
CFR(s): NFPA 101

Stairways and Smokeproof Enciosures

2012 EXISTING {Prompt)

interior stairs used as a primary means of escape
shall be enclosed with fire barriers n accordance
with Section 8.3 having & minimum 1/2-hour fire
resistance rating. Stairs shall comply with
7.2.2.5.3. The entire primary means of escape
shall be arranged sa that it is not necessary for
the occupants to pass through a portion of a
lower story unless that route is separated from all
spaces on that story by construction having nat
less than a 1/2-hour fire resistance rating. In

LABORATORY DIRECTOR'S OR PROVDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X% DATE

chok TCFH &/18)2020

Any deficiency staterment ending with an asterisk () denctes a deficiency which the Institulion may be excused from corecting providing il s determined that
other safeguards provide sufficient protection 1o the patients , (See Instructions.) Except far nursing homes, the findings stated above are disclosable 00 days
following the date of survey whether or not a plan of ction s provided. For ing homes, the above findings and plans of comection ars disclosable 14
daye fellowing the daie these documents are made available to the facility. If deficiencies are cited, an approved plan of comsction is requisite o continued

program participation,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED. 08/1/2020

FORM APPROVED

OMB NO. 0938-0391

' buildings of construction other than Type Il (000}, i
Type Il {200}, or Type V {(000), the supporting

| construction shall be protected to afford the

| required fire resistance rating of the supported
wall.

1. Stairs that connect a story at street level to
only one other stary shall be parmitted to be open
to the story that is not at street level,

2. In Prompt Evacuation Capability facilitias,
stair enclosures shall not be required in buildings
of three or fewer stories protected throughout by
an approved automatic sprinkler system in
accordanca with 33.2.3.5 that uses quick
response or residential sprinklers, This exception
shall be permitied only if a primary means of
| escape from each sleeping area still exists that

does not pass through a portion of a lower floor,
unless that route is separated from all spaces on
that floor by construction having a 1/2-hour fire
resistance rating.

3. In Frompt Evacuation Capability facilities,
stair enclosures shall not be required in buildings
of two or fewer stories with not more than eight
residents and are protected by an approved
automatic sprinkler system in accordance with
33.2.3,5 that uses quick-response or residential
sprinklers, The requirement found at section
33.2.2.3.3, 33.2.3.4.5 07 33.2,3,4.3.7 are not
permitted to be used in this instance.

4. In Prompt Evacuation Capability facilifies, of
three or fewer stories profected by an approved
automatic sprinkler system in accordance with
33.2.3.5, stairs shall be permitted 1o be open at
the topmost story only. The entire primary means

of escape of which the stairs are a part shall be
separated from all portions of lower stories.
Stairs shall comply with 7.2.2 unless otherwise
specified in Chapter 33. Winders complying with

STATEMENT OF DEFICIENCIES (X1) PROVIDER/EUPPLIER/CLLA (2) MULTIPLE CONSTRUCTION (X3) DATE BURVFY
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28G116 B. WING 08/05/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
LAKE ET ICFID 667 31STST, APT 103, 104, 205, 206
BEATRICE, NE £3310
X4 I SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION oy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
T™e | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
| DEFICIENCY}
KD225 ‘ Continued From page 1 Ko225
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FORM APPROVED
OMB NO. 0938-0391

ETATEMENT OF DEFICIENCIES X1 PROVIDER/SUFPLERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NMUMBER:

26115

{%2) MULTIFLE CONSTRUCTION
A BUILDING 04 - LAKE STREET ICFAD

B. WING

(%3) DATE SURVEY
COMPLETED

08/06/2020

NAME OF PROVIDER OR SUPPLIER

LAKE STREET ICFAD

STREET ADDRESS, CITY, STATE, 2\P CODE
887 JIST ST, APT 103, 104, 205, 206
BEATRICE, NE 68310

() 0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

[ PROVIDER'S PLAN OF GORRECTION o
PREFIX {EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

KD225

K0321

Continued From page 2

7.2.2.2 4 shall be permitted. Exterior stairs shail

be protected against blockage caused by fire

within the building.

33224, 33226

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility

failed to assure fire rated stair doors latched

| within the doorframe. This deficient practice
would sllow the stairwells to be filled with smoke,

| fire and gasses during an emergency, which

would delay eqrass. The facllity has the capacity

for 24 beds with & census of 16 on the day of

survey.

Findings are:

Obsarvations on 8-5-20 at 1:26 pm and 1:58 pm
revealed:

1. The basement stair door falled o close and
latch within the doorframe.

2. The upper level south stair door failed to latch
within the door frame.

During an interview on 8-5-20 at 1:26 pm and
1:58 pm, Facility Staff A confirned the stair doors
failed to latch within the frame.

Hazardous Areas - Enclosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

2012 EXISTING {Prompf)

Any hazardous area that is on the same floor as,
and is in or abut, a primary means of escape ora
sleeping room shall be protected by one of the
following means:

1. Protection shall be an enclosure with a fire
resistance rating of not less than 1 hour, with a
self-closing or automatic closing fire door in
accordance with 7.2.1.8 that has a fire protection

K0225

Ko321

FORM CMS-2567(02-99) Pravious Versions Obsolets

Event |D: XWFF21

Facilily 0. ICFDD16
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FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEAICIENCIES PC1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
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K0321 | Continued Fromm page 3 K0321
rating of not less than 3/4 hour.

2. Protection shall be automatic sprinkler
protection, in accordance with 33.2,3.5, and a
smoke partition, in accordance with 8.4 located
between the hazardeus area and the sleeping
srea or primary escape route. Any doors in such
separation shall be self-closing or automatic
closing in accordance with 7.2.1.8.

Other hazardous areas shall be protected in
accordance with 33.2.3.2.5 by one of the
following:

1. An enclosure having a fire resistanca rating
of not less than 1/2 haur, with a self-closing or
automatic-closing door in accordance with 7.2.1.8
that is equivalent to not less than a 13/4 inch (4.4
amn) thick, solid-bonded wood core construction,

2. Automatic sprinklar protection in accordance
with 33.2.3.5, ragardless of enclosure.

Areas with approved, properly instslled and
maintained furnaces and heating equipment, and
cooking and laundry facilities are not classified as
hazardous areas solely on basis of such
equipment.
Standard fesponse sprinklers shall be permitted
for use in hazardous areas in accordance with
33232
332224 33232 332325
This STANDARD is not met as evidenced by:
Based on observation and intsrview, the facility
failed to assure that hazard area doors would
close and letch within the doorframes. This
deficient practice would allow the exit corridors to
fill with smoke, fire and gasses during an
emergency, which would delay egress. The
facility has the capacity for 24 beds with a census
of 16 on the day of survey.

Findings are:
Observations on 8-5-20 between 1:39 pm and
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1:52 pm revealed:
1. Janitor closet door equipped with closing
device, in the hall of Unit 103 failed to latch within
the doorframe.
2. Janitor closet door equipped with closing
device in the hall of Unit 104 failed to latch within
the doorframe.
3. Janitor closet door equipped with closing
device in the hall of Unit 205 failed to latch within
the doorframe.
During an interview on 8-5-20 between 1:39 pm
and 1:52 pm, Facility Staff A confirmed the janitor
closet doors failed to latch within the doorframe.
|
|
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Any deficiency siatement ending with an aaterisk (*) denales a deficiency which the institution may be excused from comrecting providing it is determined that
olher safeguards provide sufficient protection to the patients, {See nstructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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program participation.
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Frovider/Supplier
Name:

STREET ADDRESS,

CITY, ZIP: =

CITED TAG #

PLAN OF CORRECTION

Lake Street

Survey Date ‘

667 31st St, Apt 103, 104, 205, 206 Beatrice, NE 68310

8/6/2020

{X1) PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER 28- S
PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

ICFDD16

COMPLETION
DATE

W 436

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

For Client 2, a Vision Examination dated 2/10/2020, Annual Nursiing Evaluation dated
4/1/2020, Adaptive Equipment List dated 5/13/2020 and Individual Support Plan {ISP) dated
5/13/2020 revealed that Client 2 utilized corrective lenses, but refused.

9/18/2020

A baseline will be implemented to establish Client 2's ability to wear their prescriptive eye
glasses and reason(s) for refusal. Upon review of the baseline data, QIDP A will develop a
formal habilitation program in order to provide training for Client 2 to wear their prescriptive
eye glasses to make an informed choice and enhance their vision.

9/18/2020

The QDDPs will complete a review of all other individuals in the Lake Street ICF to identify and
address any other issues relating to furnishing, maintaining or use of adaptive equipment.

9/18/2020

A monitoring system (internal observation} will be developed to ensure availability and
informed choice of eye glasses to enhance vision.

9/18/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

A baseiine will be implemented to establish Client 2's ability to wear their prescriptive eye
glasses and reason(s} for refusal. Upon review of the baseline data, QIDP A will develop a
formal habilitation program in order to provide training for Client 2 to wear their prescriptive
eye glasses to make an informed choice and enhance their vision.

9/18/2020

The QDDPs will complete a review of all other individuals in the Lake Street ICF to identify and
address any other issues relating to furnishing, maintaining or use of adaptive equipment.

8/18/2020

€. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

A monitoring system (internal observation) will be developed to ensure availability and
informed choice of eye glasses to enhance vision.

9/18/2020




D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPUANCE WITH THE CITED DEFICIENCY: {Do not put the staff names).

The ICF Administrator is the responsible person for monitoring and to ensure compliance.

9/18/2020

A. ACTION(S) THAT WiLL BE TAKEN TO CORRECT TH1S DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TQ THE CITED DEFICIENCY:

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY 1S EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

NOTE: Please remember to attach any supporting documentation - education provided;
auditing tools; new or revised policies and procedures, etc.
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4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
W 436 | SPACE AND EQUIPMENT W 436

CFR(s). 482.470(g)(2)

The facility must fumish, maintain in good repair,
and teach clients 1o use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devicas identified by the
interdisciplinary team as neaded by the client.

This STANDARD is not met as evidenced by:

Based on record review, interview and
observation, the facility falled to ensure training
for 1 of 1 client (Client 2} who refusad 1o wear
their prescribed cormrective lanses. This deficient
practice had the potential to affect all clients who
utilized adaptive or supportive equipment. Facility
census was 16 at the time of the survey.

Findings:

Record review of Client 2's 211042020 Vision
Examination, 4/1/2020 Annual Nursing
Evaluation, 5/13/2020 Adaptive Equipment list,
and 5/13/2020 Individual Support Plan {ISP)
revaaled Client 2 utilized corrective lenses.

Observations throughout the survey (8/3/2020
from 4:25pm-8:25pm, 8/5/2020 from
11:25am-12:05am, and 8/6/2020 from
9:30am-9;55am) identified Client 2 failed to wear
their prescriptive eye glasses and when asked,
Client 2 stated they did not have glasses to wear.

Interview with Client 2's Coverage Qualified
Intellectual Disability Professional (QIDP) A, on
8/6/2020 at 11:00am confirmed Client 2 refused

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XE) DATE

Oawm Unlenchok. T CHA §/18/d0s0

Any defickincy statement ending with sn asterisk {*) denotes a deficikency which the insiitution may be excusad fram comacting providing it is determined that
other safeguards provide suffident protection io the patents . (See instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not u plan of corection ie provided. For nursing homes, the above findings and plans of correction are disclosable 14
days folowing the date these documents are made available o the facility. If deficiencies are cltad, an approved plan of comsction is requisite to cantinued

program participation.
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to wear their glasses and had no training in place
to address the refusal,
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This facility is in compliance with Emergency
Preparsdness regulations at E41 [483.73(e)].
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Any deﬂéisncy staternent ending with an esterisk (*) denotes & deficiancy which the institution may be excusad from comacting providing it is determined that
other safeguards provide sufficient protection to the patients . (Ses instructions,) Except for nursing homes, the findings statad above are diaclosable 50 days
following the dale of survey whether or not a plen of comrection is provided. For nursing homes, the apove findings and plans of comection are dizsciosabie 14
days followlng the dats these documants are made available to the facility. ¥ deficiencies are cied, an approved plan of comection is requisite to continued

program participalion.
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Representatives of the DHHS, Divisicn of Public
Health conducted a Recertification survey on
8/3/2020-8/6/2020 in order to detennine
compliance with Federal regulations at Appendix
Z, Emergency Preparedness. The facility was
found to be in compliance with regulations.
Facility census was 16 at the time of the survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {8} DATE

DOnwn  ilbuachok. ILCEA g 152000

Any deficlency statement ending with an asterisk (*} denotes a deficiency which the instiution may be excused from comecting providing it is deiermined that
ather safeguards provide sufficient protection to the patients . {See instruclions.) Except for nursing homes, the findings atated above are disclosable 90 days
following 1he date of survey whether or not a plan of comrection is provided. Foc nursing homes, the abeve findings and plans of comection are disclozable 14
days following the date thess documanis ars made aveilable to the facity. If deficiancies are cited, an appraved plan of coraction is requisite to continued

program participation,
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Fralin, Russell

From: Urbaschek, Dawn

Sent: Thursday, December 10, 2020 5:07 PM

To: Schmidt, Joan

Cc: Fralin, Russell; Balderson, Mike; Harrison, Corina

Subject FW: Lake Street Revisit 2567

Attachments: Lake Street ICF ID Revisit EP 2567 8-26-2020.pdf; Lake Street ICF D Revisit 2567

8-26-2020.pdf

Copies for review.
Thank you,

Dawn Urbaschek | /CFDD Manager

DEVELOPMENTAL DISABILITIES

Nebraska Department of Health and Human Services
OFFICE: 402-239-0993

DHHS.ne.gov | Facebook | Twitter | Linkedin

“This email message and any attachments to it contain information which is confidential or privileged. The
information is solely for the use of the intended reciplents. If you are not the Intended recipient, any disclosure,
copying, distribution or use of the contents of this information is prohibited. If you have recelved this email in error,
please notify me by return email and delete the information you received In error immediately.”

From: Brandt, Sharon
Sent: Thursday, December 10, 2020 3:53 PM
To: Urbaschek, Dawn <|
Subject: Lake Street Revisit 2567

IMPORTANT NOTICE — PLEASE READ CAREFULLY

Good Afternoon Dawn Urbaschek:

RE: Lake Street ICF, Beatrice

On August 26, 2020 we conducted an onsite revisit to verify that the facility had achieved and maintained compliance
with the deficiencies cited at the August 5, 2020 survey. The attached CMS 2567 shows your facility was found to be in
substantial compliance at this time.

The Centers for Medicare and Medicaid Services {CMS) has been notified of the results of our revisit.

If you have any further questions, please contact our office.

Thank you,



Sharon Brandi C.L.S.S.Y.B.

Nebraska State Fire Marshal Agency
246 S. 14" Street | Lincoln, NE 68508
Office | 402-471-9475

Sharon.brandt

sfm.nebraska.gov ace)
Arson Hotline 1-888-WY-ARSON

Your Opinion Matters!
Please take a very brief survey regarding Life Safety Cade Surveys at Health Care Facilities

CLICK HERE

Confidentiality Notice: This e-mail, including attachments If any, is intended for the exclusive use of the person or entity to which it is addressed and may contain
confidential or privileged information. All unauthorized dissemenation, distribution or copylng of this e-mail is prohibited. If you believe you have received the e-mail
in ervor, please advise the sender by reply emall and delete this e-mail immediately. Thank you
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Any deficiency statement ending with an asterisk (%) denotes a deficiency which the institution may be excused from comecling providing It Is determined that
other safeguards provide sufficient prolection te the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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days following the daie these documents ara made available to the facility. If deficiencies are cited, an approved plan of comection is requisite to continued

program parficipation.
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42 CFR 483.470
A revigit survey was conducted at Lake Street
ICE/AD on 826720 for all previous deficiencies
cited on 8/5/20. All deficiencies have been
corrected, and no new noncompliance was found.
The facility is in compliance with the applicable
provisions of Chapter 33, Existing Residential
Board and Care Occupancies” of the 2012 Edition
of the National Fire Protection. Association
[NFPA], Chapter 101: Life Safety Code.
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficiency statement ending with an asterisk (%) denotes a deficlency which the institution may be excused from cormrecting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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DHHS Public Health — Licensure Unit
C. Solar Cottage Surveys

Attachment B2



NEBrAaskA HeaLTH AND HUMAN SERVICES SYSTEM

BEATRICE STATE DEVELOPMENTAL CENTER
FACSIMILE TRANSMITTAL SHEET

TO: __DHHS DDBH Facilities FroM: Russell Fratin, [

COMPANY:
DATE: January 8, 2020

FAX NUMBER: 402.742.2326 TOTAL PAGES INCLUDING COVER: 3

PHONE NUMBER: PHONE NUMBER:

CJURGENT YFORREVIEW [J PLEASEREPLY  [JAS REQUESTED

Attached are the signed front pages for the 2567s received for Greg Penner and the Solar
Cottage ICF at the Beatrice State Developmental Center.

The EPoc Plans of Correction are being emailed per the instructions on the letter
received.

Please advise if further information is needed.

Thank You

Attached pages within this transmission may include protected health information, under the
standards established per the Health Insurance Portability and Accountability Act of 1996, and Neb.
Rev. Stat., section 68-313, if this information has been received in error, the recipient is directed to
destroy the information and notify this office of the error immediately. Failure to do so may lead to
civil or criminal penalties,

3000 Lincoln Boulevard
Beatrice, NE 68310-3319

HIPAA HF-1039-1 01/14/03






Pravider/Supplier

PLAN OF CORRECTION

Survey Date ‘

Name: Solar Cottages
STREET ADDRESS,
ory,ze: =y 753,743, 723, 715 Solar Drive Beatrice NE 68310 12/17/2019
{X1) PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER 23- ﬂ
PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETICN
CITED TAG # REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

W 249

A. ACTION{S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

For Client 3, the IDT will meet to assess, discuss, recommend and develop intervention
strategies to ensure active engagement during waking/training hours and adjust supports as
needed. The iDT will ensure Client 3 has focused training on the basic skills of making a
choice, grasping and picking up items as included in the ISP dated 7/3/19.

Solar Cottage ICF staff will be in-serviced on intervention strategies to ensure active
engagement during waking/training hours.

For all individuals residing within Solar Cottages ICF, an IDT assessment will be completed to
ensure active engagement during waking/training hours is occurring and adjust supports as
needed to ensure compliance.

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

For Client 3, the IDT will meet to assess, discuss, recommend and develop intervention
strategies to ensure active engagement during waking/training hours and adjust supports as
needed. The IDT will ensure Client 3 has focused training on the basic skills of making a
choice, grasping and picking up items as included in the ISP dated 7/3/19.

Solar Cottage ICF staff will be in-serviced on intervention strategies to ensure active
engagement during waking/training hours.

For all individuals residing within Solar Cottages ICF, an IDT assessment will be completed to
ensure active engagement during waking/training hours is occurring and adjust supports as
needed to ensure compliance.

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

A monitoring system will be implemented to ensure active engagement is maintained through
observation and audits.

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The ICF Administrator will be responsible to monitor and ensure compliance.




E 018

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

As stated in the facility policy titled "Emergency Preparedness and Planning" dated 5/20/19,
the facility will ensure for all future emergencies and/or testing exercises that the Individual
Supported Evacuation Tracking Log will be filled out completely to include client departure and
arrival times, transportation, relocation destination, and on-duty staff assigned to specific
clients.

Solar Cottage ICF staff at the Beatrice State Developmental Center will be in-serviced on the
importance of completing the Individual Supported Evacuation Tracking Log in it's entirety. An
in-service will be assigned in EDC-LINK for alf staff to view and acknowledge.

The Individual Supported Evacuation Tracking Log will be reviewed during the emergency
and/or testing exercise debriefing by the Incident Command Team to ensure it is filled out
completely.

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

As stated in the facility policy titled *Emergency Preparedness and Planning" dated 5/20/19,
the facility will ensure for all future emergencies and/or testing exercises that the Individual
Supported Evacuation Tracking Log will be filled out completely to include client departure and
arrival times, transpariation, relocation destination, and on-duty staff assigned to specific
clients.

Solar Cottage ICF staff at the Beatrice State Developmental Center will be in-serviced on the
importance of completing the Individual Supported Evacuation Tracking Log in it's entirety. An
in-service will be assigned in EDC-LINK for all staff to view and acknowledge.

The Individual Supported Evacuation Tracking Log will be reviewed during the emergency
and/or testing exercise debriefing by the Incident Command Team to ensure it is filled out

completely.

€. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY;

Solar Cottage ICF staff at the Beatrice State Developmental Center will be in-serviced on the
importance of completing the individual Supported Evacuation Tracking Log in it's entirety. An
in-service will be assigned in EDC-LINK for all staff to view and acknowledge.

The Individual Supported Evacuation Tracking Log will be reviewed during the emergency
and/or testing exercise debriefing by the Incident Command Team to ensure it is filled out

completely.

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY; (Do not put the staff names).

The ICF Administrator will be responsible to monitor and ensure compliance.




NOTE: Please remember to attach any supporting documentation - education provided;
auditing tools; new or revised policies and procedures, etc.
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CFR{s): 483.440(d)(1)

As soob as the interdisciplinary team has
formulated a client's individual program plan, each
client must receive a continuous active treatment
program consisting of needed interventions and
services in sufficient number and frequency to
support the achievement of the objectives identified
in the individual program plan.

This STANDARD is not met as evidenced by:

Basad bh observations, interviews and record
review, the facility failed to ensure client training
programs were implemented as outlined in the
\ndividual Support Plans (I8Ps) for 1 of & clients in
the sample (Client 3). This failure had the potential
to affect all clients residing at the facility. Facility
census was 67 at the time of the survey.

FINDINGS:

Review of Client 3's ISP, dated 7/3/19, revealed i
included three programs which focused on the
training of the basic skills of making a choice,
grasping and the picking up of items. All three of
thesa training programs specified the schedule
and frequency for implementation of training
procedures "should be practiced whenever there is
a functional or situational reason to do so”.

Observations during the survey identified Client 3
to sleep (eyes closed with their head down,
leaning forward or to the side} a significant period
of time during scheduled daily activities.

me OF PROVIDER/SURPLIER REPRESENTATIVE'S SIGNATURE TITLE / / (X8} DATE

‘f@oﬂ:aenw atement snding with &n asterisk (*) denotes a deficiency which the instiiuiilon may be excused from comecting providing it is determined that
olVET safeguards provide sufficient protection to the patlsnts . (See instructions,} Excepl for nursing homes, the findings stated above are disclosabla 90
days following the date of survey whether or not a plan of gorrection is provided, For nursing hames, the above findings and plans of correction are
disclosable 14 days following the date these documentis are made available to the facility. If deficiencies are ciled, an approved plan of comsction Is requisite
o continuad pragram participaton.
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Observations found staff failed to wake Client 3 or
engage Client 3 in a manner that interrupted the
gleeping and reengaged Client 3 in the activities
taking place. Specifically:

1) Observations on 12/10/1% from 3:00pm -3:40pm
identified Client 3 to attending Music Group in the
Chapel. From 3:05pm - 3:40pm, Client 3 was
observed to have their eves closed and head
leaning fonward and tilled to the right. Client 3 did
not apen their eyes or lift their head during these
35 minutes. Staff A, seated directly to the right of
Client 3, did not attempt to wake Client 3 during
this time.

2) Observations on 12/11/19 from 12:13pm -
12:40pm identified Client 3 to be in the “Pay it
Forward” home room. Client 3 was observed to
have their eyes closed and head leaning to the
right. Staff B went over to Client 3 and asked
“would you like to help” and moved Client 3 to an
area where a painting activity was taking place.
Staff B spoke to Client 3 about what Staff B was
painting but did not physical engage Client 3 in the
activity. Client 3 remained with their eyes closed
and their head leaning to the right until 12:40pm
when another staff escorted Client 3 to lunch.

3) Observations on 12/11/19 from 4:15pm - 4:45pm
identified Client 3 to be at home (753 Solar) in the
living room, sitting in front of the talevision (TV).
The TV was on, but Client 3 was observed to have
their eyes clesed, with their head leaning forward.
At 4:14pm Steff C entered the living room and
asked Client 3 if they wanted to help Staff C make
the evening meal. Client 3 looked up at Staff C as
Staff C took Client 3 in to the kitchen area. At

FORM CM5-2567{02-99} Pravious Vergions Obsolete Eveni ID: GWJI11

Facility ID. ICFOD7

Il continuation sheet Page 2 of 4
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: forward. Stsff D and Client 3's Qualified

! Intellectual Disability Professional (QIDP) were

" observad to verbally interact with Client 3 during
' this time and were unsuccessful in waking Client

to rest prior to the evening meal.

4) Observations an 12/12119 from 11:30am -
12:00pm identified Client 3 to be the Pay It
Forward home room, Client 3 was at observed to
have their eyes open and seated next to Staff E.
Staff E was gluing items on to small white paper
sacks. At 11:33am Client 3 was observed fo

. repaatedly blink their #yes and began to yawn.

yawning. Both Staff E and Staff F tried to “wake"
Client 3 by talking directly to Client 3, rubbing
Client 3's arm and putting an iten in Client 3's
hand. From 11:34am - 12:00pm, Client 3 was
observed have their eyes closed with their head
leaning te the right.

Interviews with Staff E and Staff F (during the
12/12/19 observation in the Pay It Forward home

and was every difficult to keep awake whenh
sleepy. Staff E stated Client 3 could sleep
“through anything". Staff F stated it was commen
to hava Client 3 slkeep through lift transfers in a
sling and personal cares.

When interviewed on 12/16/19 at 2:30pm, Client
3's QIDP confirmed Client 3 was sleepy or slept
much of the time Client 3 was in their wheelchair.

- 4:18pm, Client 3 was observed to be in the kitchen
area with their eyes closed and their head hanging

3. At 4:45pm, Client 3 was taken to their bedroom

Client 3 was observed 1o have their eye closed and
their head leaning to the right within 18 seconds of

room) confirmed Client 3 was sleepy on most days
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The QIPD stated Client 3 was new to the 753
Solar home and staff were stilt learning how to
keep Clisnt 3 awake. The QIDP confirmed when
Client 3 was slespy or sleaping during scheduled
activitles times, staff would not be able to
implemant training programs in accordance with
the programs' procedures.
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CFR({s): 483.475(b)2)

[(b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph {a){1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated at least every 2 years
(annually for LTC).) At a2 minimum, the policies and
procedures must address the following:]

[¢2) or (1)] A system to track the location of
on-duty staff and sheltered patients in the
[facility's] care during an emergency. |f on-duty
slaff and sheltered patients are relacated during
the emergency, the [facility] must documeant the
specific name and location of the receiving facility
or other location.

“[For PRTFs at §441,184(b), LTC at §483.73(b),
ICFAIDs at §483.475(b), PACE at §460.84(b).]
Policies and procedures. (2) A system te track the
location of on-duty staff and sheltered residents in
the [PRTF’s, LTC, ICF/MD or PACE] care during
and after an emergency. |f on-duty staff and
sheltered residents are relocated during the
emargency, the [PRTF's, LTC, ICFAID or PACE)
must document the specific name and location of
the receiving facility or other location.

*[For Inpatient Hospice at §418.113(b){6):] Policies
and procedures.
(i) Safe evacuation from the hospica, which
includes consideration of care and treatment

| needs of evacuees; staff responsibilities;

I..OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%) DWIE
r - = /a0

An;(gyéuncy statement ending wilh an asterisk (*) denotes a deficiency whi’ch the institution may be excused from comreciing peoviding it is determined that
other safeguards provide sufficient prolection o the patients. (See insiructions.) Except for nursing hames, the findings stated above are disclosable 90
days following the date of survey whethar or not a plan of correction is provided. For nursing homes, the above findings and plans of carrection are
disclosable 14 days following the date thess documents are made svailable to the facility. If deficiencles are cited, an approvad plan of corection iy requisite

to continued program participation.
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transportation; identification of evacuation
location{s) and primary and alternate means of
communication with external sources of
assistance.

{v) A system to track the location of haspice
employees' on-duty and sheltered patients in the
hospice's care during an emergency, If the
on-duty emplayees or shellered patients are
relocated during the emergency, the hospice must
document the specific name and location of the
receiving facility or other location.

*IFor CMHCs at §485,920(b):]) Policies and
procedures. {2} Safe evacuation from the CMHC,
which includes consideration of care and treatment
needs of evacuees; staff responsibilities;
transportation; identification of evacuation
location{s); and primary and alternate means of
communication with external sources of
assistance.

*[For OPOs at § 486.360(b}:] Policies and
procedures. {2) A system of medical
documentation that presarves potential and actual
donor information, protects confidentiality of
potential and actual donor information, and
zecures and maintains the availability of records.

*[For ESRD at § 494.62(b);] Palicies and
procedures. (2) Safe evacuation from the dialysis
facility, which includes staff respensibilities, ahd
nheeds of the patients.

This STANDARD is not met as evidencad by,

Based on record review and interview, the facility
failed to implement policy and procedure for
tracking of clients and on-duty staff during 1 of 1
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' full scale emergency exercises, This failure has
the potential to affect all clients residing at the
facility and all staff employed by the facility. The
facility census was 67 at the time of survey.

Findings:
! Review of the facility's policy titled, “Emergency

. the policy revealed during an emergency and/for

transfer locations, and medical needs.

(dated 11/04/2019) failed to identify client
departure and arrival time, transportation,

to specific clients.
. Interview on 12/16/2D018 at 2:15 pm, the
was incomplete and failed 1o document the

necessary emergency tracking information for
clients and on-duty staff.

Preparedness and Planning,” (dated 05/20/2019)

testing exercises, the facility will document names
of clients and on-duty staff, vehicle transportation,

Raview of the facility's Emergency Preparedness
documents titled, "Incident Action Plan {IAP)" and
"Individual Supported Evacuation Tracking Log *

relocation destinaticn, and on-duty staff assigned

Administrator verified the evacuation tracking log
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Greg Penner

Adrninistrator

Solar Cofttages Icf

3052 3056 3060 Pet Blv 753 743 723 715 Sclar
Beatrice, NE 68310

Dear Mr. Penner:

N e i
e v v

Pete Ricketts, Governor

The enclosed report documents a finding of noncompliance with the ICF certification regulations for Solar Cottages
Intermediate Care Facility For Intellectually Disabled following the survey at your facility completed on December
17, 2019 by representatives of the Nebraska Department of Health and Human Services Division of Public Health.

The violations found must be corrected to avoid disciplinary action against the facllity’s license. Therefore, a written
statement of compliance must be submitted to the Department within 10 working days of receipt of this letter. The

statement of compliance must include for each deficiency cited:

1) Action(s) that will be taken to correct the deficiency,
2) The procedure for implementing the corrective action{s);
3) How the facility will monitor its corrective actions/performance fo ensurs that the violation is being

corractad and will not recur, i.e. what program will be put into place to monitor the continued
effectiveness of the systemic change 1o ensure that solutions are permanent;
4) Identify person(s) by position, not individual name, who will be responsible for monitoring and

ensuring that compliance is achieved and continues,

8) A realistic date by which each violation will be corrected (which should be within 45 days of the exit

of the survey); and

8) Signature of the administrator or other authorized official and date.

If you fail to submit and implement a statement of compliance, the Department may initiate disciplinary action

against the facility license.

(f you have any questions regarding this correspondence, contact this office.

Sincerely,

-

Mark Luger - Program Manager Il

DHHS Public Health - Licensure Unit
Office of DD and Behavioral Health

PO Box 94986, Lincoln, NE 68502-4086
Email; mark.luger@nebraska.gov

Helping People Live Beller Lives
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Attached are the signed front pages for the 2567s received for Greg Penner and the Solar
Cottage ICF at the Beatrice State Developmental Center.

The EPoc Plans of Correction are being emailed per the instructions on the letter
received.

Please advise if further information is needed.

Thank You

Attached pages within this transmission may include protected health information, under the
standards established per the Health Insurance Portability and Accountability Act of 1996, and Neb.
Rev. Stat., section 68-313, if this information has been received in error, the recipient is directed to
destroy the information and notify this office of the error immediately. Failure to do so may lead to
civil or criminal penalties.

3000 Lincoln Boulevard
Beatrice, NE 68310-3319
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Preparedness regulations at E41 [483.73(¢)].
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Any deficiency

ment ending with an asterisk (*) denates a deflclency which the inetitution may be excused from comdhg providing it 1s determined that

ather safeguards provide sufficiant protection to the patients . (See insiructions.} Excapt for nursing homes, the findings siated above are dedasable 90
days Tollowing the date of survey whether or not a plan of coraction is provided, For nursing homes, the above findings and plana of corraction are

disclozable 14 days following the date these documents are mude avallabla (o the faciity. W deficlencies ara cited, an app

1o continuad program pariicipation.

d plan of comection is requisit
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K 000 | INITIAL COMMENTS K 000

42 CFR 483.470

The facility must meet the applicable provisions of
the 2012 Edition of the Life Safaty Code of the
National Fire Protection Association. This facility
is governed by Chapter 33, Existing Residential
Board and Care Occupancies of the 2012 Edition
of the National Fire Protection Association [NFPA],
Chapter 101: Life Safety Code.

Solar Cottage, 3052 is a single story building of
Type V (000) construction that was constructed in
2011 and is fully sprinkled.

The facility has 12 skilied certified beds. At the
time of the survey the census was .

KO511 | Utilities - Gas and Electric K0511
CFR(s): NFPA 101

Utilities - Gas and Electric

Equipment using gas or related gas piping
complies with NFFPA 54, National Fus| Gas Code,
slectrical wiring and equipment complies with
NPFA 70, National Electric Cade.
32.25.1,33.251,9.1.1,9.1.2

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
allowed storage to obstruct access lo the
alactrical disconnect boxes. This deficient
practice could cause a delay and injury when
turning off the power during an alectrical
emergency. The facility has the capacity for 12
beds with a census of 9 on the day of survey.

Findings ara:
Observations on 1-13-20 at 1:33 pm revealed,

NOMWEWEUPPUER REPRESENTATIVE'S SIGNATURE TITLE DATE
— JErA— ,{7?//2 o

Ay denmm&,aﬁwmam ending with an asterisk (*) denoiez a deficiancy which the Instiution may be excusad frem corracting providing It is determined that
othar safeguards provide sufficient protection to the patients . (See inetructions.} Except for nursing homae, the findings stated abave are disclosable 90
days following the dats of survey whether ar not @ plen of comaction is provided. For nursing homas, the above findings and plane of correction are
disclosable 14 doys following the date these documanis are made avallable to the facility. If deficiencies are cited, an approved plan of comection is requistte
to continuad program participation.
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contractor ladder stored in front of panal boxes in
tha Electrical room.

During an interview on 1-13-2¢ at 12:33 pm,
Maintenance Staff A confirmed the items stored in
front of the panel boxes.

NFFA Standard:

2011 NFPA 70, 65.26

Sufficient access and working space shall be
previded and maintained about all electrical
equipment to parmit ready and safe operation and
maintenance of such equipment.

2011 NFPA 70,65.32

Sufficient space gshall be provided and maintained
about electrical equipment to permit ready and
safe operation and maintenance of such
equipment. Where energized parts ars exposed,
the minimum clear work space shall be not less
than 2.0 m (6172 #) high (measured verticaily from
the fioor or platform) or not lees than 914 mm (3 it}
wide (measured paralisl to the equipment). The
depth shall be as required in 65.34(A). In all
cases, the work gpace shall parmit at least a 50
degrese opening of doors or hinged panels.
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42 CFR 483470

The facility must meet the applicable provisions of
the 2012 Edition of the Life Safety Code of the
Naticnal Fire Protectlon Association. Thia facility
is governed by Chapter 33, Existing Residantial
Board and Care Occupancies of the 2012 Edition
of the National Fire Protection Association [NFPA],
Chapter 101: Life Safety Code.

Solar Cottage, 3056 is a single story building of
Type V (000) construction that was constructed in
2011 and is fully sprinkled.

The facility has 10 skilled certified beds. At the
time of the survey the census was 9.

42 CFR 483.470 The facility is in compliance
wiith the applicable provigions of Chapter 33,
Existing Residential Board and Care Occupancies
of tha 2012 Edition of the National Fire Protection.
Association [NFPA], Chapter 101: Life Safely
Code.

LABORATORY DIRE S &@SUPPUER REPRESENTATIVE'S SHANATURE TITLE ) DAT

Any denclency@a(emem ending with an asteriak (*) denctes a deflciency which the Instiulion may be axoused from comecting providing it is determined that
other safeguards provida suflicient protaction to the patlante. (See Inatructione,) Except for nureing homes, the findinge stated abgve are disclosable 9¢
days following the date of survey whethet or nota plan of correction is provided. For nursing homes, the above findings and plans of correciion are
disclosable 14 days following the date thess documents are made svailabla to the faciity. If deficiancies are cited, an approved plan af camection is requisite

to continued program paricipation.
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as storage and was over 50 square feet and that
the faciity failed to provide a self<closing device on
the door.
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42 CFR 483.470

The facility must meet the applicable provisions of
the 2012 Edition of the Life Safety Coda of the
National Fire Protection Association. This facility
is govemned by Chapter 23, Existing Residential
Board and Care QOccupancies of the 2012 Edilion
of the National Fire Protection Association [NFPA],
Chapter 101; Life Safety Code.

Solar Cottage, 3060 is a single story building of
Type V (000) construction that was constructed in
2011 and is fully sprinkled.

The facility has 10 skilled coriified beds. At the
time of the survey the census was 8.

K0321 | Hazardous Areas - Enclosure K321
CFR(g): NFPA 101

Hazardous Araas - Enclosure

2012 EXISTING (Prompt)

Any hazardous area that is on the same floor as,
and is in or abut, a primary means of escape ora
sleeping room shall be protected by one of the
following means:

1. Protection shall be an enclosure with a fire
rasistance rating of not less than 1 hour, with a
salf-closing or aulomatic closing fire door in
accordance with 7.2.1.8 that has a fire protection
rating of not less than 3/4 hour.

2. Protection shall be automatic sprinkler
protection, in accordance with 33.2.3.5, and a
smoke partition, in accordance with 8.4 ocated
betwean the hazardous area and the sleeping area
of primary escape route. Any doars in such
separation shall be self-closing or automatic

LABORATORY DIRECTOR'S OwERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ey DA
o O—= . o= A // 3//; )

Any deficiency st’le%nl ending with an astsrisk {*) denctes » deficiancy which the institution may ba excuged from carTecting providing it ls determined that
other safeguards pfovide sulficient pratection & the patiants . (See Inatructione.} Excapt for nursing homes, the findings stated above are disclocable 50
days following the data of survey whather or not a plan of correction ls provided. For nursing homes, the wbove findinga and plane of comection are
disclosable 14 days following the date these documents are made evallable to the facilly. If deficiencies are cited, an approved plan of comectian is requisite
e coninued program participeton,
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closing in accordance with 7.2.1.8.
Other hazardous areas shall be protected in
accordance with 33.2.3.2.5 by one of the following:

1. An enclosure having a fire resistance rating of
not less than 1/2 hour, with a self-closing or
automatic-closing door in accordance with 7.2.1.8
that is equivalent to not less than a 13/4 inch (4.4
cm) thick, solid-bonded wood core construction.

2. Automatic sprinkler protection in accordance
with 33.2.3.5, ragardiess of enclosure.
Areas with approved, properly installed and
maintained fumaces and heating equipment, and
cooking and laundry facilities are not clasaified as
hazardous areas solely on basis of such
equipment,
Standard response sprinklers shall be permitted for
use in hazardous areas in accordance with
33232
33.22.24,33.23.2,33.2525
This STANDARD Is not met as evidenced by:

Based on observation and interview, the facility

failed to assure that a seif-closing device was
installed on a room used as storage. This
deficient practica would allow smoks, fire and
gasses to escape the hazard room and anter the
exit comidor, which would delay egress. The
facility has the capacity for 10 beds with a census
of 8 on the day of survey.

Findings are;

Qbservations on 1-13-20 at 1:20 pm revealed the
office near the dining room was used as a storags
room and the door failed to provide a salf-closing

device.

During an interview on 1-13-20 at 1:20 pm,
Maintenance Staff confirmed the office was used

|
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42 CFR 483.470

The facility must meet the applicable provisions of
the 2012 Editlon of the Life Safety Code of the
National Fire Protection Association. This facility
is governed by Chapter 33, Existing Residential
Board and Care Occupancies of the 2012 Edition
of the National Fire Protection Association [NFPA],
Chapter 101: Life Safety Code.

Solar Cotlage, 745 is a single story building of
Type V (000) construction that was constructed in
2011 and is fully sprinkled.

The facility has 16 skilled certified beds. At the
time of tha survey the census was 10.

42 CFR 483470 The facility is in compliance
with the applicable provigions of Chapter 33,
Existing Residential Board and Care Occupancies
of the 2012 Edition of the National Fire Protection.
Association [NFPA), Chapter 101: Life Safety
Code.

LABORATORY DIRECTOR'S OR PR PPLIER REPRESENTATIVE'S SIGNATURE TMLE } DA
A flr=Af //;’//Za

Any deficency stéf‘ent anding with an asterisk {) dencies a deficlency which the institution may be excused from correcting providing it is determined that

othar safeguards provide sulficient protection to the patients,, (See instructions.) Exoept for nursing homas, the findings staled above are discloaable 80

days following the date of survey whether or not a plan of comection 8 provided. For nursing homes, the wbave findinga and plans of correction are

disclasable 14 days following the dute ihese documents are made avallable to the faclity. If deficiencies are cited, an wpproved plen of correclion Is requislte

t continued program pariicipation.
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PREFIX (FACH DEFICIENGY WIUST BE PRECEDED BY FULL
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D
PREFIX
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DEFICIENCY)

S5

K Q00 | INITIAL COMMENTS

42 CFR 483470

The facility must meet the applicable provisions of
the 2012 Edition of the Life Safety Code of the
National Fire Protection Association. This facility
is governed by Chapter 33, Existing Residential
Board and Care Occupancies of the 2012 Edition
of the National Fire Protection Association [NFPA],
Chapter 101; Life Safety Code.

Solar Cottage, 723 is a single story building of
Typa V (000} construction that was constructed in
2011 and is fully sprinkled.

The facility has 16 skilled carified beds. At the
time of the survey tha census was 11.

K0211 | Means of Egress - General

CFR(g): NFPA 101

Means of Escape - General
2012 EXISTING
Designated means of escape shall be continuously
mainiained clear of obstructions and impediments
to full instant use in the case of fire or emergancy.
33.22
This STANDARD is not met as svidenced by:
Based on observation and interview, the facility
failed to assure that the snow and ice was
removed from the sidewalks, so that egress from
the exit would not impede it to full instant use in
the case of fire or other emergency. The facility
has a capacity of 16 and a census of 11 patients
at the time of the survey.

Findings are:
Observations on 1-13-20 at 12:53 pm ravealed, the

KO0

Ko211
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TITLE
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‘Any dsficlency siafesfent ending with an asterisk (') denctes a deficiency which the insttuion My be excused from comacting previding i 1s deteaminad thet
ather safeguards provide sufficient protection to the patients . (See instruotions.) Excapt for nursing homas, the findings wistad above are disclosable 90
days following the date of survey whethar or not a plan of coraction is provided. For nureing homas, the sbove findings and plens of comection are

disciosable 14 days following the date these documents are made avatiable to the facillty. If deficiencies are cited, an wpproved plan of comaction is raquisite

o continuad program participation.
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sidewalks from 2 of 2 exit door on the north and
south patios were covered with snow and ice.

During an interview on 1-13-20 at 12:53 pm,
Administration Staff A confirmed the snow and ice
covered sidewalk,

NFPA Standard:

2012 NFPA 101, 7.1.10.1

Means of egress shall be continuously maintained
fres of all obstructions or impediments to full
instant use in the case of fire or other emergancy.
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42 CFR 483.470

The facility must meet the applicable provisions of
the 2012 Edition of the Lifa Safety Code of the
National Fire Protection Association. This facility
is governed by Chapter 33, Existing Residential
Board and Care Qccupancies of the 2012 Edition
of the National Fire Protection Association [NFPA],
Chapter 101: Life Safety Code.

Solar Cottage, 743 is a single story building of
Type V (000) construction that was constructed in
2011 and ia fully sprinkled.

The facllity has 16 skilled certified beds. At the
time of the survey the census was 8.

K0211 | Means of Egress - General Ka211
CFR(s): NFPA 101

Means of Escape - Genetal

2012 EXISTING

Designated means of escape shall be continuously

maintained clear of obstructions and impedimants

fo full instant use in the case of fire ar emergancy.
3322

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility

failed to agsura that the snow and ice was
removed from the sidewalks, so that egress from

the exit would not impede it to full instant use in

the case of fire or other emergency. The facility

has a capacity of 16 and a census of 9 patients at

the time of tha survey.
Findinge are:
Observations on 1-13-20 at 12:35 pm revealed, the
LABORATORY mn?oﬂwuppuea REPRESENTATIVE'S SIGNATURE TMLE f' :;7
ARG s P2 = 1430/20

Any deficiency statenfasd ending with an asterisk () donotes a daficiency which the instiulion may be excused from comecting providing It is detenmined that
other safeguards provide sufficient protection to the patients. (Sew instructions.) Except for nursing homes, the findings steied above are disclosable 50
days following the dale of survay whether of not & plan of cosreciion la provided. For nuraing homes, the above findinga and plans of correclion are
discloaable 14 days following the date thess documants are made available to the fackity. If daficiancies ere cited, an approvaed plan of Hion is requisite
o continuad program pariiclpation,
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sidewalks from 2 of 2 exit door from the north and
south patlog were covered with snow and ice.

During an interview on 1-13-20 at 12:35 pm,
Administration Staff A confirmed the snow and ice

coverad gidewalk.

NFPA Standard;

2012 NFPA 101, 7.1.10.1

Msang of egress shall be continuously maintained
free of all obstructions or impediments to full
instant use in the case of fire or other smergency.
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42 CFR 483.470 The facility must mest the
applicable provisions of the 2012 Edition of the Life
Safety Code of the National Fire Protection
Association. This facility is governed by Chapter
33, Existing Residential Board and Care
Occupancies of the 2012 Editicn of the National
Fire Protection Association [NFFA], Chapter 101;
Life Safety Code.

Solar Cottage, 753 is a single story building of
Type V (000) construction that was constructed in
2011 and is fully sprinkled.

The facility has 16 skilled certified bads. At the
time of the survey the census was 9.

K0211 | Means of Egress - General Ko211
CFR(s)y: NFPA 101

Means of Escape - General

2012 EXISTING

Designated means of escape shall be continuously

maintained clear of obstructions and impediments

to full instant use in the case of fire or emergency.

33.2.2

This STANDARD is not met as evidenced by:
Based on obssrvation and interview, the facility

fallad to assure that the snow and ice was
removed from the gidewalks, so that egress from

the exit would not impede it to full instant use in

the case of fire of other amergency. The facility
has a capacity of 16 and a cansus of 9 patients at

the time of the survey.
Findings are:
Obssrvations on 1-13-20 at 12:15 pm ravealed, the
LABORATORY DIRECTO! owmuwusn REPRESENTATWE'S SIGNATURE TTLE DATE
4 g L= y. G1/3e

Any deficiency s'lsl“an‘l ending with an asterisk (") dencies a deficiency which tha instituion may be excuzed from cormecting providing 1t Is determined that
ather safaguarde provide suficient protaction to the patients . (Ses instructions.} Excaptfor nursing homes, the findinge stated abova are disciosable 90
days following the date of survay whether cr not 8 plan of comection ls provided, For nursing homas, the above findings wnd plans of corraction are
distlosable 14 days following the date these documents are made avalable to the facikity. If deficienches are cilad, an approvad plen of comection |e requisite
to continued program partictpation.

FORM CME-2567{02-89} Previcus Versions Obsolete Evan ID; SWJI21 Faciity 10: ICFOD17 If conlinuation shest Page 1 of 2




PRINTED: 01/24/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A BUILDING 02 - SOLAR 759 COMPLETED
ICFDDA? B, WING 01/13/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
R COTTAGES ICF 3052 3058 3080 PET BLV 753 743 723 716 SOLAR
) BEATRICE, NE 63310
4D SUMMARY STATEMENT OF DEFICIENCIES (5] PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE W:“';g'm
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
K0211 | Continued From page 1 Ko211

sidewalks from 2 of 2 exit door on the north and
south patios were coverad with snow and ice.

During an interview on 1-13-20 at 12;15 pm,
Administration Staff A confirmed the snow and ice
covered sidewalk.

NFPA Standard;

2012 NFPA 101, 7.1.10.1

Means of egress shall be continuously maintained
free of all obstructions or impeditents 1o full
instant use in the case of fire or other emergency.

FORM CMS-2807(02-99) Previaus Versions Obsclets Evant ID; QW21 Facliky ID: ICFDD17 If continuation shest Pags 2 of 2






PLAN OF CORRECTION

Pravider/Supplier
Name: Solar Cottages Survey Date ‘
STREET ADDRESS, »
orv,zr: = (3052 3056 3060 Pet Blv 753 743 723 715 Solar 1/13/2020
{X1} PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER 28- = GwII21
PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
CITED TAG # REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
K 0211 1/13/2020
A, ACTION{S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:
BSDC Maintenance was contacted to remove all snow and ice from the sidewalks leading to
the north and south patios and exit doors of 723 Solar (422) so that egress would not be
impeded. 1/13/2020
B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):
BSDC Maintenance was contacted to remove all snow and ice from the sidewalks leading to
the north and south patios and exit doors of 723 Solar {422) so that egress would not be
impeded. 1/13/2020
C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:
The Facility Maintenance Manager will monitor and ensure compliance. 1/13/2020
D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).
The Facility Maintenance Manager will monitor and ensure compliance. 1/13/2020
A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
K 0211 TO THE CITED DEFICIENCY: 1/13/2020

BSDC Maintenance was contacted to remove all snow and ice from the sidewalks leading to
the north and south patios and exit doors of 743 Solar (420) so that egress would not be

impeded.

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):




BSDC Maintenance was contacted to remove all snow and ice from the sidewalks Jeading to
the north and south patios and exit doors of 743 Solar {420) so that egress would not be
impeded.

1/13/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

1/13/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: {Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

1/13/2020

K 0211

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

1/13/2020

BSDC Maintenance was contacted to remove all snow and ice from the sidewalks leading to
the north and south patios and exit doors of 753 Solar (418} so that egress would not be
impeded.

1/13/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

BSDC Maintenance was contacted to remove all snow and ice from the sidewalks leading to
the north and south patios and exit doors of 753 Solar (418) so that egress would not be
impeded.

1/13/2020

C. THE MONITORING OR TRACKING PROCEDURE(S} TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

1/13/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

1/13/2020

K 0511

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE QTED DEFICIENCY:

1/13/2020

The Safety Coordinator immediately removed the contractor's ladder from in-front of the
electrical panel boxes in the mechanical room of 3052 Peterson (416).

1/13/2020




B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

The Safety Coordinator immediately removed the contractor's ladder from in-front of the
electrical panel boxes in the mechanical room of 3052 Peterson (416).

1/13/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO CNSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Safety Coordinator immediately removed the contractor's ladder from in-front of the
electrical panel boxes in the mechanical room. The BSDC Facility Maintenance Manager and
outside contractors were notifiad of the deficiency.

1/13/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACIUTY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

1/13/2020

K 0321

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE QITED DEFICIENCY:

1/30/2020

Observations on 1/13/20 revealed the office near the dining room at 3060 Peterson Blvd.
(413) was being used as a storage room and the door failed to provide a self closing device.
The home was requested to remove all items from the room and to store in the storage shed
outside. All stored items were removed from this office and completed on 1//30/20.

1/30/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

Observations on 1/13/20 revealed the office near the dining room at 3060 Peterson Bivd.
(413) was being used as a storage room and the door failed to provide a self closing device.
The home was requested to remove all items from the room and to store in the storage shed
outside. All stored items were removed from this office and completed on 1//30/20.

1/30/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPUANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

1/30/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

1/30/2020

NOTE: Please remember to attach any supporting documentation - education provided;
auditing tools; new or revised policies and procedures, etc.







NEBRASKA

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES Pete Ricketts, Governor

January 24, 2020

Greg Penner

Solar Cottages

3052, 3058, 3060 Pat BLV 753 743 723 715 Solar
Beatrice, NE 58310

RE: Solar Cottages ICF ##iCFDD17
Dear Mr. Penner:

IMPORTANT NOTICE — PLEASE READ CAREFULLY
On January 13, 2020, DHHS representatives conducted surveys to determine whether your facility was in
compliance with Federal Condition of Participation requirements, State Licensure reguiations, and Life Safety Code
Requirements for Intermediate Care Facilitias for Individuals with Infellectusl Disabilities. Enclosed you will find the
CMS-2567's documenting the results of that survey. All refarences to regulatory requirements contained in this

letter are found in Title 42, Code of Federal Regulations and Title 175 NAC 17Regulations Goveming Licensure of
Intermediate Care Facllities for Individuals with Intellectual Disabilities.

PLAN OF CORRECTION (POC)

A POC for each deficiency cited must be submitted to DHHS.AcuteCareFacilities@nebraska.gov NO LATER
THAN 10 calendar days after recelpt of the CMS-2567'. Failure to submit an acceptable POC timely may result
in the imposition of Disciplinary Action,

An acceptable POC must include:

o The plan of correcting the specific deficiency. The plan should address the processes that iead to the
deficlencles cited;

» The procedure for implementing the acceptable plan of correction for the specific deficiency cited;

o The monitoring procedure to ensure that the plan of correction is effective and that specific deficiency cited
remains corrected and/or in compliance with the regulatory requirements;

o The title of the person responsible for implementing the acceptable plan of correction;

¢ PROVIDE THE DATE WHEN CORRECTION ACTION WILL BE COMPLETED. Correction dates should be no
later than forty-five calendar days from the exit date of the survey or February 21, 2020.

NOTE: Remember to attach copies of any auditing tools; education; revised or new policies/processes.

SIGNATURE ON FIRST PAGE OF THE 2567's: The first page must be signed by the provider/supplier
representative and faxed to 402-742-8319.

Helping/People Live Betler Lives



Solar Cottages ICF
Page 2
January 22, 2020

We will notify you whether your plan of correction is or s not accaptable via email. Subsequently, if your plan of
correction is not accepted, you must submit an addendum to your plan of correction within ten (10) calendar
days of the notification.

We thank you and your staff for your cooperation and assistance during the survey. If you have any questions
regarding this correspondence, please contact this office.

Sincerely,

Mt F-

Mark Luger - Program Manager i
DHHS Public Health - Licensure Unit
Office of DD and Behavioral Health

PO Box 94986, Lincotn, NE 68509-4986
Email: mark.luger@nebraska.gov

ML/ti

Helpitig Peopia Live Balier Lives







Fralin, Russell

From: Penner, Greg

Sent: Friday, March 20, 2020 4:24 PM

To: Harrison, Corina; Fralin, Russell; Bratt, Julie

Subject: Fwd: Solar Cottages Revisit Survey with Complaint 3-18-2020

Attachments: Solar Cottages Revisit 3-18-20.pdf; Solar Cottage Revisit 3-18-2020.pdf; Solar Cottage

Revisit W tags 3-18-2020.pdf; Solar Cottages Finding Letter 3-18-20.pdf; Solar
Cottages Complaint 3-18-2020.pdf

FYI

Sent from my Verizon, Samsung Galaxy smartphone

---——-- Original message ------ -

From: DHHS DDBH Facilitcs

Date: 3/20/20 9:16 AM (GMT-06:00

T Gy H
Ce: "Luger, Mark" IR
Subject: Solar Cottages Revisit Survey with Complaint 3-18-2020

PLEASE NOTE: We are moving toward a more paperless system. As a result, your survey information Is being emailed to
you. You are being sent a survey letter, and a copy of the survey report form (CMS-2567). We hope our conversion to
utilize less paper is a convenient process for you, don’t hesitate to contact one of the staff assistants if you have any
questions. THANK YOU!

Good Morning, Mr. Penner:

PLEASE NOTE: The Individual to whom this is addressed Is to confirm receipt to sender.

Attached is a copy of the results from the Revisit survey with complaints recently completed at your facility.

Your opinion Is important to us and we would iike your feedback regarding the survey process. Please complete an
evaluation about this survey by clicking on the link below:

Sincerely,

Tiffany Isley [N

PUBLIC HEALTH

Nebraska Depariment of Health and Human Services
orrice: 402-471-9

B -book | Twitter | Linkedin
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Good Life. Great Mission.
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DEPT. OF HEALTH AND HUMAN SERVICES Pete Ricketts, Governor

March 20, 2020

Greg Penner, Administrator

Solar Cottages lcf

3052 3056 3060 Pet Blv 753 743 723 715 Solar
Beatrice, NE 68310

Dear Mr. Penner:

After reviewing the findings of the onsite revisit survey conducted for Solar Cottages on March 16-18,2020 by
representatives of this Department, we are pleased to inform you that your facility is in substantial compliance.

The enclosed form indicates the survey results. Please retain for your files.

The surveyors wish to thank you and your staff for your cooperation If you have any questions, please contact this
office.

Mark Luger - Program Manager il

DHHS Public Health - Licensure Unit
Office of DD and Behavioral Health

PO Box 94986, Lincoln, NE 68509-49868
Email:

Halping People Live Beller.Lives —
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NEBRASKA
Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES Peate Ricketts, Governor
March 20, 2020

Greg Penner, Administrator

Solar Cottages lcf

3052 3056 3080 Pet Blvd. 753 743 723 715 Solar
Beatrice, NE 68310

Dear Mr. Penner:;

An unannounced visit was made to Solar Cottages ICF on March 16-18, 2020, by representatives of this
Department. The purpose of the visit was to investigate a complaint on non-compliance with regulatory
requirements received by our office.

The following are the general allegations of non-compliance and conclusions:

ALLEGATION:
The facility falls to ensure systems are in place to protect clients from clients with adverse behaviors.

The facility fails to ensure staff safely transfer clients via mechanical lifts.

FINDINGS:

The facility had systems and processes in place to protect clients from clients with adverse behaviors. Facility staff
could identify processes and supports in place. Observations revealed staff were able to implement supports. At the
time of the investigation, the facility was found to be in compliance with the regulations.

The facility had systems and processes in place to safely transfer clients via mechanical lifts. Facility staff could
identify processes and supports in place. Observations revealed staff were able to implement supports. At the time
of the investigation, the facility was found to be in compliance with the regulations.

These findings are related to regulations under the Licensure Unit's regulatory authority, Since each division has
unique statutory and regulatory obligations and guidelines, it may be possible that your facility will receive additional
findings from other divisions who have also participated In the investigation/assessment of these same or similar
allegations.

Sincerely,

I fouk

Mark Luger - Program Manager |l

DHHS Public Health - Licensure Unit
Office of DD and Behavioral Health

PO Box 94986, Lincoln, NE 68509-4986

Email; I

Helping People Live Beller Lives




PRINTED: 03/19/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFIGIENCIES (1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION {13} DATE SURVEY
AND PLAN OF CORRECTION MENTIFIGATION NUMBER: A BUILDING COMPLETED
R
ICFDD17 B. NG, 03/18/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2052 3058 3060 PET BLY 753 743 723 715 SOLAR

SOLAR COTTAGES ICF BEATRICE, NE 68310

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES L] FROVIDER'S PLAN CF GORREGTION 5}
PREFI(X {EACH DEFICEENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W OO0 | INITIAL COMMENTS W0oD

Representatives of the DHHS, Division of Public
Health conducted a revisit on 3/16/2020 through
3/18/2020 to the 12/17/19 Certification survey to
determine compliance with the federal ragulations
at 42 CFR 483, Condltions of Participation for
Intarmediate Care Facilitias for individuals with
Intellectual Disabilities. The facility census was
66 at the time of the revigit. The facility was found
to ba in compliance with these regulations.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8} DATE

4l

Any deficlency statemant ending with an asterisk (*} denotes a deficiency which the institution may be d from g providing it iv determined that

aother safaguards pravide sufficlant protaction to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
folkowing the date of survey whether or not  plan of commaction is provided. For nursing homes, the abave findings and plans of comaction are disclosable 14

days following the dote these documenis are made available to the faclity. If deficisncies ara cited, an approved plan of carrectian is requisite to coftinued

program participation.

FORM CME-2557(02-89) Previous Vedsicng Obsolale Event ID: GW.A12 Facllity ID: ICFDDT i continuation sheet Page 9 of 1



PRINTED: 03/18/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {41} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . BLILDING COMPLETED
R
ICFDD17 B, WING 03/18/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SOLAR COTIAGES IoF 20652 3066 3080 PET BLV 753 743 723 715 SOLAR
BEATRICE, NE 83310
o) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGLLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
E 000 | Initial Comments E 000
Representatives of the DHHS, Division of Public
Health conducted a revisit on 3/16/2020 through
31182020 to the 12/17/19 Certification survay in
order to detarmine compliance with Federal
regulations at Appendix Z, Emergency
Preparedness. The facility census was 66 at the
time of the ravisit. The previously cited
deficiencies were corrected and the facility was
found to ba in compliance with regulations.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE {XB) DATE

Any deficlency sistsmant ending with an asterisk () denates a dsficlency which the insituion may be axcused from correcting providing it is determined that

olher safaguards provide sufficient protaction to the patisnta, (See Instructions.) Except for nursing homes, the fimdings stated above ane disclosable 90 days
fellowing the date of survey whether or not a plan of correction is provided. Far nursing homes, the abave findings and plans of cormection are discicsable 14

days following the date thesa documents are made available to the facility. I deficiencies are ciled, an approved plan of comection is requisite to confinued

program participation.

FORM CMS-2567{02-08) Pravious Varsions Obatlete Event ID: GWUI12 Faciity I0: ICFOD17 If confinuatian sheat Page 1 of 1




PRINTED: 03/19/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERACLIA (%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING COMPLETED
c
ICFOD17 B. WING 03/18/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, AP CODE
3052 3068 3060 PET BLV 753 743 723 715 SOLAR
TTAGES ICF
SOLAR COTTAG BEATRICE, NE 68310
4D SUMMARY STATEMENT OF DEFICIENCIES Lv] PROVIDER'S PLAN OF CORRECTION [¢]
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE e
DEFICIENCY)
W 000 | INITIAL COMMENTS W 000

Representatives of the DHHS, Division of Public
Health conducted a Complaint Investigation on
3/16/2020 through 3/18/2020 to the 12/17/19
Certification survey o determine compliance,
The facility census was 66 at the time of the
revisit. The facility was found to be in compliance
with thesa regulations.

|
LABORATORY DIRECTOR'S OR PROVIDER/BUPPLIER. REPRESENTATIVE'S SIGNATURE NTLE (X8) DATE

Any deficlency statement ending with an asterisk {*) denctes a deficiency which tha institution mary be excused from cormecting providing i is determined that
other safeguards provide sufficient protection to ths patients . {See Instructions.) Excapt for nursing homes, the findings stated above are discicsable 90 days
following the date of aurvey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comection are disclozable 14
days following the date thess documeants are made available to the faclity. If deficiancies ars citad, an approved plan of comraction s requisite ta continuad

program participation,

FORM CMS-2667(02-90) Pravious Versions Obsolele Ewvant 1D: QXKJ11 Facifity ID: ICFOC17 If conlinuation sheet Pags 1 of 1






NEBRASKA

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES Pete mgkgm, Governor
September 25, 2020

Greg Penner, Administrator

Solar Cottages

3052,3054,3056,3060 Pet Blv 753,743,723,715 Sol Dr
Beatrice, NE 68310

Dear Mr. Penner:

An unannounced visit was made to Solar Cottages on September 21, 2020-September 23, 2020, by a
representative of this Department. The purpose of the visit was to investigate a complaint on non-
compliance with regulatory requirements received by our office.

The following are the general allegation(s) of non-compliance and conclusions:
ALLEGATIONS:
1) The facility fails to protect clients from staff abuse.

2) The facility failed to ensure sufficient staffing to meet client needs.

FINDINGS:

1) The facility had systems and policies in place to respond to and address staff to client abuse,
neglect, and mistreatment. At the time of the onsite survey investigation, the facility was found to
be in compliance with the regulation.

2) The facility had systems and policies in place to provide the necessary and appropriate
supervision to meet client needs. At the time of the onsite survey investigation, the facility was
found to be in compliance with the regulation.

These findings are related to regulations under the Licensure Unit’s regulatory authority. Since each
division has unique statutory and regulatory obligations and guidelines, it may be possible that your
facility will receive additional findings from other divisions who have also participated in the
investigation/assessment of these same or similar allegations.

Sir)cgrel!a,
{

Mark Luger - Program Manager ||

DHHS Public Health - Licensure Unit
Office of DD and Behavioral Health

PO Box 94986, Lincoln, NE 68509-4986
Email:

Helping Pecple Live Better Lives



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0@r25/2020
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {42) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; A BUILDING COMPLETED

c
286114 B WING 00/23/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
3052,3084,3056,3080 PET BLV 753,743,723,715 SOL DR
SOLAR COTIAGER BEAIRICE, NE 8831
X490 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 000 | INITIAL COMMENTS wWaoo
A representative of the DHHS, Division of Public
Health conducted a Complaint Investigation from
9/212020 through 9/23/2020 i determina
compliance with the Federal regulations at 42
CFR 483, Subpart I, section 483.410-483.480,
Conditions of Participation for Intermediate Care
Fagcilities for individuals whh Intellectual
Disabilities. The facility was found to be in
compliance with these regulations. The facility
cansus was 64 at the time of the investigation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 0te) DATE

Any deficiency siatement ending with an asberisk (*} denctes a deficiency which the Insiitution may be excused from cormecting providing it is detemmined thet
ather safeguards provide sufficient protection ta the patients . {See inatructions.) Except for nuraing homes, ihe findinge stated above ars disclosable 90 days
following the date of survey whather or not a plan of correction is provided. For nussing homnes, the above findings and plans of cormection ere disclosable 14
deys foliowing the date these documents are made avalable to the fachity. IF deficioncias ane cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-89) Pravious Versions Gbsolele

Event ID; EWO411

Fecilly ID; ICFMR14 If continuation shest Page 1of 1




DHHS Public Health — Licensure Unit
C. State Building Surveys

Attachment B3



NEBRASKA

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES Pete Ricketts, Covernor
March 4, 2020

Ms. Dawn Urbaschek, Administrator
400 State Building

3104, 3070, 3071 State Ave
Beatrice, NE 68310

Dear Ms. Urbaschek:

An unannounced visit was made to 400 State Building on March 3, 2020, by representatives of this Department.
The purpose of the visit was to investigate a complaint on nan-compliance with regulatory requirements received by

our office.

The following are the general allegation of non-compliance and conclusions:

ALLEGATION:
The facility fails to ensure residents are free from abuse.

FINDINGS:
Observations and interviews revealed no evidence of staff to client abuse during the recertification survey. Record

review and interview revealed the facility had systems and policies in place to address and prevent abuse, neglect,
and mistreatment of clients by staff. Record review and interviews revealed the faciiity implemented its policies,
investigated staff to client abuse allegations, and implemented safeguards to protect clients which met the
requirements necessary according the regulatory standards. At the time of the onsite survey investigation, the
facility was found to be in compliance with the regulation.

These findings are related to regulations under the Licensure Unit's regulatory authority. Since each division has
unique statutory and regulatory obligations and guldelines, it may be possible that your facility will receive additional
findings from other divisions who have also participated in the investigation/assessment of these same or similar
allegations.

Sincerely,

Tk F-

Mark Luger - Program Manager lI

DHHS Public Health - Licensure Unit
Office of DD and Behavioral Health

PO Box 94986, Lincoln, NE 68509-4986
Email- I

Helping People Live Betier Lives
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Reprasentatives of the DHHS, Division of Public
Health conducted a Camplaint Investigation, from
3/32020 through 3/3/2020, to determine
compliance with ihe Federal regulations at 42 CFR
483, Subpart |, section 483.410-483.480,
Conditions of Participation for Intermediate Care
Facilities for individuals with Intellectual
Disabilities. The facility was found to be in
compliance with these regulations.
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Attached are the signed front pages for the 2567s received for Dawn Urbaschek and the
State Building ICF at the Beatrice State Developmental Center to include those for Public
Health, as well as the Fire Marshal.

The EPoc Plans of Correction are being emailed per the instructions on the letter
received.

Please advise if further information is needed.

Thank You

Attached pages within this transmission may include protected heaith information, under the
standards established per the Health Insurance Portability and Accountability Act of 1996, and Neb.
Rev. Stat., section 68-313, if this information has been received in error, the recipient is directed to
destroy the information and notify this office of the error immediately. Failure to do so may lead to
civil or criminal penalties.
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Provider/Supplier
Name:

STREET ADDRESS,

oY, zip:

CITED TAG #

PLAN OF CORRECTION

400 State Building

Survey Date ‘

3104, 3070, 3071 State Ave Beatrice, NE 68310

2/11/2020

{X1) PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER 23- ‘
PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

ASE121

COMPLETION
DATE

3070 State

K0321

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

A work order was submitted to the Maintenance Department to replace the faulty door closer
leading to the laundry room from the dining areas on 3070 State Avenue. GT Fire and Security
completed the installation of the door closer on 2/21/20.

2/21/2020|

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

GT Fire and Security completed the Installation of the door closer on 2/21/20.

2/21/2020|

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

2/21/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance,

2/21/2020

400 State

K0200

A. ACTION({S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

1. A work order was submitted to the Maintenance Department to remove all EXIT buttons
and magnets from the exit doors on 402 State, 404 State, 406 State and 408 State. It was
confirmed that all EXIT buttons and magnets were removed on 2/20/20.

2/20/2020

2. A work order was submitted to the Maintenance Department to remove the slide lock on
one of the two bathroom doors between rooms 3 and 4 on 408 State. It was confirmed that

the east slide lock was removed on 2/11/20.

2/11/2020




B. THE PROCEOURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

1. A work order was submitted to the Maintenance Department to remove all EXIT buttons
and magnets from the exlt doars on 402 State, 404 State, 406 State and 408 State. It was
confirmed that all EXIT buttons and magnets were removed on 2/20/20.

2/20/2020

2. A work order was submitted to the Maintenance Department to remove the slide lock on
one of the two bathroom doars between rooms 3 and 4 on 408 State. It was confirmed that
the east slide lock was removed on 2/11/20.

2/11/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE

WITH THIS DEFICIENCY:

1. The Facility Maintenance Manager will monitor and ensure compliance.

2/20/2020

2. The Facility Maintenance Manager will monitor and ensure compliance.

2/11/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

1. The Facility Maintenance Manager will monitor and ensure compliance.

2/20/2020

2. The Facility Maintenance Manager will monitor and ensure compliance.

2/11/2020

K0222

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

A work order was submitted to the Maintenance Department to remove the delayed egress
signage on the exit door of 406 State due to the magnetic lock supporting the delayed egress
has been removed. It was confirmed on 2/20/20 that the signage was removed from the
door.

2/20/2020

8. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

A work order was submitted to the Maintenance Department to remove the delayed egress
signage on the exit door of 406 State due to the magnetic lock supporting the delayed egress
has been removed. It was confirmed on 2/20/20 that the signage was removed from the
door.

2/20/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

2/20/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager wili monitor and ensure compliance.

2/20/2020




k0291

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

A work order was submitted to the Maintenance Department to repair ar remove the
emergency light in the hall on the 1st floor near the nursing office area. It was confirmed on
2/20/20 that the emergency light was remnved. This building is on generator back-up power
therefore, the emergency light was no longer required.

2/20/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

A work order was submitted to the Maintenance Department to repair or remove the
emergency light in the hall on the 1st floor near the nursing office area. It was confirmed on
2/20/20 that the emergency light was removed. This building is on generator back-up power
therefore, the emergency light was no longer required.

2/20/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY;

The Facility Maintenance Manager will monitor and ensure compliance.

2/20/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

2/20/2020

K0321

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

1. The chair that was holding the conference room door open was immediately removed by
the Safety Coordinator. Signage "Do Not Block or Prop Door Open" was placed on the door.

2/10/2020

2. The entry rug was moved immediately by the Safety Coordinator to allow the haltway door
to close and latch properly.

2/10/2020

3. The chair holding the medication room door open on 402 State was removed immediately
by the Safety Coordinator. The staff assigned to 402 State along with Shift Supervisors and
Home Managers were notified of the deficiency.

2/10/2020

4. A work order was submitted to the Maintenance Department to install a door closer on the
southwest office on the 2nd floor of State Building that was being utilized as a storage area.
On 2/11/20, it was confirmed that a door closer was Installed on the door.

2/11/2020

5. A work order was submitted to the Maintenance Department to repair/adjust the laundry
room door on 406 State that would not close completely with positive latch. On 2/11/20, it
was confirmed that the door will close and latch properly.

2/11/20th




6. A work order was submitted to the Maintenance Department to install a door closer on
room #5 on 408 State that was being used as a storage area. It was confirmed on 2/11/20 that
a door closer has been installed and the door will close with positive latch.

2/11/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

1. The chair that was holding the conference room door open was immediately removed by
the Safety Coordinator. Signage "Do Not Block or Prop Door Open" was placed on the door.

2/10/2020

2. The entry rug was moved immediately by the Safety Coordinator to allow the hallway door
to close and latch properly.

2/10/2020

3. The chair halding the medication room door open on 402 State was removed immediately
by the Safety Coordinator. The staff assigned to 402 State along with Shift Supervisors and
Home Managers were notified of the deficiency.

2/10/2020

4. A work order was submitted to the Maintenance Department to install a door closer on the
southwest office on the 2nd floor of State Building that was being utilized as a storage area.
On 2/11/20, it was confirmed that a door closer was installed on the door.

2/11/2020

5. A work order was submitted to the Maintenance Department to repair/adjust the laundry
room door on 406 State that would not close completely with positive latch. On 2/11/20, it
was confirmed that the door will close and latch properly.

2/11/2020

6. A work order was submitted to the Maintenance Department on to install a door closer on
room #5 on 408 State that was being used as a storage area. It was confirmed on 2/11/20 that
a door closer has been installed and the door will close with positive latch.

2/11/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

1. The Facility Maintenance Manager along with the Home Manager and Shift Supervisors will
monitor and ensure compliance.

2/10/2020)|

2. The Facility Maintenance Manager will monitor and ensure compliance,

2/10/2020|

3, The Facllity Maintenance Manager along with the Home Manager and Shift Supervisors will
monitor and ensure compliance.

2/10/2020|

4. The Facility Malntenance Manager will monitor and ensure compliance.

2/11/2020|

5. The Facility Maintenance Manager will monitor and ensure compliance.

2/11/2020

6. The Facility Maintenance Manager will monitor and ensure compliance.

2/11/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

1. The Facility Maintenance Manager along with the Home Manager and Shift Supervisors will
monitor and ensure compliance,

2/10/2020

2. The Facility Maintenance Manager will monitor and ensure compliance.

2/10/2020




3, The Facility Maintenance Manager along with the Home Manager and Shift Supervisors will
monitor and ensure compliance.

2/10/2020

4. The Facility Maintenance Manager will monitor and ensure compliance.

2/11/2020

5. The Facility Maintenance Manager will monitor and ensure compliance,

2/11/2020

6. The Facility Maintenance Manager will monitor and ensure compliance.

2/11/2020

K0353

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD

TO THE CITED DEFICIENCY:

A work order was submitted to the Maintenance Department to have the foreign material
removed from the sprinkler head in the 1st floor conference room of 3104 State {(400)
building. It was confirmed on 2/28/20 that the sprinkler heads were cleaned of all foreign
materials.

2/28/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

A work order was submitted to the Maintenance Department to have the foreign material
removed from the sprinkler head in the 1st floor conference room of 3104 State {400)
building. It was confirmed on 2/28/20 that the sprinkler heads were cleaned of all foreign
materials.

2/28/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

2/28/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

2/28/2020

I 200 Sheridan

X0321

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD

TO THE CITED DEFICIENCY:

1. A work order was submitted to the Maintenance Department to repair/adjust the 2nd floor
shower room door that failed to close and latch properly. it was confirmed on 2/26/20 that
the door will close and latch properly.

2/26/2020

2. A work order was submitted to the Maintenance Department to install an additional or
heavier spring that would ensure the fire rated door leading to the non-sprinkled north crawl
space would close and secure properly. It was confirmed on 2/26/20 that the door will close

and latch properly.

2/26/2020




3. A work order was submitted to the Maintenance Department to install an additional or
heavier spring that would ensure the fire rated door leading to the non-sprinkled south crawl
space would close and secure properly. It was confirmed on 2/26/20 that the door will close
and latch properly.

2/26/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

1. A work order was submitted to the Maintenance Department to repair/adjust the 2nd floor
shower room door that failed to clnse and latch properly. It was confirmed on 2/26/20 that
the door will close and latch properly.

2/26/2020

2. A work order was submitted to the Maintenance Department to install an additional or
heavier spring that would ensure the fire rated door leading to the non-sprinkled north crawl
space would close and secure properly. It was confi rmed on 2/26/20 that the door will close

and latch properly.

2/26/2020

3. A work order was submitted to the Maintenance Department to install an additional or
heavier spring that would ensure the fire rated door leading to the non-sprinkled south crawl
space would close and secure properly. It was confirmed on 2/26/20 that the door will close
and latch properly.

2/26/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

1. The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020

2. The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020

3. The Facility Maintenance Manager will menitor and ensure compliance.

2/26/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

1. The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020

2. The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020

3. The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020

Carstens Center

K0321

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD

TO THE CITED DEFICIENCY:

A work order was submitted to the Maintenance Department to adjust/repair the northwest
gymnasium mechanical room door to ensure that the door will close and latch properly. It was
confirmed on 2/26/20 that the door will close and latch properly.

2/26/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):




A work order was submitted to the Maintenance Department to adjust/repair the northwest
gymnasium mechanical room door to ensure that the door will close and latch properly. It was
confirmed on 2/26/20 that the door will close and latch properly.

2/26/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020

Chapel

X0300

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

A work order was submitted to the Maintenance Department to have maintenance staff
inspect and sign off on the inspection tag for the fire extinguisher in the south mechanical
room. It was confirmed on 2/28/20 that the inspection tag was signed off for January and
February of 2020.

2/28/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

A work order was submitted to the Maintenance Department to have maintenance staff
inspect and sign off on the inspection tag for the fire extinguisher in the south mechanical
room. It was confirmed on 2/28/20 that the inspection tag was signed off for January and
February of 2020.

2/28/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

2/28/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

2/28/2020




K0511

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

The Safety Coordinator removed all items that were being stored in front of the electrical
panel boxes. Red tape was also placed on the floor in front of the electrical panels to ensure
no items will be blocking access to the electrical panels. It was confirmed on 2/28/20 that
electrical panel boxes were not obstructed.

2/28/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

The Safety Coordinator removed all items that were being stored in front of the electrical
panel boxes. Red tape was also placed on the floor in front of the electrical panels to ensure
no items will be blocking access to the electrical panels. It was confirmed on 2/28/20 that
electrical panel boxes were not obstructed.

2/28/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPUIANCE
WITH THIS DEFICIENCY:

The Facility Malntenance Manager will monitor and ensure compliance.

2/28/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

2/28/2020

D Building

K0321

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE OITED DEFICIENCY:

A work order was submitted to the Maintenance Department to adjust/repair the Kiln room
door to ensure that the door will close and latch properly. it was confirmed on 2/26/20 that
the door will close and latch properly.

2/26/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

A work order was submitted to the Maintenance Department to adjust/repair the Kiln room
door to ensure that the door will close and latch properly. It was confirmed on 2/26/20 that
the door will close and latch properly.

2/26/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020




D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020|

K0511

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD

TO THE CITED DEFICIENCY:

The Safety Coordinator removed all items that were being stored in front of the electrical
panel boxes. Red tape was also placed on the floor in front of the electrical panels to ensure
no items will be blocking access to the electrical panels. It was confirmed on 2/21/20 that the
efectrical panel boxes were not obstructed.

2/21/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

The Safety Coordinator removed all items that were being stored in front of the electrical
panel boxes. Red tape was also placed on the floor in front of the electrical panels to ensure
no items will be blocking access to the electrical panels. It was confirmed on 2/21/20 that the
electrical panel boxes were not obstructed.

2/21/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

2/21/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

2/21/2020

Admin
Building

K0321

A. ACTION{S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

A work order was submitted to the Maintenance Department to install a door closer on the
south computer lab door located in the basement of the Administration Building. It was
confirmed on 2/26/20 that a door closer has been installed and the door will close with
positive latch.

2/26/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):




A work order was submitted to the Maintenance Department to install a door closer on the
south computer lab door located in the basement of the Administration Building. it was
confirmed on 2/26/20 that a door closer has been installed and the door will close with
positive latch.

2/26/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPUANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

2/26/2020

K0353

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT TH!S DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

A work order was submitted to the Maintenance Department requesting that the ceiling tiles
that were removed by contractors be replaced/installed. It was confirmed on 3/2/20 that the
ceiling tiles have been replaced as requested.

3/2/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

A work order was submitted to the Maintenance Department requesting that the celling tiles
that were removed by contractors be replaced/installed. It was confirmed on 3/2/20 that the
celling tiles have been replaced as requested.

3/2/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure com pliance,

3/2/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance.

3/2/2020

NOTE: Please remember to attach any supporting documentation - education provided;
auditing tools; new or revised policies and procedures, etc,
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PREF X

PROVIDER'S PLAN OF CORRECTION o5
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CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFICIENCY)

K 000 | INITIAL COMMENTS

42 CFR 483,470 The facility must meet the

Safety Code of the National Fire Protection
| Association, This facility is governed by Chapter
33, Existing Residential Board and Care
| Occupancies of the 2012 Edition of the National
Fire Protection Association [NFPA), Chapter 101:
Life Safaty Code.

400 State Building - 3070 State is a single story
huilding of Type V construction that was built in
1970 and is fully sprinkled.

The facility has 10 cartified beds. At the time of
the survey the census was B residents.

400 State Building - 3070 State was found to be
not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
4B3.470 Life Safety from Fire, and the related
Nationsl Fire Protection Association (NFPA)
Standard 101 - 2012 edition.

K0321 | Hazardous Areas - Enclosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

2012 EXISTING (Prompt)

Any hazardous area that is on the same floor as,
and is in or abut, a primary means of escape or a
sleeping room shall be protected by one of the
following means:

1. Protection shall be an enclosure with a fire
rasistance rating of not less than 1 hour, with a
self-closing or automnatic closing fire door in
accordance with 7.2.1.8 that has a fire protection

applicable provisions of the 2012 Edition of the Life

K 000

Ko321

LABORATORY DIRECTOR'S QR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE

Daeinn Dadrochodt

TCHH

TITLE {%8) DATE

3-5J0

Any deficiency summ;nt anding with an asterisk (*) denctes a daficiency which tha institution may ba excused from correcting providing it is determinad that
other safeguards pravide sufficient protection 4o the patients . (Ses instructions.) Except for nursing homes, the findings sistad above are disclosable 80
day following the date of survey whether or not @ plan of comection is provided. For nursing homes, the abova findings and planw of comection are
discloaable 14 days follewing tha datz these documants are made available Lo the facility. It deficiencies are cited, an appraved plan of comection is requisite

o continued program paricipation.
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K0321 | Continued From page 1 K0321
rating of not leas than 3/4 hour.

2. Protection shall be automatic sprinkler
protection, in accordance with 33.2.3.5, and a
smoke partition, in accordance with 8.4 located
between the hazardous area and the sleeping area
or primary sscape route. Any doors in such
separation shal be self-closing or automatic
closing in accordance with 7.2.1.8.

Other hazardous areas shall be protected in
accordance with 33.2.3.2.5 by one of the following:

1. An enclosure having a fire resistance rating of
not less than 1/2 hour, with a self-closing or
automatic-clesing door in accordance with 7.2.1.8
that is equivalent to not less than a 13/4 inch (4.4
cm) thick, solid-bonded wood core construction.

2. Automatic sprinkler protection in accordance |
with 33.2.3.5, regardless of enclosure. |
Areas with approved, properly installed and
maintained furnaces and heating equipment, and
cooking and laundry facilities are not dassified as
hazardous areas solely on basis of such
equipment.

Standard response sprinkiers shall be permitted for
use in hazardous areas in accordance with
3aziz2
33.2.2.24,33.23.2, 332325
This STANDARD is not mat as evidencad by:
Based on observation and interview, the facility
failed to provide a smoke resistant enclosure for
hazardous areas to separate them from the rest of
the facility. This deficient practice would allow fire
and emoke to migrate out of the hazard areas into
the exit corridor which could delay egress. The
facility census was 8.

Findings are:
Observation on 2-10-20 at 2:58 pm revealed:
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K0321 | Continued From page 2 Kn321

1. The south fire rated door leading to the
mechanical reom and kaundry hall equipped with a
sslf-closing davice failad to close and latch within
the doorframe.

During an interview on 2-10-20 at 2:58 pm, Facility
Staff A confirmed the self-closure was broken,

FORM CMS-2667(02-86) Pravious Versions Obetlate Event (D:43E121 Faciity ID: ICFMRO? ¥ continuafion shest Page 3 of 3
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NAME OF PROVIDER CR SUPPLIER

400 STATE BUILDING

STREET ADDRESS, CITY, STATE, ZIP CODE
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%4} 1D SUMMARY STATEMENT OF DEFICIENCIES
FREFIX {EACH DEFICIENGY WUST BE PRECEDED BY FULL

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION)

[Lv] PROMVIDER'S PLAN OF CORRECTION (*5)
PREFIX [EACH CORRECTIVE ACTION SHOLILD BE WBV::E"U"
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

K 000 | INITIAL COMMENTS

42 CFR 483,470 The facility must meet the

Safety Code of the National Fire Protection
Association. This facility is governed by Ghapter
33, Existing Residential Board and Care
Qccupancies of the 2012 Edition of the National
Fire Protection Association [NFPA], Chapter 101:
Life Safety Code.

in 2002 and is fully sprinkled.

The facility has 36 certified beds. Af the time of
the survey the census was 10 residents.

400 State Building - Main was found to be notin

in Medicare/Medicaid at 42 CFR 483.470 Life
Safety from Fire, and the reiated National Fire
Protection Association (NFPA) Standard 101 -
2012 edition.

K0200 | Means of Egress Requirements - Other
CFR(s): NFPA 101

Means of Escape Requirements - Other

2012 EXISTING (Prompt and Slow)

List in the REMARKS section any LSC Section
33.2 Means of Escape requirements that are not
addrassed by the provided K-tags, but are
deficient. This informatian, along with the
applicable Life Safety Code or NFFA standard
citation, should be included on Form CMS-2567.
This STANDARD is not met ae evidenced by:
Based on observation and interview, the facility

applicable provisions of the 2012 Edition of the Life

400 State Building - F Building/Main is a two story
building of Type Il construction that was epproved

compliance with the requirements for participation

K 000

K0200

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

O& oum 7,LLI/M (,"A_E/(’

TIMLE (%) DATE

TCFHY 3-5-30

Any deficiency suauzrnen{ ending with an asterisk (*) denotas @ deficisncy which the institution may be excused from comrecting providing it is determined that
other safeguands provide sufficient pratection 1o the palients. (See instructions.} Except for nursing homes, the findings stated above mre disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the abova findings and plans of corection are

disclosabbe 14 days following the date thess documents are made available to the facility. If deficencies are cted, an app d plan of clion is req

to continusd pragram partickpation,

takh
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400 STATE BUILDING
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o4y 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

(=]
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION o
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)

K0200 | Continued From page 1

falled to assure that exit butions were removed
from the exit doors and falled to assure that slide
locks were not used. This deficient practice would
delay sgress in the event of an emergancy. The
facility census was 10.

Findings ara:

Observations on 2-10-20 at 1:54 pm and 2:24 pm
revealed:

1. Four of four living units provided exit buttons at
the exits, the magnetically locked function had
been removed from the door.

2. Aslide lock on 2 of 2 doors for the restroom
between rooms 3 and 4 in Unit 408,

During an interview on 2-10-20 at 1:54 pm and 2:24
pm, Facility Staff A confirmed the exit buttons and
the slide locks.

Egress Doors

CFR(s): NFPA 101

K0222

Egress Doors
2012 EXISTING (Prompt and Slow)
Doors in means of eqress shall ba as follows:
1. Dcors complying with 7.2.1 shall be
permitted.
2. Doors within individual rooms and suites of
rooms shall be permitted to be swinging or sliding.
3. No daor in any means of egress, other than
those complying with (4) or (5), shall be locked
against egress when the building is cccupied.

4. Delayed-agress locks in accordance with
7.2.1.6.1 shall be permitted.

5, Access-controlled egress doors in
accordance with 7.2.1.6.2 shall be permitted.

6. Revolving doors complying with 7.2.1.10 shall
be permitted.

K0200

KQ222
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4D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION rit)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE LUMELE U
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DEFICIENCY}

Kozz22

K02a1

Continued From page 2

Corridor doors must be provided with positive
latching hardware and roller latches are not
permitted. L.ockups are not permitted by
regulation.

33.3.2.2.2,33.3.2.11.2, 42 CFR 483.470

This STANDARD is not met as evidencad by:
Basad on observation and interview, the facility
failed to assure that the magnetically locked exit
door signage was appropriate. This deficient
practice would cause confusion and delay egress
during an amergency. The facility census was 10.

Findings are:

Observations on 2-10-20 at 2:38 pm revealed,
delayed egress signags on the exit door for unit
406, the magnetic lock had been removed and not
functional.

During an interview on 2-10-20 at 2:38 pm, Facility
Staff A confirmed the exit door had delayed egress
signage posted on the door and the magnat was
not functional.

Emergency Lighting

CFR(s). NFPA 101

Emergency Lighting

2012 EXISTING {Prompt and Slow}

Emergency lighting in accordance with 7.9 shall be
provided in facilitiee with prompt or slow evacuation
capability having more than 25 rooms, unless each
room has a direct axit to the outside of the building

at finished ground level.

33.3.2.9

This STANDARD is not met as evidenced by:
Based on observation and interview the facility

Ko222

K291
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K0291 | Continued From page 3 K0291

failed to maintain emergency light in the basement
stairway. The deficient practice would not ensure
operation of the light upon loss of normal power
that could delay sgress during an emergency. The
facility census was 10.

Findings are:

Observation on 2-10-20 at 2:02 pm ravealad the
emergency light in the hall on first floor near Nurse
Office, failed to operate when the test buiton was
deprassed.

During &h interview on 2-10-20 at 2:02 pm, Facility
Staff A confirned the nonfuncticning emergency
light.

K0321 | Hazardous Areas - Enclosure K0321
CFR(s): NFPA 101

Hazeardous Areas - Enclosure

2012 EXISTING {Prompt and Slow)

Rooms containing high-pressure boilers,
refrigerating machinary, transformers, or other
service equipment subject to possible sxplasion
shall not be located under or adjacent 1o exits. All
such rooms shall be effectively separated from
other paits of the building as specified in section
87.

Hazardous areas shail be separated with
construction of 8 minimum of 1-hour fire resistance
with openings protected with self-closing fire doors
or have an automatic extinguishment system and
smoke partition in accordance with 8.4

Hazardous areas shall include but not be limited to
the following: boiler or heating rooms, laundries,
repalr shop, spaces storing combustibles in
quantities deernad hazardous.

33.33.22
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K0321 | Continued From page 4 K0321

33.3.3.21, 333322

This STANDARD is not met as evidenced by:
Based on obsarvation and interview, the facility
failed to provide a smoke resistant enclosure for

the exit corfidor which could delay egress. The
facility census was 7.

Findings are:

pm revealed:
General Area

with a self-closing device was held open with a
chair.

2. Arug aobstructed the fire rated door next to the
Conference Room, which was squipped with a
self-closing device failed to latch within the
doorframe.

Unit 402

3. Tha Medication room door equipped with a
self-closing device, was held open with a chair.
Unit 408

4. The south west Office, was used as a storage

device on the door.

5. The Laundry Room doar equipped with a
self-closing device, failed to latch within the
doorframs.

Unit 408

6. Room 5, was usad as a storage room and the

door.

During an interview on 2-10-20 betwaen 1:556 pm

hazardous areas 1o separate them from the rest of
the facility, This deficient practice would allow fire
and smoke to migrate out of the hazard areas into

Observation on 2-10-20 between 1:56 pm and 2:46

1. The fire rated Conference Room door equipped

room and the facility failed to provide a self-closing

facility failed to provide a seli-closing device on the

FORM CMS-2867(02-99) Previcus Vertions Obaolete Event ID:4SE121
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K0321 | Continued From page 5 K0321
and 2:46 pm, Facility Statt A confirmed the
findings.
K0353 | Sprinkler System - Maintenance and Testing K0353

CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
2012 EXISTING {Prompt and Slow)
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection, Testing
and Maintaining of Water-based Fite Protection
Systams. Records of system design,
maintenance, inspection and testing are
maintained in & secure location and readily
available.

a) Date sprinkler system was last checked

b) Wha provided system test

c) Water system supply

source

33.3.3.51,9.7.5,9.7.7,9.7.8, NFPA 25
This STANDARD ie not met as evidenced by:
Based on observation and interview, the facility
failed to assure that fire sprinklers wene free of
foraign material. This deficient practice would
affect the operating temperature of the fire
sprinklers and increased the potential that the
sprinkler system would fail to activate as designed
during a fire. The facility census was 7,

Findings are:

Qbservation on 2-10-20 1:58 pm revealed:

1. Sprinkier io the left of the Conference Room
door was covered in foreign material,

| During an interview on 2-10-20 1:58 pm Facility

FORM CMS-2857(02-99) Previaus Versions Obsolete Event |D: 458121
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K0353 | Continued From page & K0353
Staff A confirmed the foreign matter covering the
sprinkler.

FORM CMS-2587(02-86) Frevious Versions Obaoleia Event iD;45E121 Faciity ID: ICFMRO? If continuation eheel Page 7 of 7






PRINTED: 02/26/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUUMBER: A BUALDING 02 - 200 SHERIDAN NON-RES COMPLETED
286107 B. VANG ng‘l /2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
400 STATE BUILDING 2104, 3070, 3074 STATE AVE
BEATRICE, NE 88310
X4 1D SUMMARY STATEMENT OF DEFICIENCIES [ D PROVIDER'S PLAN OF CORRECTION x5}
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FLLL PREFIL {EACH CORRECTIVE ACTION SHOULD BE GOMPLE HUN
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 00C | INITIAL COMMENTS K 000

42 CFR 483.470 The facility must meet the
applicable provisions of the 2012 Edition of the Life
Safety Code of the National Fire Protection
Association. This facility is governed by Chapter
39, Existing Business Dccupancies of the 2012
Editiorf of the National Fire Protection Association
[NFPA], Chapter 101 Life Safety Code.

400 State Building - 200 Sheridan is a twa story
building of Type )l construction that was approved
in 2002 and is fully sprinkled.

400 State Building - 200 Sheridan was found to be
not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
483.470 Life Safety from Fire, and the related
Nationat Fire Protection Association (NFPA)
Standard 101 - 2012 edition.

K0321 | Hazardous Areas - Enclosure K0321
CFR(s): NFPA 101

Hazardous Aress - Enclosure

2012 EXISTING {Prompt)

Any hazardous area that is on the same floor as,
and is in or abut, a primary means of escape or 2
sleaping room shall be protected by one of the
following means:

1. Protection shall be an enclosure with a fire
rasistance rating of not less than 1 hour, with a
self-closing or automatic closing fire door in
accordance with 7.2.1.8 that has a fire protection
rating of not less than 3/4 hour.

2. Protection shall be automatic sprinkler
protectian, in accordance with 33.2.3.5, and a
smoke pattition, in accordance with 8.4 [ocated

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE WTLE (XB) DATE

Lown_Quubvchode. TCEA 3~5-J0
Any deficiency statement ending with an asterisk (*) denotss a deficiancy which the institution mey be excused from comecting providing it is detesminad that
other safeguands provide sufficient p fion to the patients. (See instructions.) Exesptfor nuraing homes, the findings stuled above am disclosable 90
deys following the date of survey whather or not a plan of correction is provided. For nursing humes, the above findings and plans of correction are
disclasable 14 days following the dats these documents are made available to the facillly. If deficiencies are citad, an approved plan of comrection is raquisite

to continued program participation.
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batween the ha2ardous area and the sleeping area
or primary escape route. Any doors in such
separation shall be self-closing or automatic
closing in accordance with 7.2.1.8.
Other hazardous areas shall be protected in
accordance with 33.2.3.2.5 by ane of the following:
1. An enclogure having a fire rasistance rating of
not less than 1/2 hour, with a self-closing or
autornatic-closing door in accordance with 7.2.1.8
that is equivalent to not less than a 13/4 Inch (4.4
cm)} thick, sofid-bonded wood core construction.
2. Aytomatic sprinkler protection in accordance
with 33.2.3.5, regardless of enclosure,
Areas with approved, properly installed and
maintained furnaces and heating equipment, and
cooking and laundry facilities are not classified as
hazardous areas solely on basis of such
equipment.
Standard response sprinklers shall be permitted for
use in hazardous areas in accordance with
33.23.2,
33.2224, 33232 33,2325
This STANDARD is not met as evidenced by:
Baeed on observation and interview, the facility
failed to assure the door to a hazardous would
latch within the doorframe. This deficient practice
waould allow fire, smoke and gasses to migrats into
the exit comidor.

Findings are:

Observation on 2-10-20 betwesn 1:43 am and 2:43
pm revealed:

1. 2nd floor Staff Shower Room door equipped
with a self-closing device failed to close and latch
within the doorframe.

2, The fire rated door to the non-sprinkled north
crawl space falled to provide a self-closing device

K321
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and failed to close within the frame.
3. The fire rated doot to the non-sprinkied south
crawl space feiled to provide a self-closing device
and the failed to close within the frame.
During an interview on 2-10-20 between 1:43 pm
and 2:42 pm, Facility Staff A confirmed the findings
|
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42 CFR 4B83.470 The facility must meet the
applicable provisions of the 2012 Edition of the Life
Safety Code of the National Fire Protection
Association. This facility is governed by Chapter
13, Assembly Occupancies of the 2012 Edition of
the National Fire Protection Association [NFPA],
Chapter 101: Life Safaty Code.

400 State Building - Chapel is a single story
building of Type V construction that was approved
in 2002 and is not sprinkled.

400 State Building - Chapal was found to be notin
compliance with the requirements for participation
in Medicare/Meadicaid at 42 CFR 483.470 Life
Safety from Fire, and the related National Fire
Protection Association (NFPA) Standard 101 -
2012

KO0300 | Protaction - Other K0300
CFR(s): NFPA 101

Protaction - Other
2012 EXISTING
List in the REMARKS section any LSC Section
33.2.3 Protection requirements that are not
addressed by the provided K-tags, but are
| deficient. This information, along with the
applicable Life Safety Code or NFPA standard
citation, should be included on Form CMS-2567.
This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to conduct monthly inspections of the fire
extinguisher. This condition increased the
potential that a fire extinguisher would fail to
operate during a fire.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

aum Llidoed sk O FA 3570

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the insitution may be excused from comecting providing it is determined that
ather safeguards provide suflicient protection io the patients. (See Instruclions.) Except for nursing homes, the findings stated above are disclozable 50
days following the date of survey whether or not @ plan of correction Is provided. For nursing homes, the above findings and plans of comection are
disdiasable 14 days following the date these documents are made available to the faciity. If deficiancies are cited, an approved plan of comection is requisite

te continued program participetion.
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Findings ara:

Record review on 2-10-20 at 11:20 am, revealed
the Inspection lag for fire extinguisher in the south
Mechanical Room was last inspected on 1/15.

During an interview on 2-10-20 at 11:20 am,
Faciiity Staff A acknowledged the fire extinguisher
had not been inspected.

NFPA Standard:

2010, NFPA 10, 7.21.2*

Fire extinguishers shall be inspected either
manually or by means of an electronic monitering
devica/system at a minimum of 30-day intervals.
K051 | Utilities - Gas and Electric KD511
CFR(s): NFPA 101

Utilities - Gas and Electric
Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas Code,
electrical wiring and equipment complies with
NPFA 70, National Electric Code.
32,25.1,33.2581,91.1,9.1.2
This STANDARD is not met as evidenced by:
Based on obsefvation and interview, the facility
failed to azsure that electrical panel boxes were
not obstructed. This deficient practice would delay
maintenance of the electrical system in the
building.

Findings are:

Observations on 2-10-20 at 11:25 am revealed,
several items stored in front of the panel boxes in
the south Mechanical Room.

| During an interview on 2-10-20 at 3:05 pm and 3;10
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pm, Facility Staff A confirmed the items
obstructing the panel boxes.
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INITIAL COMMENTS

42 CFR 483,470 The facility must meet the
applicable provisions of the 2012 Edition of the Life
Safety Cade of the National Fire Protection
Association. This facility is governed by Chapter
13, Assembly Occupancies of the 2012 Edition of
the National Fire Protection Association [NFPA],
Chapter 101: Life Safaty Code.

400 State Building - Carstens is a single story
building of Type Il construction that was approved
in 2002 and is fully sprinkled.

400 State Building - Carstens was found to be not
in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
483.470 Life Safety from Flre, and the related
National Fire Pratection Association (NFPA)
Stendard 101 - 2012

Hazardous Areas - Enclosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

2012 EXISTING (Prompt)

Any hazardous area that is on the same floor as,
and is in or abut, a primary means of escape or a
sleeping room shall be protected by one of the
following means:

1. Protection shall be an enclosure with a fire
registance rating of not less than 1 hour, with a
self-closing or automatic closing fire door in
accordance with 7.2.1.8 that has a fire protection
rating of not less than 3/4 hour.

2. Protection shall be automatic sprinkler
protection, in accordance with 33.2.3.5, and a
smoke partition, in accordance with 8.4 located

K 000

KD321
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Any deficiency siatement ending with an aslerisk {*) denobes a deficiency which the institution may ba excuaed from correcting providing it is determined that
other safeguards provide sufficient protection 1o the patients. {See instruciona,) Except for nursing homes, the findings statad above are disciceable 90
days following the dais of survey whether of not a plan of correction is provided, For nursing homes, the above findings and plans of correction are

disc

o continued program participation,

ble 14 days following tha date these documents are made avallabla to the facility. I defickencies are cilad, an approved plan of comection is requisite
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between the hazardous area and the sleeping area
or primary escape route. Any doors in such
separation shall be self-closing or automatic
closing in accordance with 7.2.1.8,
Other hazardous areas shall be protected in
accordance with 33.2.3.2.5 by one of the following:
1. An enclosure having a fire resistance rating of
not less than 1/2 hour, with a self-closing or
automatic-closing door in accordance with 7.2.1.8
that is equivalent to not less than a 13/4 inch (4.4
omy} thick, solid-bonded wood core construction.
2. Aufomatic sprinkler protection in accordance

with 33.2.3.5, regardless of enclosure.
Areas with approved, proparly installed and
maintained furnaces and heating aquipment, and
cooking and laundry facilities are not classifiad as
hazardous areas solely on basis of such
aquipment.

Standard response sprinklers shall be permitted for
use in hazardous areas in accordance with
33232
33.22.24,33.232 33.23.25
This STANDARD is not met as evidencad by:

Based on observation and interview, the facility
failed to assure the door to a hazardous area
would close and latch. These deficient practices
would allow fire, smoke and gasses to migrate into
the exit carridor.

Findings are:

Ohservation on 2-10-20 at 12:02 pm revealed:

1. The north Gym Mechanical room door squippad
with self-closing device failed to close and latch
within the doorframe.

During an interview on 2-10-20 at 12:42 pm,
Facility Staff A confirmed the door failed to latch

K031
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within the doorframe.
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42 CFR 483,470 The facility must meet the
applicable provisions of the 2012 Edition of the Life
Safety Code of the National Fire Protection
Association. This facility is govamed by Chapter
39, Existing Business Occupancies of the 2012
Edition of the National Fire Protection Association
[NFPA], Chapter 101: Life Safety Code.

400 State Buikling - D Building is a thres story
building of Type Il construction that was approved
in 2002 and is fully sprinkied.

400 Stata Building - D Building was found to be
not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
483.470 Life Safaty from Fire, and the related
National Fire Protection Association (NFPA)
Standard 101 - 2012 edition,

KD321 | Hazardous Areas - Enclosure Ka3az1
CFR(s). NFFA 101

MHazardous Areas - Enclosure
2012 EXISTING {Prompt)
Any hazardous area that is on the same fioor as,
and is in or abut, a primary means of éscape or a
sleeping room shall be protected by one of the
following means: [
1, Protection shall be an enclosure with a fire
resistance rating of not less than 1 hour, with a
self-closing or automatic closing fire door in
accordance with 7.2.1.8 that has a fire protaction
rating of not less than 3/4 hour,
2. Protection shall be automatic sprinkler
protection, in accordance with 33.2,3.5, and a
smoke partition, in accordance with 8.4 located

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (XE) DATE
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Any deficiency siatement ending with an asterisk (*) denctes a deficiency which the instilution may be excused from comecting providing it is determined that
othar asfeguards provide suMficient proteciion to the patents . {Ses instruciicns,) Except for nursing homes, the findings stated sbave are disclosable $0
days following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of camreclion are
disciopable 14 days following the date these documents are made available ta the faclity, If daficiencies are citad, an approved plan of comeciion is requlalte

to continued program participation,
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betwsen the hazardous area and the sleaping area
or primary escape route. Any doors in such
separation shall be self-closing or automatic
closing in accordance with 7.2.1.8.
Other hazardous areas shall be protectad in
accordance with 33.2.3.2.5 by one of the following:

1. An enclosure having a fire resistance rating of
not less than 1/2 hour, with a sslf-closing or
automatic-clesing door in accordance with 7.2.1.8
that is equivalent to not less than a 13/4 inch (4.4
cm) thick, solidbonded wood core construction,

2. Automatic sprinkler protection in accordance
with 33.2.3.5, regardiess of enclosure.
Areas with approved, properly installed and
maintained furnaces and heating equipment, and
cooking and laundry facilities are not classified as
hazardous areas solely on basis of such
equipment.
Standard response sprinklers shall be permitted for
| use in hazardous areas in accordance with
: 33232

332.224,3323.2, 33.23.25
This STANDARD is not met as evidenced by:

| Based on observation and interview, tha facility
| failed to provide a smoke resistant enclosure for
hazardous areas io separata them from the rest of
the facllity. This deficient practice would allow fire
and smoke to migrate out of the hazard areas,
which could delay egress.

Findings are:

Obeervation on 2-10-20 between 1:43 pm and 2: 11
pm revealed:

1. The 1-hour fire rated door to the Kiln Room
failed to close and latch into the doorframe.

During an interview on 2-10-20 at 1:43 pm and 2: 11
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pm, Facility Staff A confirmed the closure on the
door was not operating.

KO511 | Utilities - Gas and Electric K0511
CFR(s): NFPA 101

Utilities - Gas and Eleciric
Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas Code,
electrical wiring and equipment complies with
NPFA 70, National Electric Code.
32.2.5.1,33.251,98.1.1,91.2
This STANDARD is not met as evidanced by:
Based on observation and interview, the facility
falled to provide clear space in front of electrical
panels. This deficient practice could cause a delay r
and injury when turning off the power during an
electrical emergency.

Findings are:

Observations on 2-10-20 at 1:14 pm revealed, the
electrical panel box D located in on the third floor
electrical room was obstructed with plastic tubs
labelsd Dry Mop and Rags.

During an interview on 2-10-20 at 1:14 pm, Facility
Staff A confirmed the items In front of the electrical
panel box,
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42 CFR 483.470 The facility must maet the

Safely Code of the National Fire Protection
Association. This facility is governed by Chapter
39, Existing Business Occupancies of the 2012

NFPA], Chapter 101: Life Safaty Code.
400 State Building - Administration is a two story
in 2002 and is fully sprinklad.

400 State Building - Adminigtration was found io
be not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
483.470 Life Safety from Fire, and the related
National Fire Protection Association (NFPA)
Standard 101 - 2012 edition.

K0321 | Hazardous Areas - Enclosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

2012 EXISTING {Prompt)

Any hazardous area that is on the same floor as,
and is in or abut, a primary means of escape or a
sleeping room shall be protected by one of the
following means:

1. Protection shall be an enclosure with a fire
resistance rating of not less than 1 hour, with a
self-closing or automatic closing fire door in
accordance with 7.2.1.8 that has a fire protection
rating of not less than 3/4 hour.

2. Protection shall ba automatic sprinkler
protection, in accordance with 33.2.3.5, and a
smoke partition, in accordance with 8.4 located

applicable provisions of the 2012 Edition of the Life

Edition of the National Fire Protection Association

building of Type |1 construction that was approved

|

K 000

Ko321

LABORATORY IWNRECTOR'S OR FRrﬁWS\JPPLIER REPRESENTATIVE'S SIGNATURE

awin. D ladeockel TOHE

X8} DATE

3-5-2)

Any deficiency statament snding with an asterisk {*) denotes a deficiency which the instilulicn may be excused from comecting providing ilis determined that

other safeguards provide sufficient protection to the patients . (See instructions,) Except for nuraing homes, the findings stated abeve are disclosable 50
days fellowing the date of survey whedher or not a plan of correciion is provided. For nursing homes, the above findings and plans of cormection are

disclosable 14 days following the date these documents are made available to the fackity. If deficiencies ars clted, an approved plan of correction is requisite

to continuaed program participation.

FORM GME-2667{02-56) Previous Vamsiane Qbsolele Event ID: 456121

Facllly 1D ICFMROT
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K0321 | Continued From page 1 K0321

between the hazardous area and the slesping area
or primary escape route. Any doors in such
saparation shall be self-closing or autornatic
closing in accordance with 7.2.1.8.
Other hazardous areas shall be protected in
accordance with 33.2.3.2.5 by one of the following:
1. An enclosure having a fire resistancs rating of
not less than 1/2 hour, with a self-closing or
automatic-closing door in accordance with 7.2.1.8
that is equivalent to not less than a 13/4 inch (4.4
ctn) thick, solid-bonded wood core construction.
2. Automatic sprinkler protection in accordance
with 33.2.3.5, regardiess of enclosure.
Areas with approved, properly installed and
maintained furnaces and heating equipmant, and
cooking and laundry facilities are not classified as
hazardeus areas golely on basis of such
equipment.
Standard response sprinkiers shall be parmitted for
use in hazardous areas in accordance with
33.23.2
33.2224,33.232 33.23.25
This STANDARD is not met as evidencad by:
Based an cbservation and interview, the facility
failed to assure the door to a hazardous area was
self-closing. This deficient practice would allow
fire, smoke and gasses to migrate into the exit
cofTidor.

Findings are;

Observation on 2-10-20 at 2;50 pm revealed:

1. The 1 % hour fire rated door to the basement
Computer Lab feiled to provide a self-closing
device,

During an interview on 2-10-20 at 2:50 pm, Facility
Staff A confirmed the self-closing davice had baen

FORM CMS-2567(02-39) Previous Versions Osaiele Event ID:45E121 Faclitty (D; ICFMRO? If continuation sheet Page 2 of §
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FORM APPROVED

OMB NO. 0938-0381
(X3) DATE SURVEY

K353 | Sprinkler System - Maintenance and Testing
CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
2012 EXISTING (Prompt)

NFPA 13 and 13R Systems

All sprinkler systems installed in accordance with

Systems, and NFPA 13R, Standard for the
Installation of Sprinkler Systems in Residential
Occupancies Up To and Including Four Stories in
Height, are inspected, tested and maintained in

Testing and Maintanance of Water Based Fire
Protaction System.
NFPA 130 Systems
Sprinkier systems installed in accordance with
NFPA 13D, Standard for the Installation of
Sprinider Systems in One- and Two-Family
Dwellings and Manufactured Homes, are
inspectad, tested and maintained in accordance
with the following requirements of NFPA 25;

1. Control valves inspected monthly {NFPA 25,
saction 13.3.2).

13.2.71).
3. Alarm devices inspecied quarterly (NFPA 25,
section 5.2.6).

section 5.3.3).

5. Valve supervisory switches tested
semiannually {NFPA 25, section 13.3.3.5).

6. Visible sprinklers inspected annually ((NFPA
25, section 5.2.1).

7. Visible pipe inspected annually {NFPA 25,
section 5.2.2).

NFPA 13, Standard for the Installation of Sprinkler

accordance with NFPA 25, Standard for Inspection,

2. Gauges inspected monthly (NFPA 25, section

4, Alarm devices tested semiannually {NFPA 25,

AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A. BUILDING 10 - ADMIMISTRATION BLDG NON-RES COMPLETED
260107 B.WING 02/10/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3104, 3070, 3071 STATE AVE
A0D STATE BUNLLDING
BEATRICE, NE 68310
x4 1D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION Ps)
PREFIX (EACH DEFICIENCY MLIST BE PRECEDED BY FLLL FREFIX {EACH CORRECTIVE ACTION SHOULD BE W";TEET”N
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENGY]
\
|
K0321 | Confinued From page 2 KD321
removed.
KD353
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FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPFPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:;
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{X2) MULTIPLE CONSTRUCTION
A BUILDING 10 - ADMINISTRATION BLDG NON-RES

B, WING

(X3) DATE SURVEY

COMPLETED

02/10/2020

NAME OF PROMIDER OR SUPPLIER

400 STATE BUILDING

STREET ADDRESS, CITY, STATE, ZIP CODE
3104, 3070, 3071 STATE AVE
BEATRICE, NE 68310

X4 1D
PREFIX
TAG

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

o
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

[X5)
COMPLETION
DATE

K0353

Continued From page 3

B. Visible pipe hangers inspactad annually
(NFPA 25, section 5.2.3).

9. Buildings inspected annually prior to freezing
weather for adequate heat for water filled piping
{NFPA 25, section 5.2.5).

10. A representative sample of fast response
sprinklers are tested at 20 years (NFPA 25,
section 5.3.1.1.1.2).

11. A representative sample of dry pendant
sprinklers are tested at 10 years (NFPA 25,
section 5.3.1.1.15).

12. Antifreeze solutions are testad annually
{NFPA 25, section 5.3.4).

13, Contrel valves are operated through their full
range and retumned to normal annually {NFPA 25,
section 13.3.3.1),

14. Operating stems of OS&Y valves are
lubricated annually (NFPA 25, section 13.3.4).

16. Dry pipe systems extending into unheated
portions of the building are inspected, tested and
maintained {NFPA 25, section 13.4.4).

A. Date sprinkler system |ast checked and
necessary maintenance provided,

B. Show who provided the service.

C. Note the source of the water supply for the
automatic sprinkler system,

{Provide in REMARKS information on coverage for

any non-required or partial automatic sprinkler

system.)

33.2.3.5.3,33.2.3.5.8, 9.7.5,9.7.7, 9.7.9, and

NFPA 25

This STANDARD is not met as evidencad by:
Based on observation and interview, the facility

failed to assure that ceilings were free of

K0353
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K0353 | Continued Fromn page 4 KOD353

penetrations. This deficient practice would not
allow the sprinkler system to activate as it was
designed and fire would spread throughout the
egress corridor.

Findings are;

Observation on 2-10-20 at 2:40 pm revealed:

4. The ceiling grid in the tunnel corridor had
several open psnetrations where ceiling tiles were
missing.

During an interview on 2-10-20 at 2:40 pm, Facility
Staff A confirmed the missing ceiling tiles.

FORM CWS-2567{02-06) Provious Varsions Obsolete
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Provider/Supplier
Name:

STREET ADDRESS,

Ty, ZIP; Emp

CITED TAG #

PLAN OF CORRECTION

400 State Building_

Survey Date ‘

3104, 3070, 3071 State Ave Beatrice, NE 68310

2/11/2020

(X1) PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER 26- S
PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

45E111

COMPLETION
DATE

W197

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD

TO THE CITED DEFICIENCY:

For Client 2: Client 2 was discharged from the Beatrice State Developmental Center (BSDC) on
2/21/20.

2/21/2020

For Client 3: During a recent Public Health survey on 2/3/20, it revealed that Client 3 actively
and independently participated in their environment requiring little to no staff interventions
related to daily living and developmental skills. Observations revealed that Client 3 is
independent or capable of demonstrating developmental and daily living skills with the focus
of the facility's services directed at behavioral or mental health needs. Review of Client 3's
Individual Support Plan (ISP) dated 6/27/19 identified the individual as an effective verbal
communicator who communicated wants, needs and thoughts using long complex
grammatically correct statements; to possess strengths/skills in several areas of independent
living skills; is able to withdraw, secure, carry and spend small amounts of money; and
completed custodial, recycling and vehicle detailing work, earning 5305.90 over the last 30
days.

3/27/2020

Client 3's records include a letter dated 5/24/19 from the Facility Administrator to an attorney
regarding Client 3's arrest and pending charges. The letter identified that Client 3 had been at
the facility's Crisis Stabilization Unit (CSU) from 10/31/18-4/1/19 and could be readmitted on
5/28/19. The letter described the services provided as "treatment and habilitative care in the
CSU, which has been designed to provide behavioral, psychiatric and medical interventions to
Nebraskans who have been determined to be developmental disabled and who, by reason of
mental health crisis, drug abuse, or other circumstances are struggling in their community
placement”.

3/27/2020

On February 27, 2020, the QIDP received a letter addressed to Client 3 from Dawn Sybrant,
Interim Program Manager with DHHS Medicaid and Long-Term Care as notification that
Medicaid funding for Intermediate Care Facility for the Developmentaily Disabled (ICF/DD}
services will be terminated as Client 3 no longer meets the level of need criteria for ICF/DD
services. A Notice of Action letter states that Client 3's Medicaid funding for ICF/DD services
will be discontinued after April 27, 2020. The Notice of Action letter reason for the decision
states "review of the 2/14/20, BSDC 400 State Building recertification survey found you do not
need ICF/DD services as you do not have developmental needs requiring continuous active

treatment services”.

3/27/2020




BSDC facility administration is working with the DHHS Department of Developmental
Disabilities in regards to options for funding.

3/27/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

On February 27, 2020, the QIDP received a letter addressed to Client 2 from Dawn Sybrant,
Interim Program Manager with NDHHS Medicaid and Long-Term Care as notification that
Medicaid funding for Intermediate Care Facility for the Developmentally Disabted {ICF/DD}
services will be terminated as Client 3 no Jonger meets the level of need criteria for ICF/DD
services. A Notice of Action letter states that Client 3's Medicaid funding for ICF/DD services
will be discontinued after April 27, 2020, The Notice of Action letter reason for the decision
states "review of the 2/14/20, BSDC 400 State Building recertification survey found you do not
need ICF/DD services as you do not have developmental needs requiring continuous active
treatment services".

3/27/2020

BSDC facility administration is working with the DHHS Department of Developmental
Disabilities in regards to options for funding.

3/27/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE

WITH THIS DEFICIENCY:

BSDC facility administration is working with the DHHS Department of Developmental
Disabilities in regards to options for funding.

3/27/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The ICF Administrator is the responsible person for monitoring and to ensure compliance.

3/27/2020

w249

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

For Client 1, staff will be re-inserviced on appropriate training technigues and implementation
of the Individual Support Plan {ISP) program "Dining Etiquette” dated 11/27/18, to ensure staff
are offering napkins or prompting Client 1 to wipe face whenever eating or drinking; to have a
napkin avaitable at every meal or snack and to occur at every given opportunity as
appropriate.

3/27/2020

For all other individuals residing within the State Building ICF, staff will be re-inserviced on
mealtime programs as outlined in the Individual Support Plan (ISP).

3/27/2020

A monitoring system will he developed to ensure implementation of the ISP and meaitime
programs will be completed by Compliance Specialists, QDDPs, Home Managers and DTSS.

3/27/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):




For Client 1, staff will be re-inserviced on appropriate training techniques and implementation
of the Individual Support Plan {ISP} program "Dining Etiquette" dated 11/27/18, to ensure staff
are offering napkins or prompting Client 1 to wipe face whenever eating or drinking; to have a
napkin available at every meal or snack and to occur at every given opportunity as
appropriate.

3/27/2020

For all other individuals residing within the State Building ICF, staff will be re-inserviced on
mealtime pragrams as outlined in the Individual Support Plan {ISP).

3/27/2020

A monitoring system will be developed to ensure implementation of the ISP and mealtime
programs will be completed by Compliance Specialists, QDDPs, Home Managers and DTSS.

3/27/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

A monitoring system will be developed to ensure implementation of the ISP and mealtime
programs will be completed by Compliance Specialists, QDDPs, Home Managers and DTSS.

3/27/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The ICF Administrator will be the responsible person for monitoring and to ensure compliance.

3/27/2020

NOTE: Please remember to attach any supporting documentation - education provided;
auditing tools; new or revised policies and procedures, etc.







DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/26/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

286107

(X2} MULTIFLE CONSTRUCTION

A BUILDING

B, WING

(X3) DATE SURMVEY
COMPLETED

02/14/2020

NAME OF PROVIDER OR SUPPLIER

400 STATE BUILDING

STREET ADDRESS, CITY, STATE, ZIF CODE
3104, 3070, 3071 STATE AVE
BEATRICE, NE 68310
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PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

06}
{EACH CORRECTIVE ACTION SHOULD BE COMPLETICN

DEFICIENCY})

CROSS-REFERENCED TO THE APPROPRIATE

DATE

W 197 | ACTIVE TREATMENT
CFR(s): 483.440(a}(2)

Active treaiment does not include services to
maintain generally independent clienis who are
able to function with litthe supervision or in the

This STANDARD ig not met as evidenced by:

Based on observations, record review, and
intarvisws the facility falled to ensure that 2 of 4
sampled clients admittad to the facility had
developmental needs requiring continuous active

alt clients residing at the facility. The facility
census was 18 at the time of the recentification
EUrvey.,

Findings:
A. Client2

1) Obsaervations on 2/3/2020 (4:50pm-6:25pm),
2/4/2020 (11:40am-12:26pm), and 2/6/2020
(7:15am-7:45am) revealed Client 2 actively and

required little to no staff interventions related to
daily living and developmental skills. These
obgervations identified Client 2:

a. Verbally communicated clearly and sffectively
their wants and nesds and asked diract and
approptiate questions to direct support staff and
the surveyor,

absence of a continuous active treatment program.

treatment services. This had the potential to affect

independently participated in their environment and

w197

LABORATORY DIRECTOR'S.OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

QYL Undbnoohole

TITLE

TCOHE

(X6} DATE

3500

Any deficiency statement ending with an astarisk (*) denctes a deficiancy which the institution may be axcused from correcting providing it Is determined that
other safeguards provide sufficient protecion to the patients . (See Inatructions.) Except for nursing homes, tha findinge slated above are disclosable 90
days following the dute of survey whether or not a plan of correction I provided. For nursing homes, the above findings and plans of correction are
disclosable 14 days followinp the date these documents are mads avallable to the faciity. If deficiencies are cited, an epproved plan of comection is requisite

1o continuad program participation.
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W 197 | Continued From page 1 w197

b. Independently prepared meals and snacks
using the stove, oven, microwave, and toaster: (1)
breakfast- cooked oatmeal and mixed with banana
and honey; made toast and prepared coffee, milk,
and juice; (2) lunch-assisted staff to cook a grilled
cheese sandwich, and prepared their own
vegetables and drinks; (3) supper-prepared 3
baked burritos, a bowl of blue berries, and drinks.
Client 2 independently took food tempearaturas and
verified said temperatures with staff to snsure food
was safe to eat. Client 2 asked staff for assistance
in use of the stove and oven for correct cooking
temperatures and due te fear of hot surfaces.
Client 2 was knowledgeable about and utilized
oven mitts to prevent burns from hot pots and

pans.

c. Client 2 ate independently. Client 2 taok single
bites, adequate in size, chewed bite before
swallowing, and either paused or set fork down on
the piate between bites. The client took sips of
their drink(s) betwaen bites. The client did not talk
with food in their mouth. Client 2 had no episodes
of gagging of coughing that would indicate choking
or difficulties with drinking or feeding themselvas.

d. Possessed the basic developmental skills of
toileting, maintaining privacy, dressing, grooming,
and personal hygiene cares needed for
independence.

8. Independently completed Jaundry and clothes
care tasks,

f. Used leisure time appropriately by making
personal phane calls, prepared game console and
played video games, took naps in their bedroom,
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completed personal shopping in the community
{with 2 staff), played cards/board games, and
watched television {game shows and news
channels). Client 2 was able to have conversations
regarding current news evants with direct support
staff and the surveyor,

g. Was able to read, tell time, and had writing
skills. Client 2 would request they be provided
"quiet time" betwaen work activities and leisure
tima in order for the client to write letters to their
attomney, a local judge presiding over a case
invalving Client 2, Jocal palitician(s), and the
Surveyor.

h. Possessed hasic telephone and computer

| skills, including accessing intsrnet websites for

music entertainment during meal and leisure
times.

i. Observations revealed the facility provided Client
2 with two to one staffing supervision lavels at all
times during waking hours from &:00am to
11:00pm. Constant visual supervision and
15-minute checks were provided when Client 2
utilized the bathroom, slept in their room, and
\sisure time on the living unit. During transitions
from the living unit, when completing janitorial job
tasks, and when in the community stafl were
pasitioned dirsctly on either side of Client 2 due to
behavioral risks.

j- During observations o n 2/4/2020
(11:40am-12:26pm) and 2/5/2020 (7:15am-7:45am)
Client 2 displayed and engaged in verbal and
physical aggression toward direct support staff,
supervisory siaff, and the surveyor which included:
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(1) Yelling and screaming in a loud voice

(2} Verbally threatening to do staff bodily harm

(3} Using profanity, racist comments, name
calling, kelittling and derogatory remarks

{4) Invading direct care staffs personal space,
lunging at staff in an intimidating manner {flaying
arms out st their sides and posturing by thrusting
chesi forward), and threatening physical harm

{5) Punching a table and walls with a closed fist
while yelling and cursing at direct support staff

(6) Flipped over then shoved an eight foot {wood
and metal) table across the day room. This
caused three chairs to be flipped ovar and
miscellaneous itemns on the table (paper, pens,
hand sanitizer, Kieanax, stc.) to be strewn in the
day room and hallway.

{7} Kicked and tipped over a love seat then shoved
the loveseat toward the supervisor who was sitting
in the living-room area.

2) Record review of the following documents
identified Client 2 (admitted to the facility on
11/22/19) was independent and requirad no training
programs for basic skill acquisition to address

daily living skill developmental deficits. The

facility's provision of active treatment services was
focused on the client's behavioral and mental
health needs.

a. Review of the "Assessment
Admission/Discharge” (dated 11/28/18} identified
Client 2 was independent in the following skills:
feeding, drinking, grooming, dressing, bathing,
mobility/ambulation, and receptive/axpressive
communication. The client was able to: reed
survival words and simple printed material,
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instructions, telf time (and associated avents
related 1o time periods), perform errands, and
make small purchases with cash money, writing
checks, or use of a debit card.

b. Client 2's Individual Support Plan (ISP, dated
11/22119 (edmission) and subsequent meefings
dated 11/26/19 and 12/19/19) identified that Client
2 was an emergency placement at the facility due
to aggressive behaviors, property damage,
significant safety concerns, and law enforcement
involvement in the community. On 11/25/19 (three
days after admission} Client 2 was placed in
emargency protective custody (EPC) with law
enforcament and transferrad from the facility to the
Lincoln Crisis Center due to significant safety
concems, threats, maladaptive behaviors, and for
mental health evaluation.

Client 2's ISP identified the client was able to
verbally communicate wants and needs. Client 2
independently groomed (used a disposable razor
for shaving), dressed, toileted, completad
laundry/clothing care, bathed/showered, read,
walked/ambulated, utilized money/debit cardiwrite
checks, and could tell time. Client 2 indepandently
fed themselves, mada/prepared their own meals,
completed table setting steps, cleaned-up after
meal, expressed food preferences and dislikes,
and assisted staff with meal planning. The client
independently participated in recreational activilies
which included playing X-box, lifting weights,
free-style rapping, writing music, watching sports,
and playing basketball, cards, and the drums.
Cliant 2 indepandently navigated a computer,
phones, and electronic devices. Client 2 was
knowledgeable about and could indepandently
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take their medications. The ISP documented that
Client 2 identified they were most proud of being a
published author, political advocate, being athletic,
and completing custodial jobs and cleaning cars
with great detail. The ISP included no evidence
that the facility had implemented active treatment
training and teaching of daily living skills (as
identifiad above) for Client 2,

Further raview of the ISPs identified Client 2 had
skill maintenance programs for medication
administration, money management, and bedroom
cleaning/maintenance, even though Client 2 was
independent in these skills, The ISP identified the
facility developed six behavior programs to address
Client 2's behaviors which included a goal to
increase pro-social communication and goals to
decrease property destruction, verbal aggression,
physical aggression, and suicidal and homicidal
ideations.

The ISP identified multiple fights restrictions
specific to behavioral, safety, and
suicidal/homicidal precautions including:
psychotropic medications (Prazosin and
Quietispine), 2:1 supervision, 15-minute visual
checks, all sharps locked unless in use, limited
access io fire starting materialsfightars,
scheduled phone calls to guardian, no access to
internat, ne hotror or rated 'R' movies, and a crisis
safety plan addressing physical and mechanical
restraints.

¢. Review of the “"Annual Independent Living Skills
Assessment Summary” (dated 12/19/19) identified
Clisnt 2 was independent in all areas of self-help
skills including toileting, personal hygiens, hand
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washing, bathing, applying |otion, oral hygiene,
grooming, dressing/undressing, sating, being
appropriate while eating, and mealtime activities.
Client 2 was independent in areas of home living
skills including dining, meal preparation, meaktims
claan up, clothing care {washing, drying, end
putting away items), and household care chores.
The assessment identified the client needsd
minimal verbal prompting when utilizing the
stove/oven or completing tasks such as
vacuuming, mopping, emptying garbage, and
cleaning windows/mirrors. The social
developmental skills section of the assessment
identified Clisnt 2 enjoyed being around and
socializing with others. Client 2 had skills to
engage with other when sociglizing and human
sexuality needs. The client was independent in all
areas of safety skills, medication administration,
and cognitive skills of money management,
utilization of numbers (dates, social sscurity
numbers, etc.), time concepts, reading, writing,
and identification of colors. Client 2 was
independent in recreation/leisure, community
integration, and shopping skills. The assessment
identified Client 2's independent living skills
needed to addresss teaching the client how to
take responsibility for their aggressive behaviors
and in appropriate social actions.

d. Reviaw of the "Transition Planning: Individual
Risks, Protections, Suppotts and Services” (dated
12/19/19) identified Client 2 was capable of
racognizing hazardous environments,
independently ambulated and transfsrred in/out of
vehicles, and independently complated all daily
living skills. This assessment identified Cliant 2
required no direct cccupationsl, physical,
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recreation, and/or specialty healthcare therapies.
Clisnt 2 was employed and paid by the facility for
completing custodial jobs. Client 2 had two to one
staffing (6:30am - 11:00pm and when off of the
living unit) for training/safety needs, and for staff to
be immediately available to provide neaded
redirection and intervention for behavioral risks.
Client 2 had a BSP, safety plan, and crisis
intervention plan to address the client's verbal and
physical aggressions, property destruction,
elopements, and suicidal and homicidal
ideaticns/attempts. This document identified that
these behavioral plans, "somefimes they are not
successful in protecting me and others when | am
aggressive."

€. Review of the "Nutritional Evaluation” (dated
12117119) identified Client 2 ate independently.
Client 2 wes able to express food preferences and
dislikes. Client 2 preferred to and independently
prepared their own meais. The client assisied with
meal planning, food preparation, table setting and
clearing. Client 2 was diagnossd with GERD
{Gastroesophageal reflux dissase).

f. Review of the "BSP Post Admigsion Report,"
(dated 12/19/19) identified that from 11/22/19 -
12/15/1@ Client 2 had na incidents of property
destruction, did not engage in suicidal and
homicidal ideations, and no attempts to elopa.
This report identified that Client 2 was independent
in daily living skills to be sucesssful in community
placement. The BSP was implemented to provide
supports so that Client 2 would be able to manage
thelr behaviors and mental health symptems and
decrease targeted aggressive behaviors.

W 197
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g. Review of the "Evaluation and Management”
(admission history and physical, dated 12/31/19)
identified Client 2 was diagnosed with autism
spectrum disorder (history of developmental
disability), moad disorder, personality history, and
GERD. The physician identified that Client 2 had
a full scale 1Q of 86, (This IQ diagnosis was
identified in 7/29/15 comprehensive IQ evaluation
assezsment received as collateral documentation
at the time of Client 2's admission.)

h. Review of the "Annual Dental Examination”
(dated 12/11/19) revealed that the dentist identified
Client 2 was independent and had “Very good oral
care. [Client 2] does floss. Perlodontal health very
good."

i. Review of Client 2's "Admission Psychological
Assessment’ (dated 12/6/19) identified the
following diagnoses: Autism spectrum disorder (by
history and without intellectual impairment),
generalized anxisty disorder, post-traumatic stress
disorder, and parancid personality disorder. The
facility's Psychologist identified in this

assessment that based on the cognitive and
paychological testing results that Client 2 "would
not and doss not mest the criteria for an
intellectual disability™, but dua to the identified
Autism specirum disorder (by history) deemed
Client 2 eligible fot developmental disability
services,

|- Review of the documents completed by the
facility's Psychiatrist tiled "Evaluation and
Management" (dated 12/19/8, 12/26/18,
1/9/2020, and 1/24/2020) revealed Client 2 was
prescribed psychotropic medications Prazosin and
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Quistiapine for behavior management. These
documents identified Client 2's diagnoses to be
Autisrn spectrum disorder (by history and without
inteflectual impairment), paranoid personality
disorder, post-traumatic stress disorder, and
generalized anxiety disorder.

3) Record review of General Evant Raporis {CERSs)
and associated documents identified Client 2's
involvement in incidents of physical aggression to
staff and law enforcement involvement.

a. Review of a GER and Preliminary Event Review
(PERs} revealed an incident occurred on 11/25/19
in which Client 2 was transferred to the Mental
Health Crisis Center in Lincoln. According to the
GER and PER, due to safety concerns, threats
made to staff and Client 2's unwillingness to
participate in medication changes or medication
beyond their current regimen, the Clinical Services
Administrator contacted the Mebraska State Patrot
(NSP). Client 2 was determined to be a risk to
themselves and othars and the NSP initiated
emergency protective custedy and transportad
Client 2 to the Mental Health Crisis Center.

b. Review of a GER and T-Logs (electronic
communication log) revealed an incident occurred
on 2/10/2020 in which Client 2 physically attacked
staff. According to the GER and T-Log, a
supervisor was delivering a message fo Client 2
from nursing staff and the subject of law
enforcement surfaced within the cornversation.
Client 2 shoved the supervisor and tried to break
the supervisor's phone. Client 2 graspad the
supervisor's throat and lunged forward, hitting the

w197
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supervisor with closed fists. Client 2 continued to
aggress toward the supervisor, requiring three staff
to physically intervene with Client 2's aggression.

4) Interviews with Client 2 and facility staff verified
Client 2 was independent in or capable of
demonstrating devalopmental and daily living skills
and resided at the facility dua 1o behavioral or
mental health needs.

a. During interviews on 2/3/2020 at 5:10pm (in the
presence of Staff F and J) and 2/5/2020 at 7:18am
(in the presence of Staff B and {) Client 2
confirmed that the facility was the fitth placement
they had been in since May 2019. Client 2
idantified they had to go to court bacause of an
incident at one of the former sarvice providers.

Client 2 reported they were taken by law
enforcement to a local crisis center after being [
admitted to the facility because they ware being
aggressive,

Client 2 raported they were independent in
cleaning their bedroom and the Jiving unit, laundry
taeks, showering/bathing, personal hygiene,
shaving, eating, drinking, tooth brushing and
flossing, dressing, and grooming. Client 2 reported
they earned pay for janitorial work and were able to
indepandently utilize monay/debit card to
purchasa personal iteme, Cliant 2 identified they
ware able to communicata verbally, in writing, and
on the phone with facility staff, their attorney,
guardian, and other politicians. Client 2 verified
they had written a book in 2015 about being
autistic.

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED

206107 8. WING 02/14/2020

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z)P CODE

3104, 3070, 3071 STATE AVE
400 STATE BUILDING
BEATRICE, NE 6830
xao | SUMMARY STATEMENT OF DEFICIENCIES o PROVDER'S PLAN OF CORRECTION 5
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 197 | Continued From page 10 w197

FORM CMS-2567(02-89) Previcus Versions Obanlete Evant |D:45EN1

Fedllty 1: ICFMRO7

IF continuation shest Page 11 cf 28



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/26/2020

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMEMT OF DEFICIENCIES ®1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
28G107 B.WING 02/14/2 020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, AP CODE
3104, 30T, 3071 STATE AVE
00 ST.
400 STATE BUILDING BEATRICE, NE 68310
>4 o SUMMARY STATEMENT OF DEFICIENCIES [#] PROVIDER'S PLAN OF CCRRECTION o5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
W 197 | Continued From page 11 w1e7

Client 2 confimed they were indepandant in meal
preparations, cocking, serving, and clean-up after
the meal. Client 2 reported being able to follow
recipes and menus provided by the facility. Client
2 verified they know how to use the microwave,

toaster, stove, and oven,

| Client 2 reporied they planned their recreation and

leisure time and didn't like staff telling them what
to do. Client 2 liked to go the facility's gym to play
basketball and lift weights, play video games
against staff, watch television, play cards, call
family members, complete personal errands,
and/or hang out on the living unit,

Client 2 verified they had training programs for

behaviors and medication administration programs.

Client 2 revealed their medication program was 1o
check off the electronic medication sheet. Client 2
admitted to refusing to participate in the program
becausa the cliant already knew how to take their
medications. According to Client 2 they could
indepsndently take their madications and knew the
names of madications, dosage, the rationale for
use, times, and how to take the medications.

b. Interview with Staff F on 2/4/2020 at 4:52 pm
and 2/5/2020 at 3:20pm, confimed Client 2 was
independent and did an excellent job with
completing personal hygiene, grooming,
showening, toilsting, dressing/undressing, brush
and floss teeth, shaving, and eating/drinking. Staff
F added that Client 2 would shower up to three
times per day because the client cared about their
appearance. Client 2 independently used an
elactric razor to shave thelr hesd daily. Client 2
was capable of doing all steps 1o preparing and
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cooking their meals indepandently, but did
pccasionally ask for staff assistance with the
stove/oven. Client 2 was capable of doing janitorial
wark independently and wanted to get a job in the
community doing such. Client 2 completed
madication administration and knew their meds,
but wanted staff to deliver and provide Client 2 their
medications. Client 2 could communicate their
wants and needs verbally and in writing. Staff F
verified they had read a 400 page book that Client
2 authored and published. Staff F verified that
Cliant 2 had behavior support plans 1o address
verbal and physical aggression, elopement, and
suicidal thoughts. According to Staff F, Client 2
had a hard time controlling their anger and rage
which caused the client to yell and scream, get in
staffs face, use lots of curse words, threaten to
harm staff and propeity, and elope. Staff F
reported that Client 2 repeatedly stated they
wanted a reason to sue the facility for 2.1 million
dollars as Client 2 had tried to sue the State of
Nebraska Corrections Department. According to
Staff F, Client 2 tried to bait staff into arguments
by using verbal aggression and threats so the
clisnt could get a reaction from staff and a reason
for Client 2 to becomne violant. Staff F revealed
during incldents of aggression Client 2 would
repeatadly talk about being in prison for four years
and that Client 2 knew how baat up staff. Staff F
did not know why Client 2 was at the facility,
axcept the client was provided structure. Stafi F
identified that Client 2 was not like some of the
other clients that needed assistance with their
daily living skills.

c. Interview with Staff | on 2/6/2020 at 10:13am
canfirmed Client 2 was at the facility instead of jail
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or the ragional center. Staff | verified Client 2 was
independent in showering, tolleting, personal
hygiene, dressing/undressing, brushing teeth,
grooming/shaving, eating, and drinking, Client 2
had skills to complete steps for meal preparation,
cooking, sefving, eating, and completing clean-up.
Staff | identified Client 2 independently made their
own oatmeal and coffee each morning and got
their own snacks and drinks. Client 2
communicated independently verbally and in
writing. Client 2 wrote seversl letters per week to
various providers, politicians, judges, and the
facility. Staff | verified Client 2 had programs
addressing medication administration and behavior
and safety plans. According to Staff |, Client 2
knew their medications, why they were prescribed,
could independently take them, and how
document on the facility's electronic MAR
{medication administration record). Staff | reporied
Client 2 was at the facility for their anger
management issues, According to Staff i, Client 2
yelled, screamed, threatened harm, made insuiting
remarks, got face to face with staff and screamed,
and was physically aggressive toward staff. Chent
2's behavicrs were unpredictable and aggressive.
Staff | reported they believed based on Client 2's
behaviors and skills that the client had mors
mental health needs than developmental disability
needs.

d. Interview with Staff A on 2/6/2020 at 11:38am,
identified Client 2 was at the facility due to
behaviorzl problems in community based services
which resulted in Client 2 being in legal trouble.
Staff A confirmed Client 2 was independent with
skills for showering, toileting, personal hygiene,
dressing/undressing, brushing teeth,
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grooming/shaving, eating, drinking, and taking their
medications. Client 2 was able to cook
independently with a few staff prompts. Client 2
was able to speak their mind and communicate
verbally and in writing. Staff A identified that Client
2 had programs for medication administration,
money management, and behavior and safety
plans. Howsver, Client 2 refused to participate in
the medication program and told staff it was their
job to get the client's medications and complete
the dacumentation. Staff A verified Client 2 knew
thair medications and how 1o take them. Staff A
confirmed Client 2 was verbally aggressive,
destroyed property, physically aggressive, and
aloped one tims from the facility but not off of the
campus. Staff A reported Client 2 displayed verbal
aggression and threatened staff daily. Client 2
would posture and get nose to nose with staff
while screaming and using profanity. Client 2
punched walls, and threw chairs/fumiture and
iterns from tables. Staff A verified that Client 2 was
sent to a local crisis center due thelr aggrassions
and for evaluation & couple of days after being
admitted to the facility. Vhen agked what active
treatment skills were being taught to Client 2, Staff
A replied that Client 2 was not baing taught active
treatment skills. Staff A reported Client 2 did not
belong at the fadility, as the client did not need the
facility's help for skill acquisition of basic daily
living skills. According to Staff A, the facility did
not have the supports to meet Client 2's specific
behavioral or mental health neads.

a. Interview with Staff B on 2/8/2020 at 12:51pm,
confirmed Client 2 had programs {o address
bedroom malintenance/cleaning, medication
administration, money management, and

FORM CMS-2567(02-9) Prewous Versions Obsolels Event |D: 4SE111

Fadlity ID: ICFMRO?

If continuation shest Page 15 of 28



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/26/2020

behavior/safety plans to address the clients verbal
and physical aggressions. Staff B verifisd Client 2
did very well with cleaning and room maintenance,
knew how to take their medications, and how to
use money, Staff B confirmed Client 2 was
independent in laundry tasks, eating, drinking,
toileting, showering, dressing/undressing, gave
themselves haircuts, shaving, and tooth
brushingfflossing. Client 2 had meal preparation
skills, cooked well, used the stove/oven and
microwave. But Client 2 acted like they couldn't
cook 50 that staff would cook for the client. Staff B
verified Client 2 cooked their own breakfast and
lunch each day. Staff B verified that Client 2's
hehavior/safety plans were to addrass Cliant 2's
verbal (screaming and yeling) and physical
aggression, threatening harm to others/staff,
getting face io face with staff and posturing,
belittling, property destruction (flipping tables and
| throwing objects) and inappropriate social skills
{cursing and eloping}. Staff B reported Client 2
knew right from wrong and had no remarse for their
behaviors. According to Staff B, Client 2 refused
facility supports and teaching of new skills to deal
with their anger management and behaviors. Staff
B stated, "Wa can't teach if he wan't sccept our
| help.” Staff B reported they did not know what else
| the facility could do to help address Client 2's
'. aggressive behaviors and mental health needs.
| Staff B identified that Cliant 2 would benefit from
supports or treatment at another facility better
equipped 1o meet Client 2's aggressive and mental
heaith needs.

{. Interview with Client 2's Qualified Intalectual
Disabilities Professional {(HDP-8) on 2/10/2020 at
1:17pm, confimned Cliant 2's ISP included: (a)
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maintanance programs for medication
administration, money management, and bedroom
cleaning’ and (b) six programs to address Client
2's social communication, verbal aggression,
physical aggression, property destruction, and
suicidal and homicidal ideations.

Q| DP-B verified Client 2 was independent in
grooming/shaving, tooth brushing/oral cares,
shower/bathing, toileting, dressing/undressing,
eating/drinking, communicating wants and needs,
and basic meal preparations skills. QIDP-B
reported Client 2 was not confident using the stove
and needed minimal verbal prompting when doing
meal preparations. Staff also provided prompting to
Client 2 to complete clean up tasks after meals as
Client 2 usually refused. QIDP-B reported Client 2
was very independent and capable of completing
day to day living activities and tasks.

QIDP-B confirned that Client 2 did nof have an
intellectual disabilities diagnosis, however, the
clisnts Autism diagnosis qualified them for
services. The facility was the fifth placement for
Client 2 since being approved in May 2019 for
developmental disabilities services. Currently
Client 2 was involved in a court case regarding &
behavioral/assaultive incident toward a staff and
thair vehicle at the previous community based
provider whera Client 2 received services. When
asked why Cliant 2 was receiving services at the
ICFIID facility, QIDP-B replied that Client 2 needed
help with their mental health, aggrassions, and the
facility provided a more structured environment.
QIDP-B verifiad that Client 2 recsived mental
heslth sarvices and 1:1 tharapies with a facility
psychologist. QIDP-B identified that Client 2 and
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their guardian refused medication changes for
mental health stabilization and trestment as
recommended by the facility’s physicians.
Additionally, Client 2 was not open to learning new
coping mechanisms to address their aggressions.
According to QIDP-B, if Client 2 could get their
mental health and aggression stabilized they could
have an independent life in the community. When
asked if Client 2 belonged and was in need of
ICFIID level care, QIDP-B raplied "No."

B. Client 3

1) Observations on 2/3/2020 (5:00pm-6:00pm),
2/4/2020 (11:30am-11:50am}, 2/5/2020
(8:13am-8:15am and 9:03am-98:45am), 2/6/2020
(1:00pm-1:45pm) and 2/7/2020 (7:45am - 8:20am)
revaaled Client 3 to activaly and Independently
participate in their environment requiring little to no
staff interventions related to daily living and
developmental skils. Observations identifiad
Client 3:

a. Verbally communicated clearly and effectively
with direct support staff, peers and the surveyor.
b. Possessed the baslc developmental skills
(eating/drinking, toileting, dressing,
grooming/hygiene) needed for i indepandence
and privacy.

¢. Used leisure time appropriately

d. Independantly mada coffee, set the table,
tleaned kitchen areas, and loaded the dishwasher
€. Used s microwave to rehest food and
read/interpreted food preparation diractions

f. Was able to read, identify numbers and
possessed rudimentary writing skills

g. Accurately conversed on current events with
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direct support staff, peers and the surveyor
h. Possessed rudimentary computer skills

i. Wore & watch and accurately identified the time

Observatiohs identified the facility provided Client 3
with supervision levels ranging from constant visual
supervision to staff positioned directly at Client 3's
side dus to the potential for behaviors.

2) Revisw of Client 3's records identified Client 3
as indepandent or capable of demonstrating
developmental and daily living skills, with the focus
of facility's services directed at behavioral or
mental health needs. Specifically:

a. Review of Client 3's Individual Support Plan
(ISP) dated &/27/19 identified Client 3;

- As an effective verbal communicator who
communicated wants, needs and thoughts using
long complex grammatically corract statements.

- To possess strengths/abilities in several areas of
independent living skills. Client 3 independently
used the restroom in familiar areas and was
capable of demonstrating many indepandent living
skills.

- As able to withdraw, secure, carry and spend
small amounts of money.

- Completed custodial, recydling and vehicle
detailing work, earning $305.90 over the last 30
days.

- Had three skill training programs: to document
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the taking of their medications on their electronic
medication administration record (MAR) located in
Therap (an elecironic records system), to follow a
task analysie for keeping their money ledger
current, and a program to complete a task
analysis of their grooming/hygiene routine.

- Had a Behavior Support Program (BSP) to
address coping skills, participation in daily routine
and pro-social behaviors while working to decrease
verbal aggression, physical aggression,
seli-injurious behaviors, disrespectful bounderies
and comments, arguing and lying.

-With many rights restrictions specific to
behavioral, safety and suicidal/hamicidal
precautions identified in Client 3's Individualized
Safety Plan and Mental Health Behavioral Crisis
Intervention Plan (MHBCIP)

b. Review of Client 3's Independent Living Skills
Assessment (updated 5/27/19) identified Cliant 3
could complete the basic skills of taileting,

bathing, eating, hygiene/grooming, and oral
hygiene. Clisnt 3 nesded verbal prompts to gather
items/materials or to ensure Client 3 performed tha
task/skill. This assessment was updated from an
11/10/18 Independent Living Skills Assassment
competed at the time of Client 3's first admission
to the facility. According to the §/27/19 updats,
Client 3 skil levels were unchanged frorn the
original 11/10/18 assessment.

¢. Review of Client 3's ransitional planning
document dated 2/3/2020 identified Client 3 did not
currently require services or supports related to
speech and language, physical therapy or

W 187
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occupational therapy.

d. Client 3's Psychological Assessment dated
6/18/19 identified the following diagnoses: Mild
Intellsctual Disabilities, Neurodevelopmental
Disorder associated with prenatal alcohol
exposure, Postiraumatic Stress Disorder and
Conduct Disorder, Unspecified Onset, callous/lack
of ampathy type.

g. Client 3's 5/28/19 MHBECIP outlined a plan to
address Client 3's "target program behaviors" of
physical and verbal aggression, self-injurious
behaviors and suicidalhomicidal precautions.
Behaviors included physical vickence in various
forms, along with the use of sharp or blunt objects
to harm others. The plan also included the use of
physical restraint as needed.

f. Client 3's 12/16/19 Individualized Safety Plan
addressed safety concems related to behaviors of
physical and verbal aggression, self-injurious
behaviors and suicidal/homicidal ideation. The
safety plan outlined supservision levels basad on
the occurrence of behaviors and identified the
following rastrictions:

- Incraased staff ratios for off campus activities

- Use of vehicle safety locks and devices to
prevent removal of seat belts during transportation
- Restricted access to sharps (knives, scissor,
razors, or any items easily converted ta a weapon)
- On-person and area searches related to access
to sharps

- Limnited and supervised access to phone calls
and computers.
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g. Client 3's racord included a 5/24/189 letter from
the facility administrator to an aftorney regarding
Client 3's arrest and pending charges. The letter
identified Client 3 had been at the facility's Crisis
Stabilization Unit (CSU) from 10/31/16-4/1/19 and
could be readmitted to the facility on 5/28/19. The
facility's letter described the services provided as
“treatment and habilitativa care in the CSU, which
has been designed to provide behavioral,
psychiatric and medical interventions ta
Nebraskanswho have baen dstermined to be
developmentally disabled and whe, by reason of
mental health crisis, drug abuse, or other
circumstances are struggling in thair community
placements.”

h. Client 3's record included a 9/20/19 Order of
Frobation resulting from Client 3's conviction of
Assault in the Third Degree, a Class |
Misdemesanor committed on or about 5/12/19,
Further review of tha document identifisd Client 3
was to complete a probation period of 12 monthe.
One of the conditions of this probation was for
Client 3 1o "foliow all programming terms at
Beatrice Statement Developmental Center.” The
facility licensed and certified as 400 State Building
operates the CSU and is located at Beatrice State
Developmental Center.

3) Intetviews with Client 3 and facility staff
confirmed Client 3 as independent in or capable of
demonstrating developmantal and daily living skills
and resided at the facility due to behavioral or
mental heslth needs. Specifically:

a) Cliert 3 {interviewed 2/11/2020 at 11:10am in
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the presence of Staff N} confimed they had been
in jail prior to returning to the facility. Client 3
stated they wera sent to the facility to do their
prabation as they “attacked someone" by
punching them in the face. Client 3 reported it
was a staff person they punched while living in a
group home operated by a community provider,

Client 3 reported they were independent in
eating/drinking, communication, using the
bathroom, dressing and grooming. According to
Client 3, they knew how to shower and take care
of their dentures, but often choose not to complete
the tasks as they were "tired” or "not in the

mood". Client 3 reparted they could make their
own mesls in the microwave or crock pot and was
learning to cook on a stove top.

Client 3 reporied they took Risperdal and
Depakote stating these were the medications they
"needed the most" as these medicatiohs ware for
behaviors. According to Client 3, they saw a
facility psychologist one time per week to learn
how 1o talk about and express feelings and

emotions. Client 3 reported they could get rather
upset and "go overboard” in how they reacted.

Client 3 confirmed training programs were in place
| for their behaviors, hygiene, medication
administration and money skills. According to
Client 3, they had already learned how 1o take
their madication and documented the taking of the
madication in their MAR. Client 3 stated they
knaw how to do all the things listed in the hygiene
program and the program was a checklist to make
sure hygiene tasks were complated. Client 3
reported they could do most to of the tasks in the
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money program and had a program to help with
hehaviors.

Client 3 reported they wera to ramain at the facility
until they completed their probation at which time
their interdisciplinary team would see if they could
find an "EFH" (extended family hame) that would
take Cliant 3,

b} Interview with Staff N {on 2/5/2020 at 9:10pm
during an observation of Client 3 cleaning at Bear
Creek) confirmed Client 3 required litle to no
assistance to complete the custodial tasks. Staff
N stated their presence was due to Client 3's
required supervision levels and to redirect Client 3
should Client 3 rush through the task and miss a
step in the cleaning process.

c} Interview with Staff | {on 2/6/2020 at 11:05am)
confirned Client 3 was independent in
eating/drinking, communication, toileting,

dressing, and denture care. According to Staff |,
Client 3 would lie about taking a shower, but knew
how to shower and possessad graooming/hygiene
skills, Staff | reported Client 3's readmission to

the facility was due to behaviors that resulted in
jail. Staff | reported Cliant 3's behaviors were angsr
based and lead to physical aggression.

d) Interview with Staff H {on 2110/2020 at
12:30pm} confirmed Client 3 readmission to the
facility due to anger issues, particularly directed at
women. Staff H reporied Client 3 was ordered 1o
complets their probation at the facility. According
to Staff H, Client 3 was independeni in
eating/drinking, communication, toileting,
dressing, denture care and grooming/hygiene.
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Staff H roported Client 3 does not always shower,
but had the skills 1o do s0. Staff H reported Client
3 completes bath their medication and money
programs without staff assistance. Staff H stated
Client 3 had a BSP as Client 3's behaviors al
came fram anger.

) Interview with Staff G (on 2/11/2020 at 11:59am)
confirmed Client 3 was at the facility instead of jail.
According to Staff G, Client 3's heeds were related
to anger igsues, primarity physical aggression and
verbal threats. Staff G (a fernale staff) confirmed
they had been "sttacked" by Client 3 and Client 3
targats women when angry. Stsff G reported
Client 3 is at the facility to work on anger
management, coping skills, medication
administration and money skills. Staff G
confimed Client 3 was independent in
eating/drinking, communication,
bathing/showering, dressing, denture care and
groom/hygiens, but would refuse to complete
denture care or lie regarding the completion of
showers,

f) Intesview with Client 3's Qualified Intellectual
Disabilities Professional (QIDP), on 2/10/2020 at
2:15pm, confirmed Client 3's ISP included: a BSP
with multiple goals specific to target behaviors, a
medication administration program in which Clisnt
3 was malntaining progress, a grooming program
designed as a tagk analysis to assese completion
of skills and a money program for which Client 3
needed assistance to keep a ledger.

The QICP confirmed Client 3 was independent in
eating/drinking, communication, toileting, dressing
and denture care. The QIDP reported Client 3
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needed supervision to ensure they completed
grooming and hygiena tasks and would lie about
showering.

According to Client 3's QIDP, Client 3 returned to
the facility a= they were in jail, having been
arrested after attacking a staff person at their
community based group home. The QIDP stated
Client 3's probation continued through October
2020 and was to take place at tha facility. The
QIDP stated Client 3 had behavioral and mental
health needs which required higher levsis of staff
supervision.

Interview with the facility Administrator on
2/11/2020 at 1:30pm confirmed:

1) Client 2 was admitted to the facility as an
emergency placement due to Client 2's aggression
in a community based program. The Administrator
identified that Client 2 required a structured
environment and enhanced supervision (2:1) to
address Client 2's aggressive behaviors and
mantal health needs. According to the
Administrator, Client 2 was independant in their
daily living skills, medication administration, and
required lite to no staff intervention for cooking
and personal shopping. The Administrator verified
that Client 2's plan at the facility's "Crisig
Stabilization Unit* (CSU) was established to
address Client 2's socially inappropriate behaviors
and communications, mental health needs, and
medication oversight.

2) Client 3 was readmitted to the facllity based on
an emergency situation. This readmission
accurred after Client 3's arrest and jailing for
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attacking staff at Client 3's community based
group home. The administrator reported the
community based provider did not have the
supports or treatment in place which Client 3
required. According to the administrator, Client 3
required structure and extra supervision provided
by CSU to address Client 3's behavioral needs.

The Administrator reported admission {o the
facility's CSU was authorized by the State of
Nebraska Department of Developmentat
Disabilities. According to the Adminisirator, the
Department had a screening process, with
referrals coming from Servica Coordination. The
Administrator reported that although each client
situation were different, the goal of the CSU was to
have clients transition thought the program within a
90 - 120 day time frame. (Note: Client 3 was
readmitted to the facility on 5/28/18 with a plan to
stay into October 2020 for the completion of their
probation; well beyond the 90-120 day time frame.)

W 248 | PROGRAM IMPLEMENTATION
CFR{gs): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan, each
client must receive a continuous active treatment
program consisting of naeded interventions and
services in sufficient number and frequency to
support the achisvement of the cbjectives identified
in the individual program plan.

W197

W 249
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This STANDARD is not met as evidenced by:

Based on observations, interviews and record
review, the facility failed to ensure mealtiime
programs wers implemented as outlined in the
Individual Support Plan (ISP) for 1 of 2 clients in
the sample. This failure had the potential to affect
all clients residing at the facility. Facility census
was 18 at the time of the survey.

FINDINGS:

Review of Client 1's ISP, dated 11/12/2019,
revealed it included a program which focused on
using a napkin to wipe Client 1's face during meal
or shack time when eating or drinking. The training
program specified the frequency for
implementation "should occur at every given
opporiunity as appropriate.”

Observations identified staff did not implement
“Dining Etiquette” ISP program, dated 11/27/2019
during 3 of 4 meals.

Qbservation on 2/3/2020 from 5;19pm - 5:46pm
identified Staff C did not offer a napkin or prompt
Client 1 to wipe Client 1's face during or after the
meal.

Observation on 2/4/2020 from 12:33pm - 1:00pm
identified Staff D did not offer a napkin or prompt
Client 1 to wipe Client 1's face during or after the
meal.

Observation on 2/5/2020 from 11:55am - 12:54pm
| identified Staff € and Staff D did not offer a napkin
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or prompt Client 1 to wipe Client 1's face during or
after the meal, during which Client 1 was cbserved
to have saliva dripping of their face multiple timas.

Interviews with Staff D on 2/6/2020 at 12:55pm and
Staff E on 2/11/2020 at 10:36am revealed staff
were not able tc identify a program that was to be
implemented during meal and snack times without
checking Client 1's record.

Interview on 271172020 at 11:37am with Qualified
Intellectus! Disabilities Professional (QIDP) A
confirmed: 1) Staff should be offering napkins and
prompting Client 1 to wipe Client 1's faca whenever
eating or taking a drink, 2) Client 1 should have a
napkin available at every meal or snack, and 3)
Client 1's program was not implemented correctly

a majority of the time based on surveyor
observations.

W 249
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Representatives of the DHHS, Division of Public
Health sonductad a Recertification survey on
2{3/2020 - 2/11/2020 in order to determine
compliance with Federal regulations at Appendix
Z, Emergency Preparednass. The facility was
found to be in compliance with regqulatians.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE {Xd} DATE

TTLE
(o Unlaochek, TCFA 3-5-40
Any deflciancy statement snding with an astesizk {*) denctes a deficiency which the institution may be excusad from comecting providing it is determined that
other safeguards provide sufficient protection io the patienis . (Sze insiructions.) Except for nursing homes, the findings stated above are disdosable B0
deya following the date of survey whether or nol a plan of camection is provided. For nursing homes, the above findings and plane of correclion are
disciosable 14 duys following the dais these documents are made avalatie to the facility. [f deficiencies are cited, an app d plan of correction is requisite
to continued program participation.
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NEBRASKA

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES

February 26, 2020

Dawn Urbaschek

400 State Building

3104, 3070, 3071 State Ave
Beatrice, NE 68310

Dear Ms. Urbaschek:
IMPORTANT NOTICE - PLEASE READ CAREFULLY

On February 3 - 11, 2020, DHHS representatives conducted surveys to determine whether your facility
was in compliance with Federal Condition of Participation requirements, State Licensure regulations, and
Life Safety Code Requirements for Critical Access Hospitals. Enclosed you will find the CMS-2587's
documenting the results of that survey. All references to regulatory requirements contained in this letter
are found in Title 42, Code of Federal Regulations and 175 NAC Chapter 17 Regulations Governing
Licensure of Intermediate Care Fagilities for Individuals with Intellectual Disabilities.

PLAN OF CORRECTION (POC)

A POC for each deficiency cited must be submitted to DHHS.AcuteCaraFacilities@nebraska.gov NO
LATER THAN 10 calendar days after recelpt of the CMS-2567's. Failure to submit an acceptable POC

timely may result in the imposition of Disciplinary Action. .
An acceptable POC must Include:

o The plan of correcting the specific deficiency. The plan should address the processes that lead to the
deficiencies cited;

« The procedure for implementing the acceptable plan of correction for the specific deficlency cited,

« The monitoring procedure to ensure that the plan of correction is effective and that specific deficlency
cited remains corrected and/or in compliance with the regulatory requirements;

o The title of the person responsible for impiementing the acceptable pian of corraction;

e PROVIDE THE DATE WHEN CORRECTION ACTION WILL BE COMPLETED. Correction dates
should be no later than forly-five calendar days from the exit date of the survey or March 27, 2020.

NOTE: Remember to attach coples of any auditing tools; education; revised or new policies/processes.

SIGNATURE ON FIRST PAGE OF THE 2567's: The first page must be signed by the provider/supplier
representative and faxed to _

Helping People Live Belter Lives



Page 2
February 28, 2020

We will notify you whether your plan of correction is or is not acceptable via emall. Subsequently, if your
plan of correction is not accepted, you must submit an addendum to your plan of correction within
ten (10) calendar days of the n

We thank you and your staff for your cooperation and assistance during the survey. If you have any
questions regarding this correspondence, please contact this office.

Sincerely,

A

Mark Luger - Program Manager 1}

DHHS Public Health - Licensure Unit
Office of DD and Behavioral Health

PO Box 84888, Lincoln, NE €8508-4986
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K 000 | INITIAL COMMENTS

42 CFR 483.470 The facility must meet the
applicable provisions of the 2012 Edition of the
Life Safety Code of the National Fire Protection
Association. This facility is governed by Chapter
33, Existing Residential Board and Care
QOccupanciés of the 2012 Edition of the National
Fire Protection Association [NFPA], Chapter 101
Life Safety Code.

400 State Building - 3071 State is a single story
building of Type V construction that was built in
1970 and is fully sprinkled.

The facility has 12 cartified beds. At the time of
the survey the census was 0 residents.

400 State Building - 3071 State was found to be
not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
483.470 Life Safety from Fire, and the related
National Fire Protection Association (NFPA)
Standard 101 - 2012 edition.

K0345 | Fire Alarm System - Testing and Maintenance
CFR(s). NFPA 101

Fire Alarm Sygtem - Testing and Maintenance

2012 EXISTING (Prompt)

A fire alarm system is tested and maintainad in

accordance with an approved program complying

with the requirements of NFPA, 70, National
Electric Code, and NFPA 72, National Fire Alarm

and Signaling Code. Records of system

acceptance, maintenance and testing are readily

available.

9.7.5,9.7.7, 9.7.8, and NFPA 25

This STANDARD is not mat as evidenced by:
Basad on record review and interview, the facility

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (¥8) DATE

Any deficiency statsment snding with an asterisk (%) denotes a deficiency which the insbitution may be excused from correcting providing it is determined that

olher safeguards provide sufficient protection to the patisnts. (See inetructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of comection it provided. For nursing homes, the above findinge and plans of comection are disclozable 14

daya following the date thass documents are made avallable to the facility. If deficiencies are cited, an approved plan of comection is requisite o continued

program participation.
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K0345 | Continued From page 1 K0345
failed to assure that all fire alarm devices were
labaled. |ms dehcrent practice iIncreased the
potentlal that the fire alarm would fsil to detect
smoke from a fire, which would affect alt
occupants in all smoke compartments. The
faclity consus was O on the day of survey.
Findings are:
Observations on 2-28-20 at 1:00 pm revealed, the
smoke detector in the Laundry Room failed to be
labeled or identified.
During an interview on 2-28-20, at 1:00 pm,
Facliity Staff A confimed the smoke detector
failed to be identified.
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45£111

COMPLETION
DATE

K0345

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

At the conclusion of the State Fire Marshal's walk through inspection, the Safety Coordinator
contacted GT Fire and Security to acquire information pertaining to the correct numbering of
smoke detectors on 3071 State / 411, On February 14, 2020, it was determined that this
smoke detector should be labeled as #3 to coincide with the inspection report. The Safety
Coordinator placed the appropriate #3 label on the smoke head in the laundry room of 3071
State / 411 on February 14, 2020.

2/14/2020

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S}):

At the conclusion of the State Fire Marshal's walk through inspection, the Safety Coordinator
contacted GT Fire and Security to acquire information pertaining to the correct numbering of
smoke detectors on 3071 State / 411. On February 14, 2020, it was determined that this
smoke detector should be labeled as #3 to coincide with the inspection report. The Safety
Coordinator placed the appropriate #3 label on the smoke head in the laundry room of 3071
State / 411 on February 14, 2020.

2/14/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

The Facility Maintenance Manager will monitor and ensure compliance.

2/14/2020

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The Facility Maintenance Manager will monitor and ensure compliance,

2/14/2020

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:




B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

NOTE: Please remember to attach any supporting documentation - education provided;
auditing tools; new or revised polities and procedures, ete.
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ICFDDO?7

COMPLETION
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w197

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DEFICIENCY:

For Client 5: During a recent Public Health survey on 8/27/20, it revealed that Client 5 actively
and independently participates in their environment requiring little to no staff inteventions
related to daily fiving and developmental skills. Observations identified Client 5 verbally
communicated clearly and effectively with direct support staff and the surveyor, possessed
basic developmental skills {eating/drinking, dressing, toileting, grooming/hygiene) needed for
independence and privacy; used leisure time appropriately; independently set the table;
retrieving items from the cupboard; used a microwave to reheat food and put items in the
dishwasher; was able to read and identify numbers and accurately conversed on current
events with direct support staff.

10/15/2020

Review of Client 5's records identified Client 5 as independent or capable of demonstrating
developmental and daily living skills with the focus of the facility's services directed at
behavioral or mental health needs. Review of Client 5's Individual Support Plan {ISP) dated
2/21/20 identified Client 5 as an effective verbal communicator and expressed wants and
needs using long complex utterances; receptive and linguistic language skill, as well as
cognitive linguistic skills, all fall within normal [imits based on informal assessment; possessed
strengths/abilities in ali areas of independent living skills; independently utilized the restroom
in familiar areas, washed hands, bathed and ate/drank; capable of demonstrating other
independent living skills, occassionally needing verbal reminders to ensure completion or
thoroughness; able to make small puchases, make change, identify coins/bills and made
$150.92 in the past 30 days.

10/15/2020

Client 5's records included a 5/2/2020 assessment by a psychiatrist, stating Client 5 "does not
meet eligibility for the Nebraska Developmental Waiver due to not having a developmental
disability as defined by Nebraska Statute”. This is based on the fact there is no evidence of a
developmental disability present before the age of 22. The Facility Administrator met with the
ICF/DD Manager, informed of the outcome of Level of Care Review and instructed to begin the

referral process to community based services.

10/15/2020




Initiating in accordance to W Tags, the Beatrice State Developmental Center {BSDC)
Administration met with Service Coordination, Community Based Services and Behavioral
Health to discuss options for Client 5 to find and secure alternative, less restrictive living
arrangements on 9/4/2020. Once identified, a 60 day transition period will begin with a
tentative discharge date of November 2, 2020.

10/15/2020

For all indivdiuals residing in the State Building ICF, the Comprehensive Functional Assessment
(CFA) has been reviewed to determine specific developmental deficits requiring active
treatment essential for privacy and independence (inciuding, but not limited to: toileting,
personal hygiene, dental hygiene, eating, bathing, dressing, grooming, and communication of
basic needs). Should any review indicate that an individual did not meet the requirement for
the provision of active treatment, findings were submitted to the Facility Administrator.
Facility Administrator discussed with Director, Deputy Director of Developmental Disabilities
and any others applicable to the situations to develop plans for referral out of BSDC.
Information was shared with the ICF Administrator, QDDP and Service Coordinator.

10/15/2020

B. THE PROCEDURE FOR JMPLEMENTING THE CORRECTIVE ACTION(S):

Client 5's records included a 5/2/2020 assessment by a psychiatrist, stating Client 5 "does not
meet eligibility for the Nebraska Developmental Waiver due to not having a developmental
disability as defined by Nebraska Statute”. This is based on the fact there is no evidence of a
developmental disability present before the age of 22. The Facility Administrator met with the
ICF/DD Manager, informed of the outcome of Level of Care Review and instructed to begin the
referral process to community based services.

10/15/2020

Initiating in accordance to W Tags, the Beatrice State Developmental Center {BSDC)
Administration met with Service Coordination, Community Based Services and Behavioral
Health to discuss options for Client 5 to find and secure alternative, less restrictive living
arrangements on 9/4/2020. Once identified, a 60 day transition period will begin with a
tentative discharge date of November 2, 2020.

10/15/2020

For all indivdiuals residing in the State Building ICF, the Comprehensive Functional Assessment
{CFA) has been reviewed to determine specific developmental deficits requiring active
treatment essential for privacy and independence (including, but not limited to: toileting,
personal hygiene, dental hygiene, eating, bathing, dressing, grooming, and communication of
basic needs). Should any review indicate that an individual did not meet the requirement for
the provision of active treatment, findings were submitted to the Facility Administrator,
Facility Administrator discussed with Director, Deputy Director of Developmental Disabilities
and any others applicable to the situations to develop plans for referral out of BSDC.
Information was shared with the ICF Administrator, QDDP and Service Coordinator.

10/15/2020

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE

WITH THIS DEFICIENCY:




DHHS Executive Medical Officer will review all referrals prior to admission to the Beatrice
State Developmental Center (BSDC). The DHHS Executive Medical Officer will determine if the

referral to BSDC is appropriate for ICF/DD Level of Care. 10/15/2020
D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN

COMPLIANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

The ICF Administrator is the responsible person for monitoring and to ensure compliance. 10/15/2020

A. ACTION(S) THAT WILL BE TAKEN TO CORRECT THIS DEFICIENCY - ALONG WITH A
DESCRIPTION OF HOW THE ACTION WILL CORRECT OR IMPROVE THE PROCESSES THAT LEAD
TO THE CITED DERCIENCY:

B. THE PROCEDURE FOR IMPLEMENTING THE CORRECTIVE ACTION(S):

C. THE MONITORING OR TRACKING PROCEDURE(S) TO ENSURE THE FACILITY IS EFFECTIVE IN
CORRECTING THE DEFICIENCY AND TO ENSURE THE FACILITY REMAINS IN COMPLIANCE
WITH THIS DEFICIENCY:

D. THE TITLE OF THE PERSON RESPONSIBLE FOR ENSURING THE FACILITY REMAINS IN
COMPUANCE WITH THE CITED DEFICIENCY: (Do not put the staff names).

NOTE: Please remember to attach any supporting documentation - education provided;
auditing tools; new or revised policies and procedures, etc.
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400 STATE BUILDING

{W 197} | ACTIVE TREATMENT {W197}
CFR(s): 483.440(a)(2)

Active treatment does not include services to
maintain generally independent clients who are
able to function with little supervision or in the
absence of a continuous active treatment

program.

Thiz STANDARD is not met as evidenced by:

Based on observations, record review, and
imerviews the facility failed to ensure that 1 of 4
sampled clients (Client §) admitted ta the facility
had developmental needs requiring continuous
active treatment servicas, This failure had the
potential to affect all clients rasiding at the facility.
Facility census was 16 at the time of the revisit to
the 2/11/2020 recertification survey.

FINDINGS:

1) Cbservations on 8/27/2020 from 11:32am -
12:10pm, 2:40pm -3:00pm, 5:40pm - 6:30pm and
£/28/2020 from 8:37am - 9:55am revealed Client
§ to actively and independently participate in their
environment requiring lithe to no staff
interventions related ta daily living and
developmental skills. Observations identified
Client &:

a. Verbally communicated clearly and effectively
with direct support staff and the surveyor.

b. Possessed basic developmental skills
{eating/drinking, dressing, toileting
groomingfhygiene) needed for independence and
privacy.

LABORATORY DIRECTOR'S OR PROVIDER/SIPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

wunm G (Uidxopbek TCEA Q-10-4D

Any r!aﬁ'::ien:y statement snding with an asterisk (*) denotes a deficiency which the institution may be excused from w«eﬁng providing i is determined that
other safeguards provids sufficient protection to the patients. (See instructions.) Excepd for nursing homes, the findings siated above are disclosable 90 gays
following the date of survey whathsr or not & plan of correction Is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days fallowing the date these documents are made avallable to the facillty. 1 deficiencies are cited, an approved plan of correction is requisite o confinued

program participation.
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€. Used lelsure time appropriately

d. Independently set the table, retrieving items
from the cupboard

e. Used a microwave to reheat food and put
itens in the dishwashet [
f. Was able to read and identify numbers

g. Accurately conversed on current events with
direct support staff

Observations identified the facility provided Client
5 with supesvision levels ranging from constent
visual supervision to time alone in Client 5's
bedroom, with periodic checks by staff.

2} Review of Client 5's records identified Client 5
as independent or capable of demonstrating
develapmental and daily living skills, with the
focus of facility's services directed at behavioral
or mental health needs. Specifically: 1

a. Review of Client 5's Individval Support Plan
{ISP) dated 2/21/2020 identifisd Client 5;

- As an sffective verbal communicator and
expressed wants and needs using long complex
utterances. Client 5's receptive and expressive
language skills, as well as cognitive linguistic
skills, all fall within normal limits based on
r informal assessment.

- Possessed strengths/abilities in all areas of
independent fiving skills. Client 5 independently
utilized the restroom in familiar areas, washed
hands, bathed and ate/drank. Client 5 was
capable of demonstrating other indepsndent
living skitls, occasionally needing verbal
reminders to ensure completion or thoroughness.

|
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- As able to make small purchases, make
change, identify coins and bill and made $150.92
in tha past 30 days (from admission to annual
ISP.}

- Had skill training programs to complete the task
analysis (TA) far: 1) taking medications
indepandently, 2) reading and identifying correct
serving sizes and track daily caloric intake, 3)
independent meal preparation, 4} arriving 10
scheduled activities, work and appoiniment on
time independently and 5) increasing the time
worked indepsndently.

- Had a Behavior Support Program (BSP) to
address inappropriate verbal/gestural behavior,
physical aggression, property destruction,
elopement, stealing, self-injurious behavior,
sulcidalornicidal ideations and lying. Bahaviors
were being address through pro-social
replacement behaviors.

b. Review of Client 5's Independent Living Skills
Assessment {updated 2/12/2020) identified Client
5 could complete the basic skills of foileting,
bathing, eating, hygiene/grooming, dressing and
oral hygiene independently or with a verbal
prompt from staif to gather items/materials or to
ensura completion of the task/skill,

¢. Review of Client 5' transitional planning
document dated 2/11/2020 identified Client 5 did
not currently require services or supports related
to epeech and language, physical therapy or
occupational therapy.

d. Client 5's Psychological Assessment dated
2/26/2020 identified the following diagnoses:
Unspacified Neurodevelopmental Disorder,

FORM CMS-2567(02-0%) Previous Versions Obsolete Event ID:4SE112
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Antisocial Personality Disorder, Bipolar | Disorder,
by history, Post-traumatic Stress Disorder by
history, R/O Alcohol use disorder.

e, Client §'s 1/21/20 Mental Health/Behavior
Crisis Intervention Plan (MHBCIP) outlined a plan
to address Client 5's "target problem behaviors"
of Lying, Inappropriate verbal/gestural behavior,
Physical aggression, Elopement, Stealing,
Self-injurious behaviors and Suicidalhomicidal
ideations. The plan also included the usa of
physical restraint as needed.

f. Client §'s 7/29/2020 Individualized Safety Plan
addressed safety concerns related io behaviors
of lying, stealing, elopement, inappropriate verbal
and gestural behaviors, physical and verba!
aggression, self-injurious behaviors and
suicidal/homicidal ideation. The safety plan
outiined supervision levels based on the
occurrence of behaviors and identified the
following restrictions:

- Increased staff ratios for various activities
- Use of vehicle safety locks and devices to
prevent removal of seat belts during
transportation

- Restricted access to sharps (knives, scissor,
razors, or any items easily converied to a
weaapan)

-Restricted access o fire starfing materials

- On-person and area searches
- Limited and supervisad access to phone calls
and computers.

g. Client &'s records included a 5/2/2020
assessment by a psychiatrist, stating Client 5
"does not meet eligibility for the Nebraska
Developmental Waiver due to not having a
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developmental disability as defined by Nebraska
Statue. This is based on the fact there i no
evidence of a developmental disability present
before the age of 22 .

3) Interviews with Client 5 and facility staff
confirmed Client 5 as independent in or capable
of demonstrating developmental and daily living
skilis and/or did not need to be at the facility.
Specifically:

&) Client 5 (interviewed 8/31/2020 at 11:10am in
the presence of Staff O) confirmed they were
independent in eating/drinking, communication,
drassing and grooming. According to Client 5,
staff wers helping Client 5 in learning to cooking
and on working skills. Client 5 stated they did not
nead to be at the facility and wanted to move to
Omabha. Client 5 reported they needed to find an
apartment and contact “the Omaha Housing
Authority." Client 5 also stated they need io "look
into Section 8 and sign up for food stamps".

b) Interview with S1aff N (on 8/31/2020 at
10:30am) confirmed Client 5 required no
assistance to complete their vacuuming job. Staff
N stated Client 5 was independent in preparing
and eating their packed lunch, Staff N reported
that when starfing to work with Client &
approximately 2 weeks ago, it was Client 5 who
showed Staff N how to complete Client 5's auto
detailing job.

c) Interview with Staff L (on 8/27/2020 at 4:23pm}
confirmed Client 5 had the skills to complete all
self-care needs and Client 5 put a lot of
importance on their appearance. Staff L reported
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Client 5 was very "manipulative and clever" and
behaviors and safety concerns were the reasons
Cliert 5 was at the facility.

d) Interview with Client §'s Qualified Intellectual
Disabilities Professional (QIDP) ¢ on 8/31/2020
at 12;15pm, confirmed Client 5's ISP included: a
BSP with multiple goals specific to target
behaviors and skill training program for:
medication administration, arriving on schedule,
increasing work time, measurement of portion
sizes and caloric intake and meal preparation.

QUIDP C confirmed Client 5 was independent in
eating/drinking, communication, taileting,
dressing, oral hygiena and grooming. QIDP G
reported Client 5 sometimes needed supervision
to ensure they completed these skils. QIDP C
slated, based on the regulatory requirement for
active treatment, they "did not think" Client 5
needed to be at the facility.

€} Interview with the facility Administrator on
8/31/2020 at 1:00pm confirmad the facility had
received an assessment from a psychiatrist
stating that Client 5 did not meet eligibility
requirements for services through the State of
Nebraska Department of Developmenial
Digabilities. (A copy of this assessment was
obtained from the facility and referenced above.)
According to the Administrator, based on this
assessment, Client 5 would not remain at the
facility. The Administrator confirned a meeting
was scheduled on 9/4/2020 and parties within the
State of Nebraska Department of Health and
Human Services were to discuss options for
Client 5 and how the facility would transition
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NEBRASKA

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES Pele Ricketts, Governor
September 3, 2020

Dawn Urbaschek, Administrator

400 State Building

3104, 3070, 3071 State Ave

Beatrice, NE 68310

Dear Ms. Urbaschek:

On August 27-31, 2020, DHHS representatives conducied an onsite revisit to verify that your facility had achieved and
maintained compliance with the deficiencies cited during a survey conducted on 2/11/2020. During the revisit survey, the original

cited deficiency W-0249 was found to be in compliance, howaver, the facility was found to be out of compliance with W-0197
and was cited as you will see on the enclosed CMS-2567.

PLAN OF CORRECTION (POC)

A POC for each deficiency cited must be submitted to DHHS. DDBHF acilities@nebraska.qov NO LATER THAN 10 calendar
days after receipt of the CMS-2567. Failure fo submit an acceptable POC timely may result in the imposition of Disciplinary
Action.

An acceptable POC must include:
e The plan of correcting the specific deficiency. The plan should address the processes that lead to the deficlency cited;
s The procedure for implementing the acceptable plan of correction for the specific deficiency cited;

e The monitoring procedure to ensure that the plan of correction is effective and that specific deficiency cited remains
corrected and/or in compliance with the regulatory requirements;

s The title of the person responsible for implementing the acceptable plan of correction;

e PROVIDE THE DATE WHEN CORRECTION ACTION WILL BE COMPLETED. Correction dates should be no later than
forty-five calendar days from the exit date of the survey or October 15, 2020.

NOTE: Remember to attach copies of any auditing tools; education; revised or new policies/procedures.
SIGNATURE ON FIRST PAGE OF THE 2567's: The first page must be signed by the facility Administrator or representative.
We will notify you whether your plan of correction is or is not acceptable via email.

We thank you and your staff for your cooperation and assistance during the survey. If you have any questions regarding this
correspondence, please contact this office.

Sincerely,

Mark Luger - Pragram Manager |l
DHHS Public Health - Licensure Unit
Office of DD and Behavioral Health

PO Bax 94986, Lincoln, NE 68509-4986
Emall:

Helping People Live Better Lives
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2/28/2021 Nebraska Legislature Mail - Per your request

Nebraska

Legislature Jerall Moreland <jmoreland@leg.ne.gov>
_egislature

Per your request
2 messages

Skirry, Sarah Tue, Feb 23, 2021 at 4:40 PM
To: "Moreland, Jerall"

Hello Jerall,

Please find below the responses to your email earlier this month:

A. Facility Staffing Levels as of December 31, 2020:
1. The number of positions filled as of December 31, 2020: 88 Long-term / 27 Crisis
. The number of positions vacant as of December 31, 2020: 32 Long-term / 8 Crisis

. The number of positions needed in your HR staffing plan for FY21: Approximately 138

2

3

4. The number of positions filled in your HR staffing plan for FY21 as of December 31, 2020: 115

5. The aggregate turnover rate for the period of 12/2019 - 12/31/2020: 8.4% Long-term / 14.8% Crisis
6

. The number of vacant positions as of December 31, 2020 — same as #2

B. The number of assaults on staff for calendar year 2020 - See attachment

C. Please provide a copy of the most recent inspections or audit reports for calendar year 2020. To include, but not limited to
reports from the Fire Marshal's office, DHHS inspections, internal safety, emergency inspections, independent standards audits,
Licenses, etc. — See attachments

If you have any further questions please don’t hesitate to reach out.
Thank you,

Sarah

Sarah SKkirry | Legislative Coordinator
OFFICE OF LEGISLATIVE SERVICES

Nebraska Department of Health and Human Services

DHHS.ne.gov | Facebook | Twitter | Linkedin

https://mail.google.com/mail/u/0?ik=d1a636a06e&view=pt&search=all&permthid=thread-f%3A1692527521737900057 &simpl=msg-f%3A16925275217... 1/2


http://dhhs.ne.gov/Pages/default.aspx
https://www.facebook.com/NEDHHS/
https://twitter.com/NEDHHS
https://www.linkedin.com/company/nebraska-department-of-health-and-human-services

2/28/2021 Nebraska Legislature Mail - Per your request

7 attachments

.D B. 2020 Staff Injuries Due To Individual Aggression - Behaviors.pdf
299K

bl C. All 2020 FIRE DRILLS COMPLETED (dates and times) - 4TH QTR..pdf
38K

ﬂ C. All ICF Licensure Renewal 2020.pdf
1328K

-D C. Lake Street Surveys FM-PH 2020.pdf
1460K

.D C. Solar Cottage Surveys FM-PH 2020.pdf
2741K

ﬂ C. State Building Surveys FM-PH 2020.pdf
6499K

.D Staffing plan.pdf
508K

Jerall Moreland [ GGG Wed, Feb 24, 2021 at 1:31 PM
To: "Skirry, Sarah" I

Thanks for the information, Sarah- Have a great Week.

Jerall
[Quoted text hidden]

Jerall Moreland, Deputy Ombudsman for Institutions

Nebraska Leiislature- Ombudsman's Office

https://mail.google.com/mail/u/0?ik=d1a636a06e&view=pt&search=all&permthid=thread-f%3A1692527521737900057 &simpl=msg-f%3A16925275217...  2/2


https://mail.google.com/mail/u/0?ui=2&ik=d1a636a06e&view=att&th=177d10d049c28019&attid=0.1&disp=attd&safe=1&zw
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https://mail.google.com/mail/u/0?ui=2&ik=d1a636a06e&view=att&th=177d10d049c28019&attid=0.3&disp=attd&safe=1&zw
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1]}

Individual was in crisis state. She was hitting, kicking
and biting. Individual lowered herself to the ground and

Minor Clinic/

1 e Crisis Sl SEs continued to hit and kick injuring staff's right abdominal el e el Hospital
area.
Individual was in behaviors Crisis staff was redirecting
] the individual when he grabbed staff and fell to the Watch proximity of appendages to Emergency
oA VZ0/2020 | 1834 Hrs, Crisis A1 State floor. When staff went to stand, individual bit staff's escalated individuals. Room
right wrist / forearm.
DTSS Individual threw a radio that hit staff on the left side - . . . Emergency
D/L 1/21/2020 | 0815 Hrs. Crisis 406 State PR, (i e o No information provided. Room
Staff was assisting with a behavior. Individual
Home escalated and exhibited physical aggression and Be mindful of body positioning.
property destruction. Staff was blocking and Review de-escalation and verbal Minor Clinic/
DAL /21/2020 | 1130 Hrs. ME:;?:F 406 State redirecting so the individual did not harm himself, communication techniques to Hospital
others or additional property. The individual punched continue to try.
staff in the stomach.
Individual was having a behavior. Staff was attempting
0T to stay visual with the individual when the individual Retter bod itioni d Emeraenc
D/L | 1/24/2020 | 1745 Hrs. " 406 State | spit in staff's face. Individual then swung at staff SHEF TOcy postioning an gency
Crisis ; \ . L ; blocking. Room
scratching staff's face in 3 places. Individual also bit
staff's left elbow.
Individual was having an escalated behavior. Individual
attacked staff. Staff attempted to redirect individual
] when individual lowered himself to the floor. Individual | Better body positioning and Emergency
DAL /2472020 | 1715 Hrs. Crisis 406 State continued to attack staff so staff attempted to limit blocking. Room
individual's extremities when individual bit the top of
staff's right hand.
Escalated individual became physically aggressive
DT 4B State toward staff. Staff placed individual in a physical hold. | Attempt further de-escalation Emergency
A e Crisis Ind. Bedroom | Individual got a hand free and squeezed and twisted techniques. Room
staff's right arm and shoulder.
Individual was escalated. He was placed in a physical
D/L 2/2/2020 | 1745 Hrs. [].T. 406 State hold. Individual dropped to the floor and his knee landed | Use better body mechanics Emergency
Crisis Ind. Bedroom Room

hard on staff's left hand.




Individual was escalated. Individual attacked staff

DTSS 4B State grabbing staff's face and arms. Individual than pulled . Emergency
1A appIel )l Crisis Ind. Bedroom | staff to the floor injuring staff's knees, right upper el ey oz litnl Room
arm, left forearm, left side and hand and left forehead.
While individual was in crisis, staff attempted a side NO
DT 4B State body hug. Individual was very combative and pulled . -
DL 2/2/2070 | 1763 Hrs. Crisis Ind. Bedroom | staff down to the floor. Staff fell and hit her left knee Use better body mechanics TMEdlcaI
. . reatment
with the weight of four (4) people on her knee.
Staff was dealing with a behavior on 406 State when
0730 DT he received multiple scratches / bites including red S . Emergency
1A ZiE] Hrs. Crisis e s drainage and abrasions (discolorations) on his left Hatter redivection and body blocking. Room
forearm and hand / right tricep, forearm and hand.
0T 40F State Individual was in behavior. Individual was sitting on No
D/L 2/10/2020 | 1413 Hrs. Crisi Safe R the floor when he kicked staff in the back of her right | Better body positioning. Medical
risis afe Room knEe. Treatment
Individual was in behavior. Individual was kicking,
DT "D" Building hitting and spitting at staff. Individual lowered herself N . Emergency
1t I | A Crisis Safe Room to the floor and continued hitting and kicking. Hatter redivection and body blocking. Room
Individual kicked staff's left ribs.
. . Staff followed the individuals' safety
" D Individual was attempting to leave the safe area. Staff . No
DL | 2/18/2020 | 1030Hrs. | AP g fB‘I;"d'"g stepped in front of individual to body block her from | P2™ S“f S“"”'j I':E aware t"hf ‘t"fh'“ Medical
anager ale Room leaving. Individual kicked staff in the left knee. suPrnancings ancag aware tat te Treatment
individual will kick.
Individual was aggressive toward staff. Staff | would suggest that staff utilize de- Mi
D/L 0/18/2020 | 1027 Hes. I].T. "D" Building attempt.e.d to intllar'.vene, limiting individue'll's . analatiun te.nhn!ques th.ﬂt dl]l"llt Clilr?i(():r/
Crisis Safe Room extremities. Individual kneed staff 4-3 times in the involve physical interaction with Hospital
lower back and scratched staff's right hand. supported individuals.
Individual eloped from 404 State. Staff attempted to
3104 State body block and cue individual to return to the home.
2230 DTSS IST Floor Individual became physically aggressive, punched staff . . , Emergency
DL 2/7172020 Hrs. Crisis Near Entry repeatedly in the face, left side jaw and choked. Staff No information pravided. Room
Door attempted to block and apply physical hold when her
right arm hit against the wall and floor.
Individual started assaulting DTSS. Staff joined in
putting individual in a hold. Staff and the individual fell, No
D/L 2/21/2020 ZHZI'E;I] [::::is EII]ll:I]Sl:atE staff landed on her back, shoulder and left knee. No information provided. Medical
’ Individual fell on top of staff landing on her right rib Treatment

and shoulder area.




Staff was attempting to redirect individual due to

D/L 2n0/2020 | 1530 Hes, ] Chapel ind!v!duallwas hitting herself. Whilel sfaff was holding _Sta_ff_shuu_ld be mare attentive when Me'\(lj(i)cal
31l Lake individual's hand to stop her from hitting herself, individual is manic. T
o . . reatment
individual bit staff's right hand.
Individual was in crisis behavior when he hit staff twice Staff followed ol .
and attempted to bite. Another staff escorted A Toawed pians, prompte
DT Sl individual backwards when he lunged forward and bit et A e O e Loy D
D/L 3/10/2020 | 1700 Hrs. L "F" Bldg. Ist . positioning. Several staff involved. Medical
Crisis staff on her upper right arm above the elbow. .
Floor Hallway g . L Attempt a hold potentially due to Treatment
Individual also punched staff in the right side of the _
. . area was limited.
head and right shoulder area twice.
Staff was on the first floor of "F" building talking to Maintain !Jud.y'pusmunlng / space
. ) between individual and staff. It was
204 S staff and going to clock-out. Staff was standing next to K hat individual h
oppp tate the wall when an individual was being escorted through unknawn that individual was there N(.)
D/L 3/10/2020 | 1720 Hrs. . "F" Bldg. Ist - when staff came downstairs. Staff Medical
Crisis the hallway. Individual stopped and punched staff . .
Floor Hallway h ) escorting need to position Treatment
between the eyes / forehead. Staff's head jerked back o
. themselves between individual and
and hit the wall as well.
others.
/L 2/13/2020 ?1745 C [!T_ 323;33:3:2 While Ii]ndivi:ill:al w?st in a behavior, she bit staff's right Stt:::' ist_nut seeking to go see doctor Mel:lj(i)cal
rs. risis ate arm above the wrist. at this time. Treatment
Individual attacked staff and then grabbed staff's - . No
D/L 3/15/2020 ZHDED ETSS Bzgﬁliéitta:e hoodie and dropped himself to the ground taking staff Muc:'le ef:!ment body blocking and Medical
rs. rIsts ale with him injuring staff's lower back area. redirection. Treatment
Staff was assisting with a behavior that an individual No
2040 DTSS 3056 was having on 3036 Peterson. While this staff was Mare staffing to help deal with major -
o/t drzl/202l Hrs. SOLAR PETERSON supporting the individual, she kicked staff directly in behaviors. TM ezl
. reatment
the right knee.
Individual wanted a big glass to drink out of but due to
DT 3104 State his safety plan individual is only allowed | - Boz. and 1 - | Staff needed to help when he (Lyle) Emergency
DL 3/31/2020 | 2010 Hrs. Crisis 408 State 14 0z. Individual had behavior, staff intervened and got | was called for. Room
her right wrist bent backwards.
/L 0T "0" Buildin Individual was in a behavior. Staff were escorting No
B 4/3/2020 1113 Hrs. Crisi Safe R g individual into the safe area where she bit staff's right | Offer BST support. Medical
o rIsis ale foom arm. Treatment
/L 0T When an individual went to kick staff in the knee, staff Minor
BM 9/29/2020 | 1402 Hrs. Crisis 402 State stepped back to avoid the kick and her right knee Use better body mechanics. Clinic/
o buckled. Hospital
D/L ] 402 State Individual was in escalated behavior and hit and kicked Emergency
SL WD) ki Crisis Safe Room staff in the stomach multiple times. Hetter use of the bean bag protocal. Room




Individual hit staff on her forearms, jerking staff's

A Lo No
D/L | 9pzmo0 | 2t22tes. | DT | 4OBState | upper back Staff was redirecting the individual back |\ o pogy mochanics, Medical
M.H. Crisis Hallway to his bedroom when the individual slammed the Treatment
bedroom door on staff's foot jerking her lower back.
Individual bit his tongue at lunch and had been in and
out of behavior all day. Individual was bleeding from - . . . No
IEII_{]L 7/5/2020 | 1700 Hrs. C D.T. 406 State the mouth and spitting on staff. Staff also received a Im:.lwdual Stplftf e Medical
- FIsts little scratch on his right thumb during a behavioral Sallva on Statl. Treatment
episode.
Individual bit his tongue at lunch and had been in and - . )
. . . Individual spit in staff's face, blood No
D/L 1]} out of behavior all day. Individual was bleeding from T :
B.C. T/5/2020 | 1700 Hrs. Crisis 408 State the mouth and spitting contacting staff's face, arm, wlxedfwnh ;?hlvda' TMeiilcaI t
chest, neck, etc. ave face shields. reatmen
Individual was having an escalated behavior and
grabbing at staff. Staff was redirecting the individual No
[I!g' 1/8/2020 ZH[II]I] C [!T. K'ltmlf StZtE out of the kitchen area when the individual hit staff in Better body positioning. Medical
- rs: FIsts HENENAPES | the head. Staff and individual fell down to the floor with Treatment
staff landing on her left knee.
Individual was upset and started hitting staff in the
face. Staff attempted to block. Individual grabbed PPE , i No
%L 7/17/2020 | 1400 C ot 4OBState | mask that staff was wearing and pulled. The mask E.E“Et“. body blacking and re Medical
- rists caught staff's ear (ripped earing) then grabbed staff by Irection. Treatment
the hair and pulled hurting staff's neck.
Individual was having an escalated behavior. Staff
encouraged individual to use his coping skills.
D/L 0T Individual would not listen and verbally threatened Emeragenc
18 7/18/2020 | 1520 Hrs. Crisi 406 State staff. Individual suddenly attacked staff. Staff No recommendations provided. Rogm y
- FIsts attempted to hold individual when the individual bit
staff's left forearm (breaking skin) and also scratched
staff's inner elbow on left arm.
Individual was fluid seeking (behavior). Staff escorted
D/L 0T 2RD Floor individual to safe area. Individual lowered himself to No
CL 7/27/2020 | 1020 Hrs. Crisis "0" Buildin the mat on the floor. Individual took staff down with Not provided. Medical
- 8 him, landing on staff's right leg. Staff's leg hit the Treatment

ground and individual rolled onto staff's leg.




Individual came out of his bathroom and started

D/L 1] aggressing toward staff. Individual scratched staff's S Emergency
LD. 7/28/2020 | 1845 Hrs. Crisis 406 State face several times, punched staff in the face and Better redirection. Room
attempted to bite staff.
Individual was fluid seeking (behavior) and became
D/L DTSS physically aggressive toward staff, hitting staff in the No
I 7/28/2020 | 1955 Hrs. Crisi 406 State arms and back. Staff attempted to put individual in a Better body mechanics Medical
o rists Mandt hold and redirect individual back to his bedroom Treatment
when staff hit his back on the individual's wardrobe.
Individual began to self-injure himself during a
D/L DT 2057 Petersan behavioral incident. Staff attempted to redirect and No
a0 7/30/2020 | DIDS Hrs. | Solar nd. Bed block the individual from hurting himself. Individual No recommendations provided. Medical
- North ne. BeAroom | ceratched staff's hands and arms and hit staff in the Treatment
chest.
Staff to be aware of the .
Staff attempted to block individual from hitting another . N Minor
%L 9/28/2020 "H845 C o 438"3‘3“* staff. Individual grabbed staff by the hair and bit the .s“[;'."f’l;'"dl'"?fh‘”';‘*"."E‘I'I'”E"""“ an Clinic/
V. rs. risis allway tap of staff's head. individual with physically aggressive Hospital
behavior,
Individual was in behavior and fluid seeking. Staff .
[él[:l' 11/26/2020 I]H'ME C [!T. | l;l]g Sdtate redirected individual as he was trying to hit, kick and BII: mu.rl:ra\.r;arli ’ f: an.d pusllltlzn . EmRe gg?:cy
L. rs. risis nd. Bedroom | | o bt staff on her right thumb. when individual is having a behavior.
Individual was demanding fast food which he could not
have. Individual became upset and punched the . . . . .
L o Client was in behavior and hit staff in No
D/L | /22020 | t5i0Hes, | 0T | 3071 State/ All | television. Staff went tomove individual away from the | o eoo "ot chouid use battar Medical
K. Crisis | East living room. | television when individual punched staff in the left jaw .
. . . body mechanics. Treatment
and neck area causing staff's head to whip back fast
enough to hurt her neck and cause a migraine.
Staff was redirecting individual to his bedroom when No
%L 2/15/2020 | 1200 Hes. | KRS | ST S0 T it grabbe stafs et pnky finger possibly | Nane providd. Medical
o 9 " | dislocated or broke finger. Treatment




Stats as of 02/11/2021

Regulation Minimum:
e Severe/Profound: 1to03.2=0.31
e Moderate: 1to 4=0.25
e Mild:1t06.4=0.16
Safety Plan:
e No Safety Plan=0.0
e Routine=0.5
e  Enhanced =0.75
e OnetoOne=1.0
e TwotoOne=3.0

Home IDD Level Age | Wheelchair Acuity
Braden Enteral
Risk Feeding PNM Risk |Health Risk
3070 State Ave - 412 Severe 48 moderate | moderate
3070 State Ave - 412 Moderate 40 low | moderate
3070 State Ave - 412 Mild 55 moderate | moderate
3070 State Ave - 412 Severe 43 high | moderate
3070 State Ave - 412 Moderate 59 moderate | high
3070 State Ave - 412 Severe 37 moderate | moderate
3070 State Ave - 412 Mild 67 yes mild high high
3070 State Ave - 412 Moderate 59 low | moderate
Average age 51
412 # of individuals 8
Solar Cottages North
3060 Peterson Blvd. - 413 Severe 29 high | moderate
3060 Peterson Blvd. - 413 Profound 65 high | moderate
3060 Peterson Blvd. - 413 Severe 37 high | moderate
3060 Peterson Blvd. - 413 Mild 33 moderate | moderate
3060 Peterson Blvd. - 413 Moderate 65 moderate | moderate
3060 Peterson Blvd. - 413 Severe 40 moderate | moderate
3060 Peterson Blvd. - 413 Mild 49 moderate | moderate
413 # of individuals Average age 45.4 7
3056 Peterson Blvd. - 414 Mild 63 moderate | high
3056 Peterson Blvd. - 414 Profound 83 yes mild high high
3056 Peterson Blvd. - 414 Profound 64 low | moderate
3056 Peterson Blvd. - 414 Mild 66 moderate | high
3056 Peterson Blvd. - 414 Profound 61 moderate | moderate
3056 Peterson Blvd. - 414 Severe 64 moderate | moderate
3056 Peterson Blvd. - 414 Profound 63 moderate | moderate
3056 Peterson Blvd. - 414 Profound 54 high | moderate
3056 Peterson Blvd. - 414 Profound 53 yes mild moderate | high
3056 Peterson Blvd. - 414 Moderate 71 low | moderate
414 # of individuals Average age 64.2 10
3052 Peterson Blvd. - 416 Profound 58 yes moderate | moderate
3052 Peterson Blvd. - 416 Profound 73 yes moderate | high
3052 Peterson Blvd. - 416 Mild 72 yes moderate | high
3052 Peterson Blvd. - 416 Profound 51 moderate | high
3052 Peterson Blvd. - 416 Profound 67 moderate | high
3052 Peterson Blvd. - 416 Profound 62 moderate | moderate
3052 Peterson Blvd. - 416 Profound 55 moderate | moderate
3052 Peterson Blvd. - 416 Profound 65 moderate | high
Average age 62.9 8

416 # of individuals

Solar Cottages ICF South

MHBCIP:
e Yes=10
e No=0.0

Medical Risk:
e Medical Complex Score of 1 =1.0
NOTE
o Total # of FTE’s to operate with calculated minimum staffing= 100.23*14=1403.22/10=140(-2 for outliers)=138
Determination of staffing numbers may not be determined just by ratios of staff to individual BSDC has to take into
consideration acuity for medically and behaviorally complex individuals. Weights and formula helps determine
BSDC staff minimumes.

Home Calculated Outliers

Minimums™

Crisis stabilization unit has a current census of four residents with an average age of 25.



723 Solar - 422

Severe

77

yes mild high moderate
723 Solar - 422 Profound 70 yes moderate | high high
723 Solar - 422 Profound 59 yes high high high high
723 Solar - 422 Profound 54 moderate | moderate
422 # of individuals Average age 64.5 9
715 Solar - 424 Severe 66 moderate | low
715 Solar - 424 Mild 71 yes high high high high
715 Solar - 424 Severe 36 moderate | moderate
715 Solar - 424 Severe 67 yes moderate | moderate
715 Solar - 424 Moderate 64 yes mild moderate | high
715 Solar - 424 Mild 57 low | moderate
715 Solar - 424 Profound 63 moderate | moderate
715 Solar - 424 Moderate 56 yes high high | moderate |  hign
715 Solar - 424 Severe 60 yes mild moderate | high
Average age 60 9
424 # of individuals
Lake Street ICF
Lake Street Homes - 103 Mild 52 yes mild moderate [ high
Lake Street Homes - 103 Mild 61 moderate | low
Lake Street Homes - 103 Mild 54 low | moderate
Lake Street Homes - 104 Moderate 47 low low
Lake Street Homes - 104 Moderate 70 moderate | moderate
Lake Street Homes - 104 Severe 58 low | moderate
Lake Street Homes - 104 Moderate 61 low | moderate
Lake Street Homes - 205 Mild 61 moderate | moderate
Lake Street Homes - 205 Moderate 59 low | moderate
Lake Street Homes - 205 Moderate 59 low | moderate
Lake Street Homes - 205 Mild 42 low | moderate
Lake Street Homes - 206 Mild 56 low low
Lake Street Homes - 206 Mild 34 low high
Lake Street Homes - 206 Moderate 41 low | moderate
Lake Street Homes - 206 Moderate 56 low low
Average age 54.1 15




753 Solar - 418 Profound 59 | yesas needed moderate | high
753 Solar - 418 Profound 63 yes mild high high
753 Solar - 418 Profound 68 yes high high high
753 Solar - 418 Profound 64 yes moderate moderate | high
753 Solar - 418 Profound 65 yes mild high high
753 Solar - 418 Profound 58 yes high high
753 Solar - 418 Profound 49 yes high high high
753 Solar - 418 Profound 61 yes mild high high
418 # of individuals Average age 60.9 8
743 Solar - 420 Profound 63 yes moderate high high
743 Solar - 420 Profound 63 yes mild high high
743 Solar - 420 Profound 62 yes mild high high
743 Solar - 420 Profound 73 high high
743 Solar - 420 Profound 60 yes moderate | moderate
743 Solar - 420 Profound 60 moderate | moderate
743 Solar - 420 Profound 67 yes mild moderate | high
743 Solar - 420 Profound 56 yes high high
743 Solar - 420 Profound 63 yes mild high | moderate
420 # of individuals Average age 63 9
723 Solar - 422 Profound 71 yes mild high high
723 Solar - 422 Profound 60 yes moderate high high
723 Solar - 422 Severe 55 yes moderate high | moderate
723 Solar - 422 Profound 57 yes mild moderate | moderate
723 Solar - 422 Profound 69 high high
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NEBRASKA

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES Pete Ricketts, Governor

March 16, 2020

Mark Luger

Public Health/Health Licensure & Investigations-Licensure
Behavioral Health & DD Facilities & Services

Nebraska State Office Building -1% Floor

P.O. Box 94986

301 Centennial Mall

Lincoln, NE 68509-4986

Dear Mr. Luger:

Attached are the Intermediate Care Facilities for Persons with Intellectual Disabilities Licensure Renewal
Applications for 400 State Building ICF, Lake Street ICF, Sheridan Cottages ICF and Solar Cottages ICF.

Accompanying each application are the Nebraska State Fire Marshal Occupancy Permits for the ICF.

If you need additional information, please do not hesitate to contact me.

Corina Harrison, Facility Administrator
Beatrice State Developmental Center
3000 Lincoln Blvd.

Beatrice, NE 68310

Beds to
ICF License Fee Coding
Solar Cottages ICF 79 1,750.00 | 25050131.522100.421
Lake Street ICF 24 1,550.00 | 25050150.522100.310
400 State Building ICF 58 1,750.00 | 25050129.522100.404
Sheridan Cottages ICF 8 1,550.00 | 25050133.522100.441
$6,600.00 | Total Approved

*requesting 12 post

remodel

Helping People Live Betler Lives






curraromersiocnee  NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES
DHHS DIVISION OF PUBLIC HEALTH
WoLE b hs b 4 Licensure Unit

Expiration Date [ 3/31/2021
Intermediate Care Facilities for the Mentally Retarded Licensure Renewal Application

IDENTIFYING INFORMATION

1. NAME AND ANDRESS OF FAGILITY: 2. PREFERRED MAILING ADDRESS (IF DIFFERENT FROM
FACILITY ADDRESS) FOR THE RECEIPT OF OFHCIAL
400 State Building NOTICES FROM THE DEPARTMENT:
RO 070, AT A=Y clo: DAWN URBASCHEK, ICF/DD MANAGER
' 400 STATE BUILDING
3000 LINCOLN BLVD

BEATRICE NE 68310

LICENSE NO: ICFDDO7
TELEPHONE NUMBER: {#9
FAX NUMBER: {402) 223-6192
ADMINISTRATOR: DAWN URBASCHEK

3. FEDERAL EMPLOYER IDENTIFICATION NUMBER OF THE FACIL'TY: RIS

4. TOTAL NUMBER OF BEDS TO BE LICENSED: ___ 58

OWNERSHIP INFORMATION

6. OWNERSHIP OF FACILITY:  sTATE OF NEBRASKA, DEPT OF HEALTH & HUMAN SERVS
(Legal Name of Individual or Business Organization)

MAILING ADDRESS: PO BOX 95D44

—LINCOLN, NE 68509
7. BUSINESS ORGANIZATION: (Check one):

Sole Proprietorship

Partnership

_____ Limited Partnership

Corporation

Limited Liability Company

Governmental {( __Xxx_ State, District, County,
Other (Please Specify) Non-profl

City or Municipal)

CERTIFICATION
I/we have read the Rules and Regulations issued by the Nebraska Department of Heakh and Human Services and will comply with them

should a license be issued. Lwe certify that to the best of my/our knowledge, all information and statements on the application are true and
comrect and |/we hereby apply for a renewal license.

PLEASE NOTE: Neb.Rev.Stat. Section 71-433 requires: Applications shall be signed by
{1) the owner, if the applicant is an individual or partnership,
(2) twa of its members, If the applicant is a limited liability company,
{3) two of its officers, If the applicant is a corporation, or
(4) the head of the governmental unit having jurisdiction over the facility to be licensed, if the applicantis a
governmental unit.
!

Corina Harrison, Facility Administrator ( \ 3 I HO lﬂQ’:lé
DATE

AUTHORIZED REPRESENTATIVE - TYPE OR PRINT “SIGNATURE

AUTHORIZED REPRESENTATIVE - TYPE OR PRINT SIGNATURE DATE



NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 404875
Name of Facility: BSDC -400 Building-Apts 402,404, 406, 408

Type of Facility: ICF/MR

~ Location: 3104 State St & 3071 State St Beatrice
Maximum Occupancy: 36 Beds

Date Issued: 2/13/12019

Inspected By: 8725 Susen Lindner Approved By: @«E G(océf

Deputy State Fire Marshal
State Fire Marshal

POST IN PROMINENT PLACE

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit.




NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 404876
Name of Facility: BSDC - 400 Building 3070 State Ave

Type of Facility: ICFIMR

Location: 3070 State Avenue Beatrice
Maximum Occupancy: 10 Beds

Date Issued: 2/113/2019

Inspected By: 8725 Susen Lindner Approved By: &R G(«(ﬁf

Deputy State Fire Marshal

State Fire Marsha

A ong

POST IN PROMINENT PLACE

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit.




NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 404878
Name of Facility: BSDC - 400 Building 3071 State Ave

Type of Facility: ICF/IMR

Location: 3071 State Avenue Beatrice
Maximum Occupancy: 12 Beds

Date Issued:; 2/13/2019

Inspected By: 8725 Susen Lindner Approved By: &R C;[M

Deputy State Fire Marshal

State Fire Marsal

POST IN PROMINENT PLACE

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit.




et NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES

DHHS J DIVISION OF PUBLIC HEALTH

WEF K o4t ook Licensure Unit

Expiration Date [ 33172021
Intermediate Care Facllities for the Mentally Retarded Licensure Renewal Application

IDENTIFYING INFORMATION

1. NAME AND ADDRESS QOF FACILITY: 2. PREFERRED MAILING ADDRESS (IF DIFFERENT FROM
FACILITY ADDRESS) FOR THE RECEIPT OF OFFICIAL
LAKE STREE ICF/ID NOTICES FROM THE DEMARTMENT:

667 31ST ST, APT 103, 104, 205, 206

LAKE STREET ICF/ID
3000 LINCOLN BLVD
BEATRICE NE 68310

LICENSE NO: ICFDD16
TELEPHONE NUMBER: (
FAX NUMBER: (402) 223-6192
ADMINISTRATOR: DAWN URBASCHEK

3. FEDERAL EMPLOYER IDENTIFICATION NUMBER OF THE FACILITY: “Sromwress=

4, TOTAL NUMBER OF BEDS TO BE LICENSED: ___ 24

OWNERSHIP INFORMATION

6. OWNERSHIP OF FACILITY:  gTATE OF NEBRASKA, DEPT OF HEALTH & HUMAN SERVS
{Legal Name of Individuat or Business Organization)

MAILING ADDRESS: _ p 0 BOX 95044

—_LINCOLN, NE 68509
7. BUSINESS ORGANIZATION: {Check one):

Sole Proprietorship
Partnership

Limited Parinership

Corporation

Limited Liability Company
Govemmental ( _Xxx_State, District, County, City or Municipal)
Other (Please Specify) Non-profit

|

CERTIFICATION

Iiwe have read the Rules and Regulations Issued by the Nebraska Depariment of Health and Human Services and will comply with them
should a license be issued. |/we certify that to the best of my/our knowledge, all information and statements on the application are true and
correct and liwe hereby apply for a renewal license.

PLEASE NOTE: Neb.Rev.Stat. Section 71-433 requires: Applications shall be signed by
{1) the owner, If the applicant Is an individual or partnership,
{2) two of its members, If the spplicant Is a limited liability company,
(3) two of its officers, if the applicant is a corporation, or
(4) the head of the govermmental unit having jurisdiction over the faciiity to be licensed, Iif the applicantis a

governmental unit.
b
Corina Harrison, Facility Administrator L M‘ﬁ?m 3 | (o ,’2 OAO
AUTHORIZED REPRESENTATIVE - TYPE OR PRINT SlGNATURE\ v DATE

AUTHORIZED REPRESENTATIVE - TYPE OR PRINT SIGNATURE DATE



NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 405055

Name of Facility: BSDC Lake Street Complex Apts 103, 104, 205, 206
Type of Facility: ICF/IMR

Location: 667 31st Street Beatrice

Maximum Occupancy: 24 Beds

Date Issued: 6/27/2019

Inspected By: 8725 Susen Lindner Approved By: &E GQ(é(’
Deputy State Fire Marshal .
State Fire Marshal

POST IN PROMINENT PLACE

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this ocoupancy permit,



dmerstersroeies - NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES
DHHS DIVISION OF PUBLIC HEALTH
NE BB TR Licensure Unit

Explretion Date | 3/3172021
Intermediate Care Facllities for the Mentally Retarded Licensure Renewal Application

IDENTIFYING INFORMATION

1. NAME AND ADDRESE OF FACILITY: 2. PRFFFRRED MAILING ADDRESS (IF DIFFCRCNT 'ROM
FACILITY ADDRESS) FOR THE RECEIPT OF OFFICIAL
Sheridan Cottages NOTICES FROM THE DEPARTMENT:

3054 PETERSON BLVD

BEATRICE, NE 68310 c/o: GREG PENNER, ICF/DD MANAGER

SHERIDAN COTTAGES
3000 LINCOLN BLVD
BEATRICE NE 88310

LICENSE NO: ICFDD11

TeLePHONE NumeeR: (-
FAX NUMBER: (402) 223-6192
ADMINISTRATOR: GREG PENNER

3. FEDERAL EMPLOYER IDENTIFICATION NumBeR oF THE FaciiTy:

4. TOTAL NUMBER OF BEDS TO BE LICENSED: __ 8 (requesting 12 beds post remodel)

OWNERSHIP INFORMATION

6. OWNERSHIP OF FACILITY:  gTATE OF NEBRASKA, DEPT OF HEALTH & HUMAN SERVS
(Legal Name of Individual or Business Organization)

MAILING ADDRESS: £ 0 BOX 95044 .
__LINCOLN,NE €8BS0 _. =
7. BUSINESS ORGANIZATION: (Check one):

Sole Proprietorship

Partnership

Limited Partnership

Corporation

Limited Liability Company
Governmental { _XXx_State, District, County, City or Municipal)

Other (Please Specify) Non-profit

CERTIFICATION

I\we have read the Rules and Regulations Issued by the Nebraska Department of Health and Human Services and will comply with them
should a license be issued. I/we cerlify that to the best of my/our knowledge, all information and statements on the application are true and
correct and l/we hereby apply for a renewal license.

PLEASE NOTE: Neb.Rev.Stat. Section 71-433 requires: Applications shall be signed by
(1) the owner, if the applicant s an individual or partnership,
(2) two of its members, if the applicant is a limited liability company,
(3) two of its officers, If the applicant is a corporation, or
{4) the head of the governmental unit having jurisdiction over the facillty to be licenaed, if the epplicant is a
governmental unit.

Corina Harrison, Facility Administrator OM@?&::J\ 2 I 1 IR R0
DATE

AUTHORIZED REPRESENTATIVE - TYPE OR PRINT SIGNATURE \ LT

AUTHORIZED REPRESENTATIVE - TYPE OR PRINT SIGNATURE DATE



NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 405009
Name of Facility: BSDC - Sheridan Cottages, 3054
Type of Facility: ICF/MR

Location: 3054 Peterson Blvd Beatrice
Maximum Occupancy: 8 Beds

Date Issued: 513112019

Inspected By: 8725 Susen Lindner Approved By: @\R G[ecéf

Deputy State Fire Marshal

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit.




temerimmtiroies  NEBRASKA DEPARTMENT OF HEALTH AND HUMAN SERVICES
DHHS DIVISION OF PUBLIC HEALTH
NrE e etk Licensure Unit

Expiration Date | 3/31/2021
Intermediate Care Facllities for the Mentally Retarded Licensure Renewal Application

IDENTIFYING INFORMATION

1. NAME AND ADDRESS OF FACILITY: 2. PREFERRED MAILING ADDRESS (IF DIFFERENT FROM
FACILITY ADDRESS) FOR THE RECEIPT OF OFFICIAL
Solar Cottages ICF NOTICES FROM THE DEPARTMENT:
e PEIEVIR TS ER TIRNOB o/o GREG PENNER, ICF/DD MANAGER

SOLAR COTTAGES ICF/ID

HRMEENE o

LICENSE NO: ICFDD17
TELEPHONE NUMBER |
FAX NUMBER: (402) 223-8192
ADMINISTRATOR: GREG PENNER

3. FEDERAL EMPLOYER IDENTIFICATION NumseR oF THE FACILITY: [N N
4. TOTAL NUMBER OF BEDS TO BE LICENSED: 79

OWNERSHIP INFORMATION

6. OWNERSHIP OF FACILITY:  STATE OF NEBRASKA-DHHS
(Legal Name of individual or Business Organization)

MAILING ADDRESS: PO BOX 95044
LINCOLN, NE 68509 __
7. BUSINESS ORGANIZATION: (Check one):

Sole Proprietorship
Partnership

Limited Partnership
Corporation

Limited Liability Company
Governmental (_ XXx _ State, District, County,
Other (Please Specify) Non-profit

City or Municipal)

CERTIFICATION
Iwe have read the Rules and Regulations Issued by the Nebraska Department of Health and Human Services and will comply with them

should a license be Issued. 1Awe certify that te the best of my/our knowledge, all Information and statements on the application are true and
comect and l/we hereby apply for a renewal license.

PLEASE NOTE: Neb.Rev.Stat. Section 71-433 requires: Applications shall be signed by
(1) the owner, if the applicant Is an Individual or partnership,
{2) two of its members, If the applicant is a limited liability company,
(3) two of its officers, If the applicant Is a corporation, or
(4) the head of the governmental unit having jurisdiction over the facitity to be licensed, if the applicant is a
governmental unit.

Corina Harrison, Facility Administrator 2 ' I /.9@0
AUTHORIZED REPRESENTATIVE - TYPE OR PRINT SIGNATURf L DATE

AUTHORIZED REPRESENTATIVE - TYPE OR PRINT SIGNATURE DATE



NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 10270
Name of Facility: Solar Cottages ICF 715

Type of Facility:  ICF/IMR

Location: 715 Solar Dr, Beatrice

Maximum

Occupancy: 14 Beds Persons

Date Issued: 2/20/2020

Inspected By: Susen Lindner Approved By: @v Y\S M
Deputy State Fire Marshal State Fire Marshal

POST IN PROMINENT PLACE

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit.



NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 10269
Name of Facility: Solar Cottage ICF 723

Type of Facility:  ICF/IMR

Location: 723 Solar Dr, Beatrice
Maximum

Occupancy:
Date Issued: 2/20/2020

Inspected By: Susen Lindner Approved By: @-’% M

Deputy State Fire Marshal State Fire Marshal

14 Beds Persons

POST IN PROMINENT PLACE

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit.




NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 10268
Name of Facility.: Solar Cottage ICF 743

Type of Facility: ICF/MR

Location: 743 Solar Dr, Beatrice
Maximum
Occupancy: 14 Beds Persons

Date Issued: 2/20/2020
Inspected By: Susen Lindner Approved By: @“ Yb G‘ ”"ééQ

Deputy State Fire Marshal State Fire Marshal

POST IN PROMINENT PLACE

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit,



NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 10267
Name of Facility: Solar Cottage ICF 753

Type of Facility: ICF/MR
Location: 753 Solar Dr, Beatrice

Maximum
Occupancy: 16 Beds Persons

Date Issued: 2/20/2020

Inspected By: Susen Lindner Approved By: @‘ ‘5 G ""ﬁé@.

Deputy State Fire Marshal State Fire Marshal )

POST IN PROMINENT PLACE

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit.




NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 10265
Name of Facility: Solar Cottage ICF 3052

Type of Facility:  ICF/MR

Location: 3052 Peterson Blvd, Beatrice

Maximum
Occupancy:

Date Issued: 2/20/2020

Inspected By: Susen Lindner Approved By: @*“ Yb M

Deputy State Fire Marshal State Fire Marshal

12 Beds Persons

POST IN PROMINENT PLACE

Change in occupancy classification or failure tc meet State Fire Marshal codes
shall invalidate this occupancy pemit.




NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 10264
Name of Facility: Solar Cottage IFC 3056

Type of Facility:  ICF/MR

Location: 3056 Peterson Blvd, Beatrice

Maximum
Occupancy:

Date Issued: 2/20/2020

Inspected By: Susen Lindner Approved By: @"Y«S M

Deputy State Fire Marshal State Fire Marshal

12 Beds Persons

POST IN PROMINENT PLACE

Change in occupancy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit.




NEBRASKA STATE FIRE MARSHAL
OCCUPANCY PERMIT

Certificate Number: 10266
Name of Facility: Solar Cottage ICF 3060

Type of Facility: ICF/MR
Location: 3060 Peterson Blvd, Beatrice

Maximum

Occupancy: 10 Beds Persons

Date Issued: 212012020

Inspected By: Susen Lindner Approved By: @"YS M

Deputy State Fire Marshal State Fire Marshal

POST IN PROMINENT PLACE

Change in cccupanczy classification or failure to meet State Fire Marshal codes
shall invalidate this occupancy permit.



NEBRASKA

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES R

June 18, 2020

Mark Luger, Progam Manager ||
DHHS Public Health — Licensure Unit
Office of DD and Behavioral Health
P.O. Box 94986

301 Centennial Mall South

Lincoln, NE 68509-4986

Dear Mr. Luger,
Please accept this letter as a request to move 3054 Peterson Bivd. and the 8 licensed beds to the Solar
Cottages ICF/IDD. We stipulate that by moving the only home attached to the Sheridan Cottage

ICF/IDD to the Solar Cottages ICF/IDD, that the ICF/IDD identified as Sheridan Cottages will no longer
exist.

This will increase the licensed beds in the Solar Cottages ICF/IDD from 79 to 87. We would like this
merger to become official on June 29, 2020.

if youh

P s

-

-

Greg Penner, ICF/DD Manager

Helping People Live Betler Lives _






Department of Health and Human Services
Division of Public Health

Licensure Unit

301 Centennial Mall So, P O Box 94986
Lincoln, NE 68509-4986

Solar Cottages

DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF PUBLIC HEALTH
CERTIFIES THAT

Solar Cottages
MEETS STATUTORY REQUIREMENTS AS
INTERMEDIATE CARE FAC/MR
Services Lic# ICFDD14

21 Ghief Medical Officer
=/ Director, Division of Public Heallh
Department of Heatth and Human Services

EXPIRES
33172021

Cut on heavy line and place on licensa.

3052,3054,3056,3060 PET BLV 753,743,723,715 SOL DR, BEATRICE, NE 68310

This is to verify that your INTERMEDIATE CARE FAC/MR is licensed through the
date indicated on the above renewal card. Place the renewal card in the lower
left hand corner of your original license.

Please notify this office at the address listed above of any change in name,

address, or ownership.







2019- 2020

4% Quarter Fire Drill Times

Attachment B6



2019 - 2020 FIRE DRILL TIMES - 4TH QTR. 2020

Building Chapel 3065 Ceiatl(r;tenasooo West Wing Admin. "D" Bldg. South Apts. | East Apts.
Carstens Drive i 834 Sheridan | 843 Wallman | 941 Sheridan | 3020 Lake St, 667 31st St.
Carstens Drive
1st Shift
12/31/2019 12/26/2019 12/18/2019 10/17/2019 08/16/2019 VACANT  3RDOMR 03/07/2020
1309 Hrs. 1002 Hrs. 1129 Hrs. 1346 Hrs. 0951 Hrs. MZH”‘[fTRZ;;*C’;AT:ATNT 1203 Hrs.
03/27/2020 | 03/24/2020 | 03/31/2020 | 01/31/2020 | 11/19/2019 | wramomo veamr | 06/06/2020
1104 Hrs. 1410 Hrs. 1513 Hrs. 1245 hrs. 1407 Hrs. IND OTR 2020 VACANT 0902 Hrs.
2019 - 2020 | 06/30/2020 06/26/2020 | 06/29/2020 | 06/30/2020 | 02/18/2020 3RD OTR 2020 09/06/2020
1106 Hrs. 0846 Hrs. 1039 Hrs. 0953 Hrs. 1306 Hrs. 1305 Hrs.
09/23/2020 09/22/2020 09/17/2020 08/28/2020 09/01/2020
1003 Hrs. 1310 Hrs. 1329 Hrs. 1103 Hrs. 1116 Hrs.
2nd Shift
01/03/2020
1923 Hrs.
04/04/2020
1625 Hrs.
2019 - 2020 07/06/2020
1815 Hrs.
3rd Shift
02/19/2020
0527 Hrs.
05/18/2020
0436 Hrs.
2019 - 2020 08/18/2020
2302 Hrs.
Follow up
needed
Follow up
Completed
Building 402 404 406 408 411 412 413
3104 State 3104 State 3104 State 3104 State 3071 State 3070 State 3060 Peterson
1st Shift
02/09/2020 02/09/2020 02/09/2020 02/09/2020 02/24/2020 02/22/2020 02/08/2020
1241 Hrs. 1241 Hrs. 1241 Hrs. 1241 Hrs. VACANT 1013 Hrs. 0928 Hrs.
05/08/2020 05/08/2020 05/08/2020 05/08/2020 05/24/2020 05/20/2020 05/07/2020
1041 Hrs. 1041 Hrs. 1041 Hrs. 1041 Hrs. VACANT 1209 Hrs. 1121 Hrs.
2019-2020 | 0g/15/2020 | 08/15/2020 | 08/15/2020 | 08/15/2020 | 08/24/2020 | 08/23/2020 08/08/2020
1146 Hrs. 1146 Hrs. 1146 Hrs. VACANT VACANT 1311 Hrs. 1034 Hrs.
2nd Shift
03/12/2020 03/12/2020 03/12/2020 03/12/2020 03/17/2020 01/06/2020 01/15/2020
2026 Hrs. VACANT 2026 Hrs. 2026 Hrs. VACANT 2032 Hrs. 1934 Hrs.
06/10/2020 06/10/2020 06/10/2020 06/10/2020 06/17/2020 04/06/2020 04/17/2020
1717 Hrs. 1717 Hrs. 1717 Hrs. 1717 Hrs. VACANT 1723 Hrs. 2035 Hrs.
2019 - 2020 | 09/11/2020 09/11/2020 09/11/2020 09/11/2020 09/17/2020 07/07/2020 07/20/2020
1620 Hrs. 1620 Hrs. 1620 Hrs. 1620 Hrs. VACANT 1824 Hrs. 1622 Hrs.




3rd Shift

01/13/2020 01/13/2020 01/13/2020 | 01/13/2020 01/10/2020 03/11/2020 03/13/2020
0541 Hrs. 0541 Hrs. 0541 Hrs. 0541 Hrs. VACANT 0529 Hrs. 0531 Hrs.
04/14/2020 04/14/2020 04/14/2020 | 04/14/2020 04/10/2020 06/11/2020 06/11/2020
0445 Hrs. 0445 Hrs. 0445 Hrs. 0445 Hrs. VACANT 0434 Hrs. 0434 Hrs.
2019 - 2020 | 07/14/2020 07/14/2020 07/14/2020 | 07/14/2020 07/10/2020 09/15/2020 09/13/2020
2247 Hrs. 2247 Hrs. 2247 Hrs. 2247 Hrs. VACANT 2250 Hrs. 2255 Hrs.
10/22/2020 10/22/2020 10/22/2020 10/22/2020 10/15/2020 12/31/2020 12/31/2020
0616 Hrs. 0616 Hrs. VACANT 0616 Hrs. 0618 Hrs. 0547 Hrs. 0559 Hrs.
Follow up
needed
Follow up
Completed
Building 414 415 416 418 420 422 424
3056 Peterson 3054 Peterson | 3052 Peterson 753 Solar 743 Solar 723 Solar 715 Solar
1st Shift
01/11/2020 03/06/2020 03/07/2020 | 01/10/2020 03/20/2020 02/15/2020 03/21/2020
1446 Hrs. VACANT 1303 Hrs. 1312 Hrs. 1410 Hrs. 1223 Hrs. 1219 Hrs.
04/10/2020 06/06/2020 06/05/2020 | 04/11/2020 06/18/2020 05/15/2020 06/24/2020
1243 Hrs. VACANT 0904 Hrs. 1114 Hrs. 0850 Hrs. 1324 Hrs. 0835 Hrs.
2019 - 2020 | 07/10/2020 09/06/2020 09/04/2020 | 07/11/2020 09/18/2020 08/23/2020 09/21/2020
1142 Hrs. VACANT 1407 Hrs. 1015 Hrs. 1315 Hrs. |1432 Hrs. 4TH| 0934 Hrs.
10/16/2020 12/06/2020 12/30/2020 10/17/2020 12/30/2020 QTR 2020 12/30/2020
1344 Hrs. VACANT 1207 Hrs. 1417 Hrs. 1231 Hrs. COVID 1247 Hrs.
2nd Shift
02/20/2020 01/23/2020 01/07/2020 | 02/04/2020 01/08/2020 01/25/2020 01/14/2020
2051 Hrs. VACANT 2036 Hrs. 1910 Hrs. 2043 Hrs. 1606 Hrs. 1957 Hrs.
05/08/2020 04/23/2020 04/08/2020 | 05/04/2020 04/09/2020 04/22/2020 04/15/2020
1607 Hrs. VACANT 1928 Hrs. 1810 Hrs. 1946 Hrs. 1706 Hrs. 2056 Hrs.
2019 - 2020 | og/06/2020 07/23/2020 | 07/08/2020 | 08/05/2020 | 07/09/2020 | 07/22/2020 07/16/2020
1709 Hrs. VACANT 1604 Hrs. 1714 Hrs. 1632 Hrs. 1907 Hrs. 1618 Hrs.
11/05/2020 10/23/2020 10/07/2020 12/30/2020 10/13/2020 10/23/2020 10/19/2020
1910 Hrs. VACANT 1706 Hrs. 1553 Hrs. 1734 Hrs. 1806 Hrs. 1719 Hrs.
3rd Shift
03/03/2020 02/21/2020 02/12/2020 | 03/02/2020 02/21/2020 03/09/2020 02/14/2020
0619 Hrs. VACANT 0455 Hrs. 0521 Hrs. 0456 Hrs. 0518 Hrs. 0439 Hrs.
06/04/2020 05/21/2020 05/11/2020 | 06/02/2020 05/22/2020 06/08/2020 05/12/2020
2356 Hrs. VACANT 0636 Hrs. 2359 Hrs. 0059 Hrs. 2356 Hrs. 0636 Hrs.
2018 - 2020 | 09/04/2020 08/21/2020 | 08/10/2020 | 09/01/2020 08/20/2020 09/11/2020 08/11/2020
2254 Hrs. VACANT 2252 Hrs. 2249 Hrs. 2257 Hrs. 2258 Hrs. 2258 Hrs.
12/31/2020 11/21/2020 12/31/2020 12/31/2020 12/31/2020 | 4TH QTR 2020 12/31/2020
0609 Hrs. VACANT 0618 Hrs. 0630 Hrs. 0636 Hrs. CoVvID 0645 Hrs.
Follow up
needed
Blue Red Green Purple Orange
Color Code| 4th Qtr. 1st Qtr. 2nd Qtr. 3rd Qtr. 4th Qtr.
2019 2020 2020 2020 2020







Lincoln Regional Center

Licenses verification

Attachment L1



Department of Health and Human Services
Division of Public Health

Licensure Unit

301 Centennial Mall So, P O Box 94986
Lincoln, NE 68509-4986

Lincoln Regional Center

DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF PUBLIC HEALTH
CERTIFIES THAT

Lincoln Regional Center

MEETS STATUTORY REQUIREMENTS AS
PSYCHIATRIC HOSPITAL
Lic# 500004

& 0 ;fl?:;._./fll::n'_'.'.-. “Ay)

Gary J. Anthone, MD

-1 Chief Medical Officer

EXPIRES Director, Division of Public Health
12/31/2021 Department of Health and Human Services

Cut on heavy line and place on license.

ADDRESS: 801 W PROSPECTOR, LINCOLN, NE 68522

This is to verify that your PSYCHIATRIC HOSPITAL is licensed through the date
indicated on the above renewal card. Place the renewal card in the lower left

hand corner of your original license.

Please notify this office at the address listed above of any change in name,

address, or ownership.




DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF PUBLIC HEALTH
CERTIFIES THAT

Department of Health and Human Services Lincoln Regional Center

Division of Public Health

Licensure Unit MEETS STATUTORY REQUIREMENTS AS

301 Centennial Mall So, P O Box 94986 MENTAL HEALTH SUBSTANCE USE TREATMENT CENTER
Lincoln, NE 68509-4986 Services

MENTAL HEALTH TREATMENT Lic# MHSU030

Gy O i, )
P v
o G N
(i e '\ Gary J. Anthone, MD
EXPIRES { SEAL ] Chief Medical Officer
9/30/2021 "e.,”;.,. o / Director, Division of Public Health _
W7 a7 Department of Health and Human Services

A
Ny

Cut on heavy line and place on license.

Lincoln Regional Center
FOLSOM & PROSPECTOR, BUILDING 14, LINCOLN, NE 68509

This is to verify that your MENTAL HEALTH SUBSTANCE USE TREATMENT
CENTER is licensed through the date indicated on the above renewal card.
Place the renewal card in the lower left hand corner of your original license.

Please notify this office at the address listed above of any change in name,
address, or ownership.



DHHS Letter

Regarding launch of Litigature project

Attachment L2



NEBRASKA

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES Pete Ricketts, Governor

DATE: January 20, 2021
TO: Jerall Moreland, Ombudsman’s Office

As a key partner in the behavioral health system, the Division of Behavioral Health (DBH)
wants to thank you for your participation in the stakeholder sessions held the week before
Christmas. | wanted to provide a summary for you. This communication highlights:

1) Lincoln Regional Center {LRC) ligature point renovation, and
2) 2021 strategic planning sessions.

During the September 2019 Joint Commission survey for the LRC, specific risks related to
ligature points were identified. Ligature risks are related to suicide prevention in hospital
settings to reduce deaths by suicide while serving the most vulnerable patients. The LRC
submitted and was subsequently approved to implement an interim risk mitigation plan. This
plan required the LRC to implement increased staffing and patient safety monitoring
processes until a permanent resolution could be implemented. In order to implement risk
mitigation of the ligature points identified, the LRC must undergo renovations in the three
hospital units on the LRC campus. These hospital units serve male and female patients who
are court ordered for competency evaluation and restoration or who are mental health board
committed to inpatient care and unable to be served by psychiatric hospitals in the
community. This construction project launched on January 11, 2021 and is currently
scheduled to be completed in March 2022.

The LRC has thoroughly explored various options to ensure the most efficient and least
disruptive approach to completing this renovation project. The selected approach allows for
the construction to be done the most quickly (one building at a time) while also allowing for
the most flexibility in capacity management. We feel this puts the LRC in the best position to
continue to meet the needs of the larger behavioral health system. Our team continues to
manage capacity for admissions, quarantine and isolation related to COVID-19. Thisis a
complex project and we appreciate the importance of staying in communication.

The initial phase of construction is focused on renovations in Building 10. To accommodate
this, the female patients have been moved from Building 10 to Building 3. The men’s acute
psychiatric program has moved from Building 3 to Building 5. The male forensic program will
remain in Building 5.

The LRC is expecting little to no disruption in the capacity for female patients during the
renovation project. Female patients will continue to be treated in a building physically
separate from our male patients. The LRC is projecting a slight reduction of overall male bed
capacity (approximately 10 beds) during the course of renovation.

We want to assure you that the LRC will continue to closely monitor the wait list and prioritize
admissions according to statutory requirements. The LRC will offer additional support, such

Helping Pecple Live Better Lives —



as consultation provided to community providers who are serving mentai health board
committed patients awaiting transfer to the LRC, and will work with community providers,
DHHS Divisions and Regional Behavioral Health Authorities to explore other innovative
alternatives for patients, whenever appropriate.

Additionally, we will meet with the State Court Administrator on a regular basis to answer
questions and explore solutions to ensure patients needing competency evaluation and/or
restoration continue to be served. With the passing of LB686, outpatient competency
restoration will be implemented effective July 1, 2021. This will allow patients needing
competency restoration to be served in the community and, when the Court deems
appropriate, will likely divert some patients from being admitted to the LRC. This
enhancement to the system brings Nebraska into alignment with best practices. Nebraska
has been working with the GAINS Center for Behavioral Health and Justice Transformation
and state and local key partners to develop and execute an implementation plan for
outpatient competency restoration to be readily available on July 1, 2021. Additionally, this
will help to ensure that the LRC capacity is more readily available for patients requiring
inpatient service at the LRC.

This increased flexibility with outpatient restoration is just one example of how Nebraska’s
behavioral health system continues to evolve. The DBH strives to lead efforts that will ensure
Nebraska becomes the national leader in behavioral healthcare.

In support of the DBH's 2021-2024 strategic planning efforts, it is an opportune time to assess
the rehabilitation and treatment continuum at the front door and back door of the LRC. The
role of the LRC within the behavioral health continuum of care will also be discussed. The
LRC plays a critical role in ensuring Nebraska’s most vulnerable citizens receive necessary
treatment services that support recovery.

In order to complete this important strategic analysis, the DBH will be bringing together a
group of key stakeholders in February 2021. These key stakeholders will include
representatives from other DHHS Divisions, Regional Behavioral Health Authorities,
community based hospitals and other behavioral health service providers, the Courts and
other advocates. The DBH will be working with leaders across these agencies and systems
to identify the most appropriate participants.

We will begin your requested updates via a call on January 28" at 2:00CST. You will be
receiving a calendar invite with call in information from Peter Snyder. [f this time does not
work for you, or if you have any questions, please contact Pete Snyder at |} R We
look forward to partnering with you all in these planning efforts.

Sheri Dawson, RN, BS
hief-@perating Officer Director

Department of Health and Human Services Division of Behavioral Health
Department of Health and Human Services

Helping People Live Better Lives —




Facility Staff Information

Staffing Levels

Number of Assaults on Staff

Attachment L3



Nebraska Department of Health and Human Services (NEDHHS) - LRC Data

as of 1/1/2021
Job Code  Position Filled Vacant Total Vacancy % 2020 TO %
A19211 ACCOUNTANT | 1 0 1 0% 0%
S19112 ACCOUNTING CLERK I 1 0 1 0% 0%
H77023 ACTIVITY SPECIALIST 17 0 17 0% 0%
V77024 ACTIVITY SUPERVISOR 2 1 3 33% 0%
A09121 ADMINISTRATIVE ASSISTANT | 1 0 1 0% 0%
V09122 ADMINISTRATIVE ASSISTANT I 0 1 1 100% 0%
H75015 ADMINISTRATIVE NURSE (NEW) 1 0 1 0% 0%
V75015 ADMINISTRATIVE NURSE (NEW) 7 0 7 0% 0%
V75016 ASSOCIATE DIRECTOR OF NURSING (NEW) 5 0 5 0% 14%
179510 BARBER/BEAUTICIAN 0 1 1 100%
V09213 BUSINESS MANAGER |1l 1 0 1 0% 0%
C72342 CERTIFIED MASTER SOCIAL WORKER 9 2 11 18% 9%
V72343 CERTIFIED MASTER SOCIAL WORKER SUPERVISOR 0 1 1 100% 50%
C72792 CHEMICAL DEPENDENCY COUNSELOR 1 0 1 0% 0%
H75321 CLINICAL NURSE TRAINER (NEW) 1 0 1 0% 0%
V72460 CLINICAL PROGRAM MANAGER 3 0 3 0% 0%
K76410 COMPLIANCE SPECIALIST 5] 0 5] 0% 0%
M82122 CUSTODIAL LEADER 1 0 1 0% 0%
M82121 CUSTODIAN/HOUSEKEEPER 8 1 9 11% 25%
174110 DENTAL ASSISTANT 1 0 1 0% 0%
D74150 DENTIST 1 0 1 0% 0%
C73210 DHHS PROGRAM SPECIALIST 1 0 1 0% 0%
V73210 DHHS PROGRAM SPECIALIST 1 0 1 0% 0%
G73280 DHHS QUALITY ASSURANCE COORDINATOR 1 0 1 0% 0%
S09130 DHHS SCHEDULING COORDINATOR 3 0 3 0% 0%
G75017 DIRECTOR OF NURSING (NEW) 1 0 1 0% 0%
NO00750 FACILITY OPERATING OFFICER 2 0 2 0% 25%
M80121 FOOD SERVICE AIDE 3 0 3 0% 0%
M80123 FOOD SERVICE COOK 23 1 24 4% 18%
R80123 FOOD SERVICE COOK 0 1 1 100%
V80312 FOOD SERVICE DIRECTOR I 1 0 1 0% 0%
M80124 FOOD SERVICE LEADER 0 1 1 100% 50%
V80220 FOOD SERVICE SUPERVISOR 2 0 2 0% 0%
V02202 HEALTH INFORMATION MANAGER 1 0 1 0% 0%
S02201 HEALTH INFORMATION TECHNICIAN 10 0 10 0% 0%
H76311 HUMAN SERVICES TREATMENT SPECIALIST | 6 1 7 14% 20%
A37740 LIBRARIAN/AGENCY 0 1 1 100%
175013 LICENSED PRACTICAL NURSE (NEW) 8 8 16 50% 27%
R75013 LICENSED PRACTICAL NURSE (NEW) 0 1 1 100%
C72341 MASTER SOCIAL WORKER 4 0 4 0% 18%
H72431 MENTAL HEALTH PRACTITIONER | 6 0 6 0% 20%
H72432 MENTAL HEALTH PRACTITIONER Il 11 4 15 27% 27%
V72433 MENTAL HLTH PRACTITIONER SUPERVISOR 2 0 2 0% 0%
P76142 MENTAL HLTH SECURITY SPECIALIST Il 201 35 236 15% 22%
R76142 MENTAL HLTH SECURITY SPECIALIST Il 22 19 41 46% 29%
V76154 MENTAL HLTH SECURITY UNIT SUPERVISOR 19 0 19 0% 8%
D75350 NURSE PRACTITIONER 5 1 6 17% 14%
H77312 OCCUPATIONAL THERAPIST 3 0 3 0% 0%
S01113 OFFICE CLERK IIl 2 1 3 33% 40%
V03351 OFFICE SERVICES MANAGER | 1 0 1 0% 0%
R74731 PHARMACIST 0 2 2 100%
N74740 PHARMACIST/CLINICAL 3 0 3 0% 0%
174712 PHARMACY INVENTORY TECHNICIAN 1 0 1 0% 0%
N74732 PHARMACY MANAGER 1 0 1 0% 0%
174711 PHARMACY TECHNICIAN 3 0 3 0% 0%
D75420 PHYSICIAN 1 0 1 0% 0%
G11900 PRINCIPAL 1 0 1 0% 0%
N74213 PSYCHIATRIC DIRECTOR 0 1 1 100%
G76700 PSYCHIATRIC FACILTY RISK MNGMT ADMIN 0 1 1 100%
D74211 PSYCHIATRIST 1 0 1 0% 0%
N74211 PSYCHIATRIST 2 3 5 60% 0%
N74823 PSYCHOLOGIST/LICENSED 7 2 9 22% 17%
N74822 PSYCHOLOGIST/PROV LICENSED 1 0 1 0% 0%
N74825 PSYCHOLOGY DIRECTOR 1 0 1 0%
H75014 REGISTERED NURSE (NEW) 18 20 38 53% 21%
R75014 REGISTERED NURSE (NEW) 3 9 12 75% 0%
C79920 RELIGIOUS COORDINATOR 1 0 1 0% 0%
V82330 SAFETY COORDINATOR 1 0 1 0% 0%
A82310 SAFETY SPECIALIST 4 0 4 0% 0%
S01841 STAFF ASSISTANT | 3 1 4 25% 17%
S01842 STAFF ASSISTANT II 4 0 4 0% 17%
A13252 STATISTICAL ANALYST Il 1 0 1 0% 0%
V13253 STATISTICAL ANALYST Il 1 0 1 0% 0%
S05211 SUPPLY WORKER | 1 0 1 0% 0%
S01511 SWITCHBOARD OPERATOR/RECEPTIONIST 4 0 4 0% 0%
T11360 TEACHER (SCATA CONTRACT) 3 0 3 0% 0%
A11122 TRAINING SPECIALIST | 2 0 2 0% 0%
C72481 YOUTH COUNSELOR | 2 0 2 0% 0%
P76752 YOUTH SECURITY SPECIALIST Il 21 1 22 5% 24%
V76753 YOUTH SECURITY SUPERVISOR 9 0 9 0% 9%
505 121 626 19% 19%




2/28/2021 Nebraska Legislature Mail - Ombudsman's Contact

Nebraska

; Jerall Moreland <jmoreland@leg.ne.gov>
Legislature i @leg.ne.g

Ombudsman's Contact

Snyder, Peter Wed, Feb 17, 2021 at 10:57 AM
To: "Moreland, Jerall" <|

In addition to the information in the spreadsheet | sent you last week for item #6 this is the additional information:
A. Facility Staffing Levels as of December 31, 2020:

1. The number of positions filled as of December 31, 2020
505

2. The number of positions vacant as of December 31, 2020
121

3. The number of positions needed in your HR staffing plan for FY21
626

4. The number of positions filled in your HR staffing plan for FY21 as of December 31, 2020
505

5. The aggregate turnover rate for the period of 12/2019 - 12/31/2020
19%

6. The number of vacant positions as of December 31, 2020

121

B. The number of assaults on staff for calendar year 2020

63
Please let me know if you have any additional questions regarding this information.

Thanks,

Peter Snyder, M.Ed.; C.T.R.S.

Hospital Operating Officer- Lincoln Regional Center

Nebraska Department of Health and Human Services
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This email message and any attachments to it contain information from the Department of Health and Human Services/Human
Resources which is confidential or privileged. The information is solely for the use of the intended recipients. If you are not the intended
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2/28/2021 Nebraska Legislature Mail - Ombudsman's Contact

Nebraska

; Jerall Moreland <jmoreland@leg.ne.gov>
Legislature i @leg.ne.g

Ombudsman's Contact

Snyder, Peter <Pet_ Mon, Feb 8, 2021 at 4:56 PM
To: "Moreland, Jerall

Ce: "Vogel, Barbara' |

There were 63 patient assaults on staff in calendar year 2020 for LRC main campus. There were 67 patient assaults on staff in calendar year 2020 if we include
the Whitehall campus.

We are working on making sure we have all the other information sent to you this week.

Thanks,

Peter Snyder, M.Ed.; C.T.R.S.

Hospital Operating Officer- Lincoln Regional Center

Nebraska Department of Health and Human Services

orricc N
vosiLE- I

DHHS.ne.gov | Facebook | Twitter | Linkedin

This email message and any attachments to it contain information from the Department of Health and Human Services/Human
Resources which is confidential or privileged. The information is solely for the use of the intended recipients. If you are not the intended
recipient, any disclosure, copying, distribution or use of the contents of this information is prohibited. If you have received this email in
error, please notify me by return email and delete the information you received in error immediately. Thank you
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Fire Extinguisher



Inspection Certificate

For

Lincoln Regional Center
801 W Prospector PI
Lincoln, NE 68522

This Inspection was performed in accordance with applicable Standards. The subsequent pages of this
report provide performance measurements, listed ranges of acceptable results, and complete
documentation of the inspection. Whenever discrepancies exist between acceptable performance
standards and actual test results, notes and/or recommended solutions have been proposed or provided
for immediate review and approval.

Inspection Date
Sep 29, 2020

Building: Lincoln Regional Center Company: General Fire & Safety
Contact: Kurt - Contact: Ron Fox
Title: - Title: Fire Extinguisher Technician




Executive Summary

Generated by: BuildingReports.com

Building Information

Building: Lincoln Regional Center

Address: 801 W Prospector Pl

Contact: Kurt -

Phone: NN

Address: Fax:
City/State/Zip: Lincoln, NE 68522 Mobile:
Country: United States of America Email:

Inspection Performed By

Company: General Fire & Safety
Address: 2431 Fairfield Street
Address:

City/State/Zip: Lincoln, NE 68521

Inspector: Ron Fox

Phone I

Fax:

Country: United States of America Email. I
Inspection Summary
Catedo Total Items Serviced Passed Failed/Other
gory Qty % Qty % Qty % Qty %
Fire 115 100.00% 115 100.00% 115 100.00% 0 0%
100.00 100.00
Totals 115 100% 115 % 115 % 0 0%

Certification

Company: General Fire & Safety

Inspector: Ron Fox

Signed:

Building: Lincoln Regional Center

Contact: Kurt -

Signed:

General Fire & Safety

1 09/29/2020




Inspection & Testing

Generated by: BuildingReports.com

Building: Lincoln Regional Center

The Inspection & Testing section lists all of the items inspected in your building. Items are grouped by Passed or
Failed/Other. Items are listed by Category. Each item includes the services performed, and the time & date at which

testing occurred.

‘ ScaniD : S/N

‘ Service

Device Type Location Date Time
Passed
Fire

Fire Extinguisher, 5 Lbs, Building 10 1st-Breakroom 7ZX419353 Inspected 09/11/20 8:32:33 AM

A.B.C. ZX419353

Fire Extinguisher, 5 Lbs, Building 10 1st-Life Skills 57605862 Inspected 09/11/20 8:39:41 AM

A.B.C. XP-448275

Fire Extinguisher, 5 Lbs, Building 10 1st-Lobby-Elev BP992371 Inspected 09/11/20 8:35:35 AM

A.B.C. BP992371

Fire Extinguisher, 5 Lbs, Building 10 1st-North V70728 Inspected 09/11/20 8:30:05 AM

A.B.C. V70728

Fire Extinguisher, 5 Lbs, Building 10 1st-South RH-009537 Inspected 09/11/20 8:44:50 AM

A.B.C. RH-009537

Fire Extinguisher, 5 Lbs, Building 10 2nd-East Hall XB936969 Inspected 09/11/209:01:29 AM

A.B.C. XB936969

Fire Extinguisher, 5 Lbs, Building 10 2nd-Kitchen AK346456 Inspected 09/11/20 8:52:28 AM

A.B.C. AK346456

Fire Extinguisher, 5 Lbs, Building 10 2nd-North AZ497627 Inspected 09/11/20 8:58:20 AM

A.B.C. AZ497627

Fire Extinguisher, 5 Lbs, Building 10 2nd-South XB947621 Inspected 09/11/20 9:09:35 AM

A.B.C. XB947621

Fire Extinguisher, 5 Lbs, Building 10 2nd-Tech Station Y574063 Inspected 09/11/20 8:49:43 AM

A.B.C. Y574063

Fire Extinguisher, 6 Ltr, Building 10 LL-Canteen A-35483507 Inspected 09/11/20 9:24:35 AM

Class K A-35483507

Fire Extinguisher, 5 Lbs, Building 10 LL-Elev WK692500 Inspected 09/11/209:12:19 AM

A.B.C. WK692500

Fire Extinguisher, 10 Lbs, Building 10 LL-Elev Mech BE740174 Inspected 09/11/20 9:21:42 AM

A.B.C. Room BE740174

Fire Extinguisher, 20 Lbs, Building 10 LL-Generator XH732457 Inspected 09/11/20 9:18:00 AM

B.C. Room XH732457

Fire Extinguisher, 10 Lbs, Building 10 LL-Kitchen Office A92847699 Inspected 09/11/20 9:28:15 AM

A.B.C. A92847699

Fire Extinguisher, 6 Ltr, Building 10 LL-Kitchen-East A-35483510 Inspected 09/11/20 9:30:55 AM

Class K Door A-35483510

Fire Extinguisher, 10 Lbs, Building 10 LL-Mech Room XL808783 Inspected 09/11/20 9:15:39 AM

A.B.C. XL808783

Fire Extinguisher, 10 Lbs, Building 10 Penthouse XS139166 Inspected 09/11/20 9:05:06 AM

A.B.C. XS139166

Fire Extinguisher, 5 Lbs, Building 14 1st-Hall-Rm 121 ZP736971 Hydro Test 09/29/20 2:53:12 PM
General Fire & Safety 2 09/29/2020




Device Type Location ScanlD : S/N ‘ Service Date Time

A.B.C. ZP736971

Fire Extinguisher, 5 Lbs, Building 14 1st-Hall-Rm 138 ZP736943 Hydro Test 09/29/20 2:52:10 PM

A.B.C. ZP736943

Fire Extinguisher, 5 Lbs, Building 14 1st-Hall-Rm 148a AZ497634 Inspected 09/09/20 9:34:04 AM

A.B.C. AZ497634

Fire Extinguisher, 5 Lbs, Building 14 1st-Hall-Rm 153 YF864122 Inspected 09/09/20 9:32:43 AM

A.B.C. YF864122

Fire Extinguisher, 5 Lbs, Building 14 1st-Hall-Rm 189 SP535641 Inspected 09/09/20 9:28:48 AM

A.B.C. SP535641

Fire Extinguisher, 5 Lbs, Building 14 2nd-Hall-Rm 212 XA51018 Inspected 09/09/20 9:51:51 AM

A.B.C. XA51018

Fire Extinguisher, 5 Lbs, Building 14 2nd-Hall-Rm 240 V69213 Inspected 09/09/20 9:46:07 AM

A.B.C. V69213

Fire Extinguisher, 10 Lbs, Building 14 2nd-Hall-Rm 252 YC301458 Inspected 09/09/20 9:44:36 AM

A.B.C. YC301458

Fire Extinguisher, 10 Lbs, Building 14 2nd-Hall-Rm 281 ZU118735 Hydro Test 09/29/20 3:23:36 PM

A.B.C. ZU118735

Fire Extinguisher, 10 Lbs, Building 14 2nd-Hall-Rm 290 XG-467364 Inspected 09/09/20 9:39:31 AM

A.B.C. XG-467364

Fire Extinguisher, 5 Lbs, Building 14 2nd-Rm 217 XM79553 Inspected 09/09/20 9:49:32 AM

A.B.C. XM79553

Fire Extinguisher, 5 Lbs, Building 14 2nd-Rm 230 AK349954 Inspected 09/09/20 9:47:57 AM

A.B.C. AK349954

Fire Extinguisher, 6 Ltr, Building 14 2nd-Rm AC817615 Inspected 09/09/20 9:42:48 AM

Class K 271-Kitchen AC817615

Fire Extinguisher, 5 Lbs, Building 14 3rd-Hall-Middle ZP736936 Hydro Test 09/29/20 3:27:06 PM

A.B.C. Stairs ZP736936

Fire Extinguisher, 5 Lbs, Building 14 3rd-Hall-Rm 319 ZP724320 Hydro Test 09/29/20 3:26:10 PM

A.B.C. ZP724320

Fire Extinguisher, 5 Lbs, Building 14 3rd-Hall-Rm 331 ZP736994 Hydro Test 09/29/20 3:28:26 PM

A.B.C. ZP736994

Fire Extinguisher, 10 Lbs, Building 14 3rd-Hall-Rm 359 77-182844 Inspected 09/09/20 9:55:05 AM

A.B.C. Z7-182844

Fire Extinguisher, 10 Lbs, Building 14 3rd-Office-Rm C98789954 Inspected 09/09/20 9:57:46 AM

A.B.C. 348 C98789954

Fire Extinguisher, 10 Lbs, Building 14 LL-Elev Mech K884527 Inspected 09/09/20 9:17:53 AM

A.B.C. Rm-Rm 039 K884527

Fire Extinguisher, 5 Lbs, Building 14 LL-Hall-Rm 029 ZP724348 Hydro Test 09/29/20 3:42:02 PM

A.B.C. ZP724348

Fire Extinguisher, 5 Lbs, Building 14 LL-Hall-Rm 041 ZP724373 Hydro Test 09/29/20 3:43:16 PM

A.B.C. ZP724373

Fire Extinguisher, 5 Lbs, Building 14 LL-Hall-Rm 056 ZP715804 Hydro Test 09/29/20 3:35:24 PM

A.B.C. ZP715804

Fire Extinguisher, 5 Lbs, Building 14 LL-Mech Rm 014 BS730257 Inspected 09/09/20 9:10:39 AM

A.B.C. BS730257

Fire Extinguisher, 5 Lbs, Building 14 LL-NW Hall ZW989049 Hydro Test 09/29/20 2:47:40 PM

A.B.C. ZW989049

Fire Extinguisher, 6 Ltr, Building 14 LL-NW Mech AB110001 Inspected 09/25/20 11:15:19 AM

Class K Room-Spare AB110001

Fire Extinguisher, 10 Lbs, Building 14 LL-NW Mech 57605861 Inspected 09/25/2011:19:28 AM

A.B.C. Room-Spare WT-363452

Fire Extinguisher, 10 Lbs, Building 14 LL-NW Mech RC-057831 Inspected 09/25/20 11:21:41 AM
General Fire & Safety 3 09/29/2020




Device Type Location ScanlD : S/N ‘ Service Date Time

A.B.C. Room-Spare RC-057831

Fire Extinguisher, 5 Lbs, Building 14 LL-NW Mech XL914520 Inspected 09/25/20 11:17:26 AM

A.B.C. Room-Spare XL914520

Fire Extinguisher, 5 Lbs, Building 14 LL-NW Mech WU105507 Inspected 09/25/20 11:24:45 AM

A.B.C. Room-Spare WuU105507

Fire Extinguisher, 5 Lbs, Building 14 LL-NW Mech AU800350 Inspected 09/25/20 11:27:49 AM

A.B.C. Room-Spare AU800350

Fire Extinguisher, 5 Lbs, Building 14 LL-NW Mech AV616821 Inspected 09/25/20 11:28:12 AM

A.B.C. Room-Spare AV616821

Fire Extinguisher, 5 Lbs, Building 14 LL-NW Mech AW981212 Inspected 09/25/20 11:30:30 AM

A.B.C. Room-Spare AW981212

Fire Extinguisher, 5 Lbs, Building 14 LL-Rm 029 VZ498987 Inspected 09/09/20 9:12:41 AM

A.B.C. VZ498987

Fire Extinguisher, 5 Lbs, Building 14 LL-Rm ZP724307 Hydro Test 09/29/20 3:36:42 PM

A.B.C. 056-Storage ZP724307

Fire Extinguisher, 5 Lbs, Building 14 LL-Rm 056b XL938807 Inspected 09/09/20 9:23:00 AM

A.B.C. XL938807

Fire Extinguisher, 5 Lbs, Building 14 LL-Rm ZP724331 Hydro Test 09/29/20 3:40:47 PM

A.B.C. 062-Storage ZP724331

Fire Extinguisher, 5 Lbs, Building 14 LL-Shop-Rm 054 AW981252 Inspected 09/09/20 9:20:44 AM

A.B.C. AW981252

Fire Extinguisher, 5 Lbs, Building 14 LLNW Mech AT713959 Inspected 09/25/20 11:24:53 AM

A.B.C. Room-Spare AT713959

Fire Extinguisher, 5 Lbs, Building 3 1st-By Elevator A40076392 Inspected 09/11/20 10:36:18 AM

A.B.C. A40076392

Fire Extinguisher, 5 Lbs, Building 3 1st-East BS798461 Inspected 09/11/20 10:33:44 AM

A.B.C. BS798461

Fire Extinguisher, 10 Lbs, Building 3 1st-Kitchen W-425773 Inspected 09/11/20 10:31:02 AM

A.B.C. W-425773

Fire Extinguisher, 5 Lbs, Building 3 1st-West AU371289 Inspected 09/11/20 10:27:53 AM

A.B.C. AU371289

Fire Extinguisher, 5 Lbs, Building 3 2nd-By Elevator BN438136 Inspected 09/11/20 10:39:29 AM

A.B.C. BN438136

Fire Extinguisher, 5 Lbs, Building 3 2nd-East BN438033 Inspected 09/11/20 10:42:54 AM

A.B.C. BN438033

Fire Extinguisher, 5 Lbs, Building 3 2nd-Kitchen AW981794 Inspected 09/11/20 10:45:21 AM

A.B.C. AW981794

Fire Extinguisher, 5 Lbs, Building 3 2nd-West S$758439 Inspected 09/11/20 10:48:55 AM

A.B.C. S758439

Fire Extinguisher, 5 Lbs, Building 3 LL-East BV748715 Inspected 09/11/20 10:08:49 AM

A.B.C. BV748715

Fire Extinguisher, 5 Lbs, Building 3 LL-Elevator Mech AK346420 Inspected 09/11/2010:13:43 AM

A.B.C. Room AK346420

Fire Extinguisher, 10 Lbs, Building 3 LL-Maintenance BF-142204 Inspected 09/11/20 10:06:03 AM

A.B.C. Shop BF-142204

Fire Extinguisher, 5 Lbs, Building 3 LL-Rec YB784137 Inspected 09/11/20 10:20:00 AM

A.B.C. Room-Kitchen YB784137

Fire Extinguisher, 5 Lbs, Building 3 LL-Rec Room-West  BK191555 Inspected 09/11/2010:16:49 AM

A.B.C. Wall BK191555

Fire Extinguisher, 10 Lbs, Building 3 LL-Rm 008-Mech AT-018360 Inspected 09/11/20 10:23:06 AM

A.B.C. Room AT-018360

Fire Extinguisher, 5 Lbs, Building 3 LL-Rm 028 SJ-230292 Inspected 09/11/2010:10:46 AM
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A.B.C. SJ-230292

Fire Extinguisher, 5 Lbs, Building 3 LL-West AZ499964 Inspected 09/11/20 10:25:41 AM

A.B.C. AZ499964

Fire Extinguisher, 5 Lbs, Building 5 1st-Lobby XL938806 Inspected 09/09/20 2:53:01 PM

A.B.C. XL938806

Fire Extinguisher, 5 Lbs, Building 5 1st-Rec Room-RT XB816431 Inspected 09/09/20 3:09:04 PM

A.B.C. Office XB816431

Fire Extinguisher, 5 Lbs, Building 5 1st-S2-Tech XL914486 Inspected 09/09/20 2:44:28 PM

A.B.C. Station XL914486

Fire Extinguisher, 5 Lbs, Building 5 LL-Gym Storage XF876503 Inspected 09/09/20 2:03:04 PM

A.B.C. XF876503

Fire Extinguisher, 5 Lbs, Building 5 LL-West Electrical XS048693 Inspected 09/09/20 2:59:20 PM

A.B.C. Room XS048693

Fire Extinguisher, 5 Lbs, Building 5 ZP737022 Hydro Test 09/28/20 3:48:17 PM

A.B.C. 1st-Canteen-Breakroom ZP737022

Fire Extinguisher, 6 Ltr, Building 5 A-35484808 Hydro Test 09/28/20 3:38:39 PM

Class K 1st-Canteen-Kitchen A-35484808

Fire Extinguisher, 5 Lbs, Building 5 1st-H.l.M. Office ZT900966 Inspected 09/09/20 1:56:39 PM

A.B.C. 27900966

Fire Extinguisher, 10 Lbs, Building 5 1st-Kitchen ZP896214 Hydro Test 09/28/20 3:48:52 PM

A.B.C. ZP896214

Fire Extinguisher, 5 Lbs, Building 5 1st-Rec Room AW981247 Inspected 09/09/20 2:08:28 PM

A.B.C. AW981247

Fire Extinguisher, 10 Lbs, Building 5 1st-Rec RX-783016 Inspected 09/09/20 2:11:53 PM

A.B.C. Room-Library RX-783016

Fire Extinguisher, 5 Lbs, Building 5 1st-S1-Fire Exit VS-479556 Inspected 09/09/20 2:25:07 PM

A.B.C. VS-479556

Fire Extinguisher, 5 Lbs, Building 5 1st-S1-Tech Room SJ)-230294 Inspected 09/09/20 2:23:27 PM

A.B.C. SJ-230294

Fire Extinguisher, 5 Lbs, Building 5 1st-S2-Fire Exit AT713834 Inspected 09/09/20 2:41:32 PM

A.B.C. AT713834

Fire Extinguisher, 5 Lbs, Building 5 1st-S3-Fire Exit AY719620 Inspected 09/09/20 2:27:26 PM

A.B.C. AY719620

Fire Extinguisher, 5 Lbs, Building 5 1st-Security Office RH-020799 Inspected 09/09/20 1:57:52 PM

A.B.C. RH-020799

Fire Extinguisher, 5 Lbs, Building 5 2nd-S3-Tech WUQ095774 Inspected 09/09/20 2:31:44 PM

A.B.C. Station WU095774

Fire Extinguisher, 5 Lbs, Building 5 2nd-S4-Fire Exit AW981253 Inspected 09/09/20 2:39:48 PM

A.B.C. AW981253

Fire Extinguisher, 5 Lbs, Building 5 2nd-S4-Tech RH-020810 Inspected 09/09/20 2:36:44 PM

A.B.C. Station RH-020810

Fire Extinguisher, 5 Lbs, Building 5 2nd-S5-Tech R988783 Inspected 09/09/20 2:51:18 PM

A.B.C. Station R988783

Fire Extinguisher, 5 Lbs, Building 5 2nd-South Elev AT713841 Inspected 09/09/20 2:33:42 PM

A.B.C. Mech Room AT713841

Fire Extinguisher, 10 Lbs, Building 5 Annex-Hall ZP896220 Hydro Test 09/28/20 3:49:20 PM

A.B.C. ZP896220

Fire Extinguisher, 5 Lbs, Building 5 Annex-Mech Room  WA-658121 Inspected 09/09/20 3:15:03 PM

A.B.C. WA-658121

Fire Extinguisher, 5 Lbs, Building 5 LL-East Elec Room AY696880 Inspected 09/09/20 3:00:55 PM

A.B.C. AY696880

Fire Extinguisher, 5 Lbs, Building 5 LL-Elev Mech Room  RH-009547 Inspected 09/09/20 3:03:13 PM
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A.B.C. RH-009547
Fire Extinguisher, 5 Lbs, Building 5 LL-Gym-Work Out VP-622356 Inspected 09/09/20 2:05:45 PM
A.B.C. Room VP-622356
Fire Extinguisher, 5 Lbs, Building 5 LL-Mech Room AZ621013 Inspected 09/09/20 2:56:14 PM
A.B.C. AZ621013
Fire Extinguisher, 10 Lbs, Building 7 LL-Elev Mech Room  BR334948 Inspected 09/09/20 11:16:48 AM
A.B.C. BR334948
Fire Extinguisher, 5 Lbs, Building 7 LL-Loading Dock XS122493 Inspected 09/09/20 11:14:25 AM
A.B.C. XS$122493
Fire Extinguisher, 10 Lbs, Building 9 Basement Mech X863229 Inspected 09/09/20 11:13:22 AM
Carbon Dioxide Room X863229
Fire Extinguisher, 5 Lbs, Building 9 Basement-Stairs BN340978 Inspected 09/09/20 10:58:42 AM
A.B.C. BN340978
Fire Extinguisher, 5 Lbs, Building 9 East Hall AK379543 Inspected 09/09/20 10:54:17 AM
A.B.C. AK379543
Fire Extinguisher, 5 Lbs, Building 9 East Hall AK347330 Inspected 09/09/20 10:56:35 AM
A.B.C. AK347330
Fire Extinguisher, 5 Lbs, Building 9 South Lobby M613495 Inspected 09/09/20 10:47:01 AM
A.B.C. M613495
Fire Extinguisher, 20 Lbs, Maintenance/Grounds Boiler ZR267659 Hydro Test 09/28/20 3:17:40 PM
A.B.C. Room-South Wall ZR267659
Fire Extinguisher, 5 Lbs, Maintenance/Grounds ZP715802 Hydro Test 09/28/20 3:23:03 PM
A.B.C. Carpenter Shop-North ZP715802
Fire Extinguisher, 10 Lbs, Maintenance/Grounds AH-333035 Inspected 09/28/20 3:18:27 PM
A.B.C. Carpenter Shop-South AH-333035
Fire Extinguisher, 10 Lbs, Maintenance/Grounds Cave BF-142219 Inspected 09/28/20 3:19:08 PM
A.B.C. BF-142219
Fire Extinguisher, 20 Lbs, Maintenance/Grounds Gas V897464 Inspected 09/09/20 11:41:42 AM
B.C. Pump V897464
Fire Extinguisher, 10 Lbs, Maintenance/Grounds K901376 Inspected 09/28/20 3:20:16 PM
A.B.C. Grounds Shop-Entry K901376
Fire Extinguisher, 10 Lbs, Maintenance/Grounds Shop YU18673 Inspected 09/09/20 12:01:01 PM
A.B.C. YU18673
Fire Extinguisher, 10 Lbs, Maintenance/Grounds Shop ZP896247 Hydro Test 09/28/20 3:26:01 PM
A.B.C. ZP896247
Fire Extinguisher, 10 Lbs, Maintenance/Grounds West ZP896238 Hydro Test 09/28/20 3:23:55 PM
A.B.C. Shed-Entry ZP896238
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Service Summary

Generated by: BuildingReports.com

Building: Lincoln Regional Center

The Service Summary section provides an overview of the services performed in this report.

Device Type Service ‘ Quantity
Passed

Fire Extinguisher, 10 Lbs, A.B.C. Hydro Test 5
Fire Extinguisher, 10 Lbs, A.B.C. Inspected 20
Fire Extinguisher, 10 Lbs, Carbon Dioxide Inspected 1
Fire Extinguisher, 20 Lbs, A.B.C. Hydro Test 1
Fire Extinguisher, 20 Lbs, B.C. Inspected 2
Fire Extinguisher, 5 Lbs, A.B.C. Hydro Test 13
Fire Extinguisher, 5 Lbs, A.B.C. Inspected 68
Fire Extinguisher, 6 Ltr, Class K Hydro Test 1
Fire Extinguisher, 6 Ltr, Class K Inspected 4
Total 115
Grand Total 115
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Fire Extinguisher Maintenance Report

Generated by: BuildingReports.com

Building: Lincoln Regional Center

This report provides details on the Hydrostatic Test and Maintenance/Breakdown dates for fire extinguishers. Items that
will need either of these services at any time in the next two years are displayed. Items are grouped together by year for
budgeting purposes.

ScaniD Location ‘ Serial # ’ Hydro Breakdown Mfr Date

Due in 2021

Breakdown/Maintenance

Fire Extinguisher, A.B.C., 10 Lbs

A92847699 Building 10 LL-Kitchen Office A92847699 09/09/27 09/11/21 09/09/15
Total Fire Extinguisher, A.B.C., 10 Lbs:

Hydrostatic Test

Fire Extinguisher, A.B.C., 5 Lbs

VP-622356 Building 5 LL-Gym-Work Out Room VP-622356 09/09/21 09/09/27 09/09/09
Total Fire Extinguisher, A.B.C., 5 Lbs:

Fire Extinguisher, Class K, 6 Ltr

AB110001 Building 14 LL-NW Mech Room-Spare AB110001 09/09/21 09/09/06
Total Fire Extinguisher, Class K, 6 Ltr:

Due in 2022

Breakdown/Maintenance

Fire Extinguisher, A.B.C., 5 Lbs

WK692500 Building 10 LL-Elev WK692500 09/09/28 09/11/22 09/09/04
Total Fire Extinguisher, A.B.C., 5 Lbs:

Hydrostatic Test

Fire Extinguisher, A.B.C., 10 Lbs

K884527 Building 14 LL-Elev Mech Rm-Rm 039  K884527 09/09/22 09/09/28 09/09/10
Total Fire Extinguisher, A.B.C., 10 Lbs:

Fire Extinguisher, A.B.C., 5 Lbs

V69213 Building 14 2nd-Hall-Rm 240 V69213 09/09/22 09/09/28 09/09/10
S758439 Building 3 2nd-West S758439 09/09/22 09/11/28 09/09/10
Total Fire Extinguisher, A.B.C., 5 Lbs:

Fire Extinguisher, B.C., 20 Lbs

V897464 Maintenance/Grounds Gas Pump V897464 09/09/22 09/09/28 09/09/10
Total Fire Extinguisher, B.C., 20 Lbs:

Fire Extinguisher, Class K, 6 Ltr

AC817615 Building 14 2nd-Rm 271-Kitchen AC817615 09/09/22 09/09/12
Total Fire Extinguisher, Class K, 6 Ltr:

1

General Fire & Safety 8 09/29/2020




Inventory & Warranty Report

Generated by: BuildingReports.com

Building: Lincoln Regional Center

The Inventory & Warranty Report lists each of the devices and items that are included in your Inspection Report. A
complete inventory count by device type and category is provided. Items installed within the last 90 days, within the last

year, and devices installed for two years or more are grouped together for easy reference.

Device or Type ‘ Category % of Inventory Quantity
Fire Extinguisher Fire 100.00% 115
Qt
Type y Model # Description Manufacture Date
New (under 90 days)
Amerex
Fire Extinguisher 1 AB402-08 A.B.C. 09/09/2020
In Service - 3 Years to 5 Years
Amerex
Fire Extinguisher 1 AB456-17 A.B.C. 09/09/2017
In Service - 5 Years to 10 Years
Amerex
Fire Extinguisher 1 AB402-15 A.B.C. 09/09/2015
Fire Extinguisher 1 AB456-15 A.B.C. 09/09/2015
Sentry
Fire Extinguisher 1 X-K01-3 Class K 09/09/2015
Fire Extinguisher 2 X-K01-3 Class K 09/09/2014
Amerex
Fire Extinguisher 2 AB500-13 A.B.C. 09/09/2013
Sentry
Fire Extinguisher 1 XAO5 A.B.C. 09/09/2013
Fire Extinguisher 4 XAAO05-1 A.B.C. 09/09/2013
Amerex
Fire Extinguisher 1 AB456-13 A.B.C. 09/09/2013
Fire Extinguisher 7 AB500-12 A.B.C. 09/09/2012
Kidde
Fire Extinguisher 1 PRO 5 A.B.C. 09/09/2012
Sentry
Fire Extinguisher 1 XAAO05 A.B.C. 09/09/2012
Fire Extinguisher 4 XAAO05-1 A.B.C. 09/09/2012
Amerex
Fire Extinguisher 1 AB456-12 A.B.C. 09/09/2012
General Fire & Safety 9 09/29/2020




Badger

Fire Extinguisher 2 ADV-10 A.B.C. 09/09/2012
Buckeye

Fire Extinguisher 1 10HISA80ABC A.B.C. 09/09/2012

Fire Extinguisher 1 10SHISA80ABC A.B.C. 09/09/2012
Amerex

Fire Extinguisher 1 AB260-12 Class K 09/09/2012

Fire Extinguisher 1 A402-99 A.B.C. 09/09/2011

Fire Extinguisher 2 AB402-11 A.B.C. 09/09/2011
Sentry

Fire Extinguisher 2 XAAO5 A.B.C. 09/09/2011

Fire Extinguisher 6 XAA05-1 A.B.C. 09/09/2011
Buckeye

Fire Extinguisher 1 10HISA80ABC A.B.C. 09/09/2011
Sentry

Fire Extinguisher 1 XAA10S A.B.C. 09/09/2011

In Service - 10 Years to 15 Years

Sentry

Fire Extinguisher 1 XAO05 A.B.C. 09/09/2010

Fire Extinguisher 2 XAAO05 A.B.C. 09/09/2010

Fire Extinguisher 1 XAAT10S A.B.C. 09/09/2010
Amerex

Fire Extinguisher 1 B.C. 09/09/2010
Sentry

Fire Extinguisher 1 PRO 5 A.B.C. 09/09/2009

Fire Extinguisher 1 XAAO5 A.B.C. 09/09/2009
Buckeye

Fire Extinguisher 1 10HISA80ABC A.B.C. 09/09/2009
Sentry

Fire Extinguisher 11 XAO05 A.B.C. 09/09/2008

Fire Extinguisher 2 XAAO5 A.B.C. 09/09/2008

Fire Extinguisher 4 XA10T A.B.C. 09/09/2008

Fire Extinguisher 1 XAA20 A.B.C. 09/09/2008

Fire Extinguisher 1 XAO5 A.B.C. 09/09/2007

Fire Extinguisher 1 XAAO5 A.B.C. 09/09/2007

Fire Extinguisher 1 XAT0H A.B.C. 09/09/2007
Buckeye

Fire Extinguisher 1 5HI SA A.B.C. 09/09/2006
Sentry

Fire Extinguisher 1 XAO05 A.B.C. 09/09/2006

Fire Extinguisher 5 XAAO05 A.B.C. 09/09/2006
Amerex

Fire Extinguisher 1 AB456-06 A.B.C. 09/09/2006

Fire Extinguisher 1 AB260 Class K 09/09/2006
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In Service - 15 Years to 25 Years

Sentry

Fire Extinguisher XAO05 A.B.C. 09/09/2005

Fire Extinguisher XAAO05 A.B.C. 09/09/2005
Badger

Fire Extinguisher 10MB-8H-05 A.B.C. 09/09/2005
Buckeye

Fire Extinguisher 10HI A.B.C. 09/09/2005
Sentry

Fire Extinguisher XA10H A.B.C. 09/09/2005

Fire Extinguisher XA10T A.B.C. 09/09/2005
Amerex

Fire Extinguisher A408-05 B.C. 09/09/2005

Fire Extinguisher AB500-04 A.B.C. 09/09/2004
Sentry

Fire Extinguisher XAAO05 A.B.C. 09/09/2004
Amerex

Fire Extinguisher AB402-03 A.B.C. 09/09/2003
Sentry

Fire Extinguisher XAAO5 A.B.C. 09/09/2003
Amerex

Fire Extinguisher AB500-01 A.B.C. 09/09/2001

Fire Extinguisher A330 Carbon Dioxide 09/09/2001
Badger

Fire Extinguisher 10MB8HOO0 A.B.C. 09/09/2000
Amerex

Fire Extinguisher A402-99 A.B.C. 09/09/1999
Badger

Fire Extinguisher 10MB8H99 A.B.C. 09/09/1999
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Elevator Safety



State Fire Marshal - Office of Elevator Safety

1313 Famam, Rm. 233
Omaha, NE 68102

sfm.Conveyances@nebraska.gov Office:

402-595-2184
Fax: 402-595-1260

Nebraska Annual Conveyance Safety Inspection Form

33 Must keep handrails free from cuts, cracks, pinch points and other hazards. | 7.3

34 Must keep covers secure, no tripping hazards, maintain open area for access. 7.4

35 Must keep safety decals or signs in good shape for passengers to read. 76

36 Must keep stationary comb plates and escalator step edges which mesh 771

37 Must maintain gap betwsen moving step and stationary skirt pan

el 3116-14. | 7.17.1

38 Must keep excsssive play or rocking movement in steps to a minimum. 7.9.1(b,1

— - : g
Building Name/-, e MQM ﬁ .-__,;j: g,,,/LLC'iu. / f/ Building Address: 1?3
Elevator No.: State 1D Number: </ &> ~7(_, Elevator Type: Elevator Use: # of Landings:
Last Annual Insp. Date\yng, ) [QElevator Speed: Elevator Capacity: Code Year: Mamfacturer;
ELEVATORS Devices Tested/Test Requirement ~ ASME A17.2ltem# Pass Fail N/A Results/Notes
)1 Must make door reopening device operable. 1.1.1 gl O
M 2 Must make car and floor sill's level, 1.3.1.1 Ll
¢ 3 Must make emergency light operable. 1,5.1(b) 110
* 4 Must make emergency Alan Bell/Phone operable. 1.6.4 ]
5 Must make restriclors wok outside 18" zone o 4* max open. 1.18.1 N
w 6 Ensure permanent/unobstructed access to machines/controls. | 11.1.3 0|0
A T Must provide ample, guarded, machine room lighting. 234 0ol
ﬁ 8 Must provide sufficient heating/cooling for equipment 2.6.1 L0l
!9 Must provide lockable mainline and lighting disconnects. 2411 HEEE]
£ 10 Must have fire extinguisher adjacent to controls/machine areas | 2.7 U0
R 11 Clear of non-elevator storage, flammables, from oil, grease, dirt, | 2.5.1 mEEE ;
o 12 Current relief test records tag/plate for pressure testing 1 year | 2.31.1 1 M@L&z&
3 13 Must provide current govemor test tag/plate 1/5 year, 2.13.2.1 (b} (6} ]
14 MCP tasks widates, tests, repairs, callbacks, oil usage. 2013+ | 2.40.1 k] L] [
15 Must make car top stop swilch operable. 3.1.4 % (]
¢ 16 Must make car top inspection staion operable, 3.3.1 Ll
R 17 Must make car top light and GFCI outlet operable. 3.2.4 % LI
r 18 Must make hoist way venting clear and louvers operable. 3.11.1 ]
S 19 Check that a standard railing is provided where required. 3.4.3.1 (b) O Ll
20 Must keep all ropes free from rustikinks/broken strands. 3.23.1 O[Ol
e 21 Must test Fire Service Phase One & Two monthly. 6.5.286.53 4 1 O10
22 Must maintain monthly fire service testing log in control room. 6.1.1 0l [0
¢ 23 Must maintain door closing foot pound pressure within fimits. 1.8.1 [0
« 24 Must properly adjust door equipment on car & hall doors. 3.17.1 il
w 25 Must maintain door gibs and retainers if provided to code. 1.7.1 NN
i 26 Escutcheons intact, secure. Access switches & limits work OK, | 4.5.1 0O
p 27 Must provide pit ladder on all pits over 30", on P.\. side of door. | 5.1.1(b) HEEN
(28 Must maintain a dry pit, clean and paint pit equipment. 5.1.1(e) NEEN
T 29 Must make pit stop switch operable, locate adjacent to ladder. | 5.1.1(c) U [0
a 30 Must make pit light operable, switch adjacent to ladder, 18" high | 5.1.1(d) OO0
E 31 Sump cover must be grated or 5-2" holes to allow water inside | 5.1.1 (€} O [ O
32 Must keep pit equipment rust free, clean to bare metal, paint 5.10-14 O | O
ESCALATORS
O 10 [0
Q[0
EE RN
EEEENIN
O 0 [0
O[O0
O [l [ 1]

39 Current MCP tasks widates, tests, repairs, callbacks, start-up gu

ide. 2013+ 7194,

Inspector Name: Inspector Signamre:(_/;a,w\,f/ '

1 <Y

1

et 7102

* Buiding Contact Name:—~7 \/ Contact Signature:




State Fire Marshal - Office of Elevator Safety
1313 Farnam, Rm. 233
Omaha, NE 68102
sfm.Conveyances@nebraska.gov Office;
402-595-3184
Fax: 402-595-1360

Nebraska Annual Conveyance Safety Inspection Form

Building Name: / - . L (s & O [ (7 ;77 Building Address: 5
Elevator No.: State 10 Number: 4/, #7 / Elevator Type: /- - O Elevalor Use: T~ deilanings 72—
Last Annual Insp. Date; §” ., 5,0 GElevator Speed:  Elevator Capactty Code Year. Manufacturer: =7 L =
ELEVATORS Devices Tested/Test Requirement  ASME A17.2 ltem # Pa@s Fail NA Results/Notes

y 1 Must make door reopening device operable. 11.1

N 2 Must make car and floor sill's level. 1.3.1.1

¢ 3 Must make emergency light operable. 1.5.1(b)

& 4 Must make emergency Alam Bell/Phone operable. 1.6.1

5 Must make restrictors work outside 18" zone to 4" max open. 1.18.1
w 0 Ensure permanent/unobstructed access to machinesicontrols. 11.1.3
4 7 Must provide ample, guarded, machine room lighting. 2.31
ﬁ 8 Must provide sufficient heating/cooling for equipment 281
rl‘ 9 Must provide lockable mainline and lighting disconnects. 2111
e 10 Must have fire extinguisher adjacent to controls/machine areas | 2.7

11 Clear of non-elevator storage, flammables, from oil, grease, dirt. | 2.5.1

g 12 Cumrent relief test records tag/plate for pressure testing 1 year | 2.31.1 Horl 303 F
S 13 Must provide current govemor test tag/plate 1/5 year. 2.13.21{b) (6) '
14 MCP tasks widates, tests, repairs, callbacks, oil usage. 2013+ | 2.40.1
15 Must make car top stop switch operable. 314
© 16 Must make car top inspection station operable. 3.3.1
& 17 Must make car top light and GFCI outlet operable. 3.21
1 18 Must make hoist way venting clear and louvers operable. 3111
© 19 Check that a standard railing is provided where required. 3431 0) O
20 Must keep all ropes frea from rustkinks/broken strands. 3.23.1
rre 21 Must test Fire Service Phase One & Two monthly. 6528653
22 Must maintain monthly fire service testing log in control room. 6.1.1
o 23 Must maintain door closing foot pound pressure within limits. 1.8.1
<« 24 Must properly adjust door equipment on car & hall doors. 3471
w25 Must maintain door gibs and retainers if provided to code. 1.71
v 26 Escutcheons intact, secure. Access switches & limits work OK. | 4.5.1

27 Must provide pit ladder on all pits over 30", on P.U, side of door. | 5.1.1(b)
28 Must maintain a dry pit, clean and paint pit equipment. 5.1.1(e)
29 Must make pit stop switch operable, locate adjacent to ladder. 5.1.1(c}
30 Must make pit fight operable, switch adjacent to fadder, 18" high | 5.1.1(d)
31 Sump cover must be grated or 5-2* holes to allow water inside | 5.1.1 ()
32 Must keep pit equipment rust free, clean to bare metal, paint 5.10-14

—~ D

M3

ESCALATORS
33 Must keep handrails free from cuts, cracks, pinch points and other hazards. | 7.3

34 Must keep covers secure, no tripping hazards, maintain open area for access) 7.4

35 Must keep safety decals or signs in good shape for passengers to read. 7.6

36 Must keep stationary comb plates and escalator step edges which mesh 7.7
37 Must maintain gap between moving step and stationary skirt panel 3/16-1/4, | 7.17.1
38 Must keep excessive play or rocking movement in steps to a minimum. 7.9.1(b,1

> Ol00oo0o umDDDDEDDDDDUDDDDDDDDDDDBDDDDD@D
R

S

39 Current MCP tasks widates, tests, repairs, callbacks, start-up guide. 2013+ 71947

Inspector Name: Inspector Signature: Lm GQ,U—rJdJ—Date 0? A5 2020
~ Buliding Contact Name: ‘-7_5/”/, - Contact Signature:




State Fire Marshal - Office of Elevator Safety

1313 Farnam, Rm. 233
Omaha, NE 68102

sfm.Conveyances@nebraska.gov Office:

402-535-3184
Fax: 402-595-1360

Nebraska Annual Conveyance Safety __uzspectlon Form
Buliding Name: A ) e o8 . (2a oo 32 0zece] C.i7Buiing Address

Elevator No. Stafe ID Number: (, <} 0.2, Elevalor Type: /f~/0 rOEIevatorUse).&.ssn #of Landngs: =

ESCALATORS

33 Must keep handrails free from cuts, cracks, pinch points and othet hazards. | 7.3

34 Must keep covers secure, no tripping hazards, maintain open area for access| 7.4

35 Must keep safety decals or signs in good shape for passengers to read, 7.6

36 Must keep stationary comb plates and escalator step edges which mesh 771

37 Must maintain gap between moving step and stationary skirt panel 3/16-1/4. | 7.17.1

38 Must keep excessive play or rocking movement in steps to a minimum. 7.9.1{b,1)

Last Annual Insp. Date5" -2 0 Ejevator Speed: Elevator Capacity: Code Year. Manufacturer=7 & [Z
f
ELEVATORS Devices Tested/Test Requirement ASME A17.21tem# Pass Fail N/A ResultsiNotes
« 1 Must make door reopening device operable. 11.1 O | O
2 Must make car and floor sill’s level. 1.3.1.1 0
¢ 3 Must make emergency light operable. 1,5.1(b) HEEn
r 4 Must make emergency Alarm BeliPhone operable. 1.6.1 0 [ O
5 Must make restrictors work outside 18" zone fo 4" max open. 1.18.1 0| O
w © Ensure permanent/unobstructed access to machines/controls. 11.1.3 1] 0]
A 7 Must provide ample, guarded, machine room lighting. 2.3.1 g | [l
& 8 Must provide sufficient heating/cooling for equipment 26.1 BN
I 9 Must provide Jockable mainline and lighting disconnects. 21141 0|0
£ 10 Must have fire extinguisher adjacent to controlsimachine areas | 2.7 (1]t
11 Clear of non-elevator storage, flammables, from oil, grease, dirt. | 2.5.1 O | bl . ]
o 12 Current relief test records tag/plate for pressure testing 1 year | 2.31.1 U wo
3 13 Must provide cument govemor test tag/plate 1/5 year. 2.13.21 (b) {6) ]
14 MCP tasks widates, tests, repairs, callbacks, oil usage. 2013+ | 2.40.1 L]
15 Must make car top stop switch operable. 3.1.1 ]
i 16 Must make car top inspection station operable. 334 HEEN
R 17 Must make car top light and GFCi outlet operable. 3.21 | %
¢ 18 Must make hoist way venting clear and louvers operable. 3111 Cl
S 19 Check that a standard railing is provided where required. 3431 (b} O g
20 Must keep all ropes free from rust/kinksfbroken strands. 3.231 1 4
Fie 21 Must test Fire Service Phase One & Two monthly. 6.5.2 £ 6.53 O g
22 Must maintain monthly fire service testing log in control room. 6.1.1 0| 0O
o 23 Must maintain door closing foot pound pressure within limits. 1.8.1 0L
+ 24 Must properly adjust door equipment on car & hall doors. 3471 AN
w 25 Must maintain door gibs and retainers if provided to code. 1.7.1 0|0
V26 Escutcheons intact, secure. Access swilches & limits work OK. | 4.5.1 mEEN
» 27 Must provide pit ladder on all pits over 30", on P.U. side of doar. | 5.1.1(b) 0|
128 Must maintain a dry pit, clean and paint pit equipment, 5.1.1{e) NN
" 29 Must make pit stop switch operable, locate adjacent fo ladder, 5.1.1(¢) O dJ
Q 30 Must make pit light operable, switch adjacent to ladder, 18" high | 5.1.1(d) N
E 31 Sump cover must be grated or 5-2" holes to allow water inside | 5.1.1(¢) RN
32 Must keep pit equipment rust free, clean to bare metal, paint 5.10-14 OO0
Ll
L
O
O
|

39 Current MCP tasks widates, tests, repairs, callbacks, start-up guide. 2013+ 7194

(1000000

£ N I

inspector Name: Inspector&gnatlre (M Dw»«-ﬁk Date: (93_/..'2.&

Building Contact Name:™ ;57,77 Contact Signature:




State Fire Marshal - Office of Elevator Safety
M <_7]:‘,}— 1313 Farnam, Rm. 233
Omaha, NE 68102
sfm.Conveyances@nehraska.gov Office:
402-595-3184

Fax: 402-595-1360

Nebraska Annual Conveyance Safety Inspection Form
BubdingName: / ; g0y e © + el (577 Buking Addtess: f5 0L /O

;26 Escutcheons intact, secure. Access swilches & limits work OK. | 4.5.1

27 Must provide pit ladder on all pits over 30", on P.U. side of door. | 5.1.1(b)
28 Must maintain a dry pit, clean and paint pit equipment. 5.1.1(e)
29 Must make pit stop switch operable, locate adjacent to ladder. 5.1.1{c)
30 Must make pit light operable, switch adjacent to ladder, 18" high | 5.1.1(d}
31 Sump caver must be grated or 5-2" holes to allow water inside | 5.1.1(8)
32 Must keep pit equipment rust free, clean o bare metal, paint 5.10-14
ESCALATORS
33 Must keep handrails free from cuts, cracks, pinch points and other hazards, | 7.3

34 Must keep covers secure, no tripping hazards, maintain open area for access.| 7.4

35 Must keep safety decals or signs in good shape for passengers to read. 7.8

36 Must keep stationary comb plates and escalator step edges which mesh 7.7

37 Must maintain gap between moving step and stationary skirt panel 3116-1/4. | 7.17.1

38 Must keep excessive play or rocking movement in steps to a minimum. 7.9.1(b,1

39 Current MCP tasks widates, tests, repairs, callbacks, start-up guide. 2013+ 7.19.41

—-—

mx

ElevatrNo: ~#-,  StateIDNimber,), g3 Elevator Type: Elevator Use: T g <= #ofLandings: 5
Last Annual Insp. Date:55". %2 ) cElevator Speed: Elevator Capacity: Code Year: Manufacturer: ——4 &=
ELEVATORS Devices Tested/Test Requirement  ASME A17.2item# Pass Fail N/A Results/Notes
i1 Must make door reopening device operable. 1.1.1 A
N 2 Must make car and floor sill's level, 1.3.1.1 L] [
¢ 3 Must make emergency light operable. 1,5.1(b) L1 ]
& 4 Must make emergency Alamm Bell/Phone operable. 1.6.1 mEEE]
5 Must make restrictors work outside 18" zone o 4" max open. 1.18.1 | Da
u 6 Ensure permanent/unobstructed access to machinesicontrols. | 11.1.3 |0
A 7 Must provide ample, guarded, machine room lighting. 2.3.1 HEEE
ﬁ 8 Must provide sufficient heating/cooling for equipment 2.6.1 NN
/9 Must provide lockable mainiine and lighting disconnedts. 2.11.1 RN
¢ 10 Must have fire extinguisher adjacent to controlsimachine areas | 2.7 {10
11 Clear of non-elevator storage, flammables, from oil, grease, dirt. | 2.5.1 . 0| O .
o 12 Gument relief test records tag/plate for pressure testing 1 year | 2.31.1 % ] TEs72d Apy'| 20 30D
3 13 Must provide current govemor test tag/plate 1/5 year. 2.13.2.1 (b} (6} ]
14 MCP tasks widates, tests, repairs, callbacks, oil usage. 2013+ | 2.40.1 L0
15 Must make car top stop switch operable. 3.1.1 L]
© 16 Must make car top inspection station operable. 3.3.1 Hln
r 17 Must make car top light and GFCI outlet operable. 3.21 Ll
;18 Must make hoist way venting clear and louvers operable. 3.11.1 L]
© 19 Check that a standard railing is provided where required. 34.3.1 (b) O
20 Must keep all ropes free from rustikinks/broken strands. 3.23.1 d
ree 21 Must test Fire Service Phase One & Two monthly. 6.5.286.5.3 LJ
22 Must maintain monthly fire service testing log in control room. | 6.1.1 |
& 23 Must maintain door closing foot pound pressure within limits, 1.8.1 [
s 24 Must properly adjust door equipment on car & hall doors. 3171 L]
w 25 Must maintain door gibs and retainers if provided to code, 1.7.1 L]
i 0
U
|
O
]
O
O
L
LI
0
O
i~
& -

\ 9 [

Inspector Name: Inspector Signature: ( A_(, y

__ o Dele: 054 405 ©

‘Building Contact Name"“—"’—il‘j:" ~ Contact Signature:




State Fire Marshal - Office of Elevator Safety

1313 Farnam, Rm. 233
Omaha, NE 68102

sfm.Conveyances@nebraska.gov Office:

402-595-3184
Fax: 402-595-1360

Nebraska Annual Conveyance Safety Inspection Form
BuldingName: /7 s/, [ o< el C77 7> Buikling Address: By, 1O,

ElevatorNo. #= , state 10 Number. /7 2. Elevator Type: /// D - o) Elevator Use: § )<~ #of Landings: 3
Last Annual Insp. Dater57_g. 4 f Elevator Speed: Elevator Capacity: Code Year: Manufacturer. — 2z =
ELEVATORS Devices Tested/Test Requirement  ASMEA17.2 llem# Pass Fail N/A Results/Notes
i1 Must make door reopening device operable. 1.1.1 O a
N 2 Must make car and floor sills level. 1.3.1.1 1|0
¢ 3 Must make emergency light operable. 1.5.1(b) 1 [ O
~ 4 Must make emergency Alam Bell/Phone operable. 1.6.1 0[O
5 Must make restrictors work outside 18" zone to 4" max open. 1.18.1 143
y 6 Ensure permanent/unobstructed access to machines/controls. 11.1.3 10O
ﬂ 7 Must provide ample, guarded, machine room lighting. 2.34 L[ [
H & Must provide stfficient heating/cooling for equipment 2.6.1 L[4
hll 9 Must provide lockable mainline and lighting disconnects. 2111 O A
e 10 Must have fire extinguisher adjacent to controls/machine areas | 2.7 0|0
11 Clear of non-elevator storage, flammables, from oil, grease, dirt. | 2.5.1 [ ] 1
o 12 Current relief test records tag/plate for pressure testing 1 year | 2.31.1 [ 125724 Aas [ LA
© 13 Must provide current govemor test tag/plate 1/5 year, 2.132.1 (b) {6) O :
14 MCP tasks widates, tests, repairs, callbacks, oil usage. 2013+ | 2.40.1 E
15 Must make car top stop switch operable. 3.1.1 0
© 16 Must make car top inspection station operable. 3.3.9 L]0
R 17 Must make car top light and GFCI outlet operable. 321 ]
1 18 Must make hoist way venting clear and louvers operable. ana ]
2 19 Check that a standard railing is provided where required. 3431 () NN
20 Must keep all ropes free from rust/kinksibroken strands, 3.231 O | kg
e 21 Must test Fire Service Phase One & Two monthly. 65284653 [ I;}
22 Must maintain monthly fire service testing log in control room. 6.1.1 ; -
o 23 Must maintain door closing foot pound pressure within limits, 1.8.1 | | ||
s 24 Must properly adjust door equipment on car & hall doors, 3.17.1 REEN
w 25 Must maintain door gibs and retainers if provided to code. 1.7.1 0|0
Y_ 26 Escutcheons intact, secure, Access switches & limits work OK. | 4.5.1 0 [ [
p 27 Must provide pit ladder on all pits over 30", on P.U. side of door. | 5.1.1(b) L] ;
28 Must maintain a dry pit, clean and paint pit equipment. 5.1.(¢) L] | [
T 29 Must make pit stop switch operable, locate adjacent to ladder. 5.1.1(c) O | O
: 30 Must make pit light operable, switch adjacent to ladder, 18" high | 5.1.1(d) O
€ 31 Sump cover must be grated or 52 holes to allow water inside | 5.1.1{e) O 134
32 Must keep pit equipment rust free, clean to bare metal, paint 5.10-14 ] a | O
ESCALATORS
33 Must keep handrails free from cuts, cracks, pinch points and other hazards. | 7.3 ] [] [ ]
34 Must keep covers secure, ne tripping hazards, maintain open area for access.| 7.4 L] ]
35 Must keep safety decals or signs in good shape for passengers to read. 76 L] 1o
36 Must keep stationary comb plates and escalator step edges which mesh 771 [ ] g
37 Must maintain gap between moving step and stationary skirt panel 3/16-1/4. | 7.17.1 | [J 0 10
38 Must keep excessive play or rocking movement in steps to a minimum. 7.91(0,7y [ W]
39 Current MCP tasks widates, tests, repairs, callbacks, start-up guide. 2013+ 7494 [ O
Inspector Name: Inspector Signature: C%MM})%MQ@- Date: 0F“ 7S A02.O)

" Building Contact Name:-é—':-:_;i}:;“

~ Contact Signature:




State Fire Marshal - Office of Elevator Safety
1313 Farnam, Rm. 233
Omaha, NE 68102
sfm.Conveyances@nebraska.gov Office:
402-595-3184
Fax: 402-595-1360

Nebraska Annual Conveyance Safety Insp%ﬂon Form
Builiing Name: ). . s Dov sp,mx-l (?7T " Building Address: gp /ﬁaé} /¢

29 Must make pit stop switch operable, locate adjacent to ladder. 5.1.1(¢)

Elevator No.. State 1D Number: /¢ &</ Elevator Type: Elevator Use: i of Landings:
Last Annual Insp. Date;5'- 3. 5 jc; Elevator Speed: Elevator Capacity: Code Year: Manutacturer:
ELEVATORS Devices Tested/Test Requirement  ASME A17.2 ltem# Pass  Fail N/A Results/Notes
11 Must make door reopening device operable. 111 O 10
N2 Must make car and floor sil's level, 1.3.1.1 00
¢ 3 Must make emergency light operable. 1.5,1(b) mEEn
Q 4 Must make emergency Alarm Bell/fPhone operable. 1.6.1 HEER
5 Must make restrictors work outside 18" zone to 4" max open. 1.18.1 g
w 6 Ensure permanent/unobstructed access to machines/conlrols. | 11.1.3 HEEE
A 7 Must provide ample, guarded, machine room lighting. 2.31 ] [ |
ﬁ 8 Must provide sufficient heating/cooling for equipment 261 U0
,L 9 Must provide lockable mainline and lighting disconnects. 2111 g ]
g 10 Must have fire extinguisher adjacent to controls/machine areas | 2.7 (1 [ [
R 11 Clear of non-elevator storage, flammables, from oil, grease, dirt. | 2.5.1 | ] ;
o 12 Curent relief test records tag/plate for pressure tesfing  year | 2.31.1 [] TESTed lp o] 2020
3 13 Must provide current govemor test tag/plate /5 year. 2.13.2.1(b) (6) W] L] E °
14 MCP tasks widates, tests, repairs, callbacks, oil usage. 2013+ | 2.40.1 |
15 Must make car top stop switch operable. 3.1.1 EEEN
€ 16 Must make car top inspection station operable. 3.3.1 EREN
R 17 Must make car top light and GFCI outlet operable. 3.2.1 EEEN]
¢ 18 Must make hoist way venting clear and louvers operable. 3.11.1 Eln
g 19 Check that & standard railing is provided where required. 34,31 (b) O g
20 Must keep all ropes free from rustkinks/broken strands. 3.23.1 ] L] ]E
rre 21 Must test Fire Service Phase One & Two monthly. 6.5.2 4 6.5.3 [ 0|0
22 Must maintain monthly fire service testing log in control room. 6.1.1 K [ ] [ ]
5 23 Must maintain door closing foot pound pressure within limits. 1.8.1 | X1 L] [ ]
¢ 24 Must properly adjust door equipment on car & hall doors. 3171 O g
w25 Must maintain door gibs and retainers if provided to code. 1.7.1 O | [
§ 26 Escutcheons intact, secure. Access switches & limits work OK. | 4.5.1 NN
¢ 27 Must provide pit ladder on all pits over 30", on P.U. side of door. | 5.1.1(b} _| |
I 28 Must maintain a dry pit, clean and paint pit equipment. 5.1.1(e) || [ |
! O |0
Lo
00
OO0
L [ L]
0l | Ll
O 0
O |0
0|
O 1O

; 30 Must make pit light operable, switch adjacent to tadder, 18" high | 5.1.1{d)

E 31 Sump cover must be grated or 5-2" holes fo allow water inside 5.1.1{e} IZ
32 Must keep pit equipment rust iree, clean to bare metal, paint | 5.10-14 X
ESCALATORS
33 Must keep handrails free from cuts, cracks, pinch points and other hazards. | 7.3 E
34 Must keep covers secure, no tripping hazards, maintain open area for access,| 7.4 L
35 Must keep safety decals or signs in good shape for passengers to read. 7.6 [
36 Must keep stationary comb plates and escalator step edges which mesh 7.7.1 ]
37 Must maintain gap between moving step and stationary skirt panel 3/16-114. | 7.17.1 | [J
38 Must keep excessive play or rocking movement in steps to a minimum. 79109 [
39 Current MCP tasks w/dates, tests, repairs, callbacks, start-up guide. 2013+ 71901 O
Inspector Name: Inspector Signature(/;)@u;é) N M Date: % 28~ Jo20

* Building Contact Name: ' Contact Signature:




Sprinkler system



Sprinkler Inspection Certificate

For

Lincoln regional center B 3
801 west prospector
Lincoln, Ne 68522

This inspection was performed in accordance with NFPA 101, EDITION 2012, LIFE
SAFETY CODE, NFPA 72, EDITION 2010, FIRE ALARM SYSTEMS, NFPA 25,
EDITION 2011, WATER-BASED FIRE PROTECTION SYSTEMS and other regulatory
standards applicable to this inspection.

This Inspection was performed in accordance with applicable NFPA Standards. The subsequent pages
of this report provide performance measurements, listed ranges of acceptable results, and complete
documentation of the inspection. Whenever discrepancies exist between acceptable performance
standards and actual test results, notes and/or recommended solutions have been proposed or provided
for immediate review and approval.

Quarterly Inspection
Inspection Completion Date
Dec 7, 2020

Building: Lincoln regional center B 3 Company: NIFCO Mechanical Systems
Contact: Kurt Anderson Contact: Jerad Baxter
Title: Na Title: Inspector




Executive Summary

Generated by: BuildingReports.com

Building Information

Building: Lincoln regional center B 3
Address: 801 west prospector
Address:

City/State/Zip: Lincoln, Ne 68522
Country: United States of America

Contact: Kurt Anderson
Phone: Na

Fax:

Mobile:

Email:

Inspection Performed By

Company: NIFCO Mechanical Systems
Address: 500 Blue Heron Dr

Address:

City/State/Zip: Lincoln, NE 68522-1701
Country: United States of America

Inspector: Jerad Baxter

Fax:

Mobile; NG
Email: |

Monitoring

Company: Phone; Account #:
Central Station Signal Verification

Type: Mfg: Model #:
Test Time/Date: Restore Time: Note:

NIFCO Mechanical Systems

Download Date: 01/12/2021




Inspection Completion Date: Dec 7, 2020

Building: Lincoln regional center B 3

EC 02.03.05 EP 02

Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Tamper Switch 5 5 0 5 5
Waterflow Switch 4 4 0 4 4

EC 02.03.05 EP 09

Annual test of main drains at system low point or at all system risers. NFPA 25-2011: 13.2.5; 13.3.3.4;
Table 13.1.1.2; Table 13.8.1

Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Drain 1 1 0 1 1
LS 02.01.34EP 10 All other Life Safety Code fire alarm requirements related to NFPA 101-2012 18/19.3.4
Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Supervisory Signal 5 5 0 5 5

LS 02.01.35 EP 14

All other Life Safety Code automatic extinguishing requirements related to NFPA 101-2012 18/19.3.5

Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Control Valve 1 1 0 1 1
Post Indicator Valve 1 1 0 1 1
Total Device Count: 17
NIFCO Mechanical Systems 2 Download Date: 01/12/2021



Certification

Company: NIFCO Mechanical Systems Building: Lincoln regional center B 3
Inspector: Jerad Baxter Contact: Kurt Anderson

Signed: Signed:
Jerad Baxter Certifications
Certification Type Number
Nebraska Grade VI Water Operator 8699
NICET Inspection and Testing of Water-Based Systems Level |

NIFCO Mechanical Systems 3 Download Date: 01/12/2021




Inspection & Testing

Generated by: BuildingReports.com

Building: Lincoln regional center B 3

The Inspection & Testing section lists all of the items inspected in your building, which are then categorized by the
applicable code reference. The most recent inspection is listed in the far right column and is based on the Finish Date of
that inspection. The latest inspection uploaded in each previous quarter appears in the four columns to the left.
Passed=P, Failed=F, Replaced=R

EC 02.03.05 EP 02 Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
- - testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Valve shall be operated and signal receipt shall be verified to be within the first two revolutions of the hand wheel or within one-fifth of
the travel distance, or per the manufacturer's published instructions. (2010 ed.) (NFPA 72 Table 14.4.2.2 (14i.1))

Devices ‘ Tested Q4/20 ’ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Tamper Switch 5 5 0 5 5
Device Type ‘ Location ‘ ScanID ‘ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Tamper Switch Basement Center room 008 30561921 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Center room 008 30561922 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Center room 008 59342398 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Center room 008 59342401 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch 1st Centerrom 116 59342404 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 5

NIFCO Mechanical Systems 4 Download Date: 01/12/2021



EC 02.03.05 EP 02 Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
- - testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Vane-type and pressure switch-type waterflow alarm devices shall be tested semiannually. Per NFPA 25, Section 5.3.3.1, mechanical
waterflow alarm devices shall be tested quarterly. Water shall be flowed through an inspector's test connection indicating the flow of
water equal to that from a single sprinkler of the smallest orifice size installed in the system for wet-pipe systems, or an alarm test
bypass connection for dry-pipe, pre-action, or deluge systems. (2010 ed.) (NFPA 72 Table 14.4.2.2 (14j))

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Waterflow Switch 4 4 0 4 4
Device Type ‘ Location ‘ ScanlID ’ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Waterflow Switch Basement Center room 008 30561918 1 06/08-P 09/08-P 12/07-P
Waterflow Switch Basement Center room 008 59342402 1 03/02-P 06/08-P 09/08-P 12/07-P
Waterflow Switch 1st Center rom 116 59342405 1 03/02-P 06/08-P 09/08-P 12/07-P
Waterflow Switch 2nd Center rom 216 59342406 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 4

NIFCO Mechanical Systems 5 Download Date: 01/12/2021



Annual test of main drains at system low point or at all system risers. NFPA 25-2011: 13.2.5; 13.3.3.4;

EC 02.03.05 EP 09 Table 13.1.1.2; Table 13.8.1

A main drain test shall be conducted annually at each water-based fire protection system riser to determine whether there has been a
change in the condition of the water supply piping and control valves. Auxiliary and low-point drains in preaction or deluge systems
shall be operated after each system operation and before the onset of freezing conditions (and thereafter as needed). (2011 ed.) (NFPA
25 13.2.5;13.4.4.3.2)

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Drain 1 1 0 1 1
Device Type ‘ Location ‘ ScaniD ’ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Drain Basement Center room 008 59342396 0 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 1

NIFCO Mechanical Systems 6 Download Date: 01/12/2021



LS 02.01.34EP 10 All other Life Safety Code fire alarm requirements related to NFPA 101-2012 18/19.3.4
Alarm conditions shall be simulated by activating alarm circuits at alarm sensor locations and all such local or remote alarm indicating
devices (visual and audible) shall be observed for operation. (2011 ed.) (NFPA 25 8.3.3.5)

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Supervisory Signal 5 5 0 5 5
Device Type ‘ Location ‘ ScanIlD ‘ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Supervisory Signal Basement Center room 008 30561920 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Center room 008 30561923 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Center room 008 59342400 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal 1st Centerrom 116 59342403 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal 2nd Center rom 216 59342408 1 03/02-P 06/08-P 09/08-P 12/07-P
Device Total: 5

NIFCO Mechanical Systems 7 Download Date: 01/12/2021



Control Valve

Control Valve 2nd Center rom 216 59342407 1 03/02-P 06/08-P 09/08-P 12/07-P
Device Total: 1

NIFCO Mechanical Systems 8 Download Date: 01/12/2021



Post Indicator Valve

Post Indicator Valve Garden Center outside Sw side 59342397 0 03/02-P 06/08-P 09/08-P 12/07-P
Device Total: 1

NIFCO Mechanical Systems 9 Download Date: 01/12/2021



Service Summary

Generated by: BuildingReports.com

The Service Summary section provides an overview of the services performed in this report.

Control Valve Annual 1
Drain Annual 1
Post Indicator Valve Annual 1
Supervisory Signal Tested 5
Tamper Switch Annual 5
Waterflow Switch Annual 4
Total 17
Grand Total 17

NIFCO Mechanical Systems 10 Download Date: 01/12/2021



Inventory & Warranty Report

Generated by: BuildingReports.com

Building: Lincoln regional center B 3

The Inventory & Warranty Report lists each of the devices and items that are included in your Inspection Report. A
complete inventory count by device type and category is provided. Items installed within the last 90 days, within the last
year, and devices installed for two years or more are grouped together for easy reference.

Device or Type Category % of Inventory Quantity
Post Indicator Valve Valve 5.88% 1
Waterflow Switch Alarm 23.53% 4
Supervisory Signal Alarm 29.41% 5
Tamper Switch Alarm 29.41% 5
Drain Device 5.88% 1
Control Valve Valve 5.88% 1
Qt
Device Type y Model # Type Description Install Date
In Service - 90 Days - 1 Year
Control Valve 1 Butterfly 03/02/2020
Drain 1 Main 03/02/2020
Post Indicator Valve 1 03/02/2020
Supervisory Signal 5 03/02/2020
Tamper Switch 2 03/02/2020
Tamper Switch 3 Control Valve Supervisory 03/02/2020
Waterflow Switch 2 Alarm 03/02/2020
Waterflow Switch 2 Vane Alarm 03/02/2020
NIFCO Mechanical Systems 11 Download Date: 01/12/2021




Sprinkler Inspection Certificate

For

Lincoln regional center B 5
801 west prospector pl
lincoln, ne 68522

This inspection was performed in accordance with NFPA 101, EDITION 2012, LIFE
SAFETY CODE, NFPA 72, EDITION 2010, FIRE ALARM SYSTEMS, NFPA 25,
EDITION 2011, WATER-BASED FIRE PROTECTION SYSTEMS and other regulatory
standards applicable to this inspection.

This Inspection was performed in accordance with applicable NFPA Standards. The subsequent pages
of this report provide performance measurements, listed ranges of acceptable results, and complete
documentation of the inspection. Whenever discrepancies exist between acceptable performance
standards and actual test results, notes and/or recommended solutions have been proposed or provided
for immediate review and approval.

Quarterly Inspection
Inspection Completion Date
Dec 7, 2020

Building: Lincoln regional center B 5 Company: NIFCO Mechanical Systems
Contact: tiffany na Contact: Jerad Baxter
Title: administrative assistant Title: Inspector




Executive Summary

Generated by: BuildingReports.com

Building Information

Building: Lincoln regional center B 5
Address: 801 west prospector pl
Address:

City/State/Zip: lincoln, ne 68522
Country: United States of America

Contact: tiffany na
Phone: (402) 471-4444
Fax:

Mobile:

Email:

Inspection Performed By

Company: NIFCO Mechanical Systems
Address: 500 Blue Heron Dr

Address:

City/State/Zip: Lincoln, NE 68522-1701
Country: United States of America

Inspector: Jerad Baxter

Phone: I

Fax:

Mobile: I

Monitoring

Company: Phone; Account #:
Central Station Signal Verification

Type: Mfg: Model #:
Test Time/Date: Restore Time: Note:

NIFCO Mechanical Systems

Download Date: 01/12/2021




Inspection Completion Date: Dec 7, 2020

Building: Lincoln regional center B 5

EC 02.03.05 EP 02

Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Tamper Switch 5 5 0 7 7
Waterflow Switch 5 5 0 7 7

EC 02.03.05 EP 09

Annual test of main drains at system low point or at all system risers. NFPA 25-2011: 13.2.5; 13.3.3.4;
Table 13.1.1.2; Table 13.8.1

Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Drain 1 1 0 1 1
LS 02.01.34EP 10 All other Life Safety Code fire alarm requirements related to NFPA 101-2012 18/19.3.4
Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Supervisory Signal 5 5 0 7 7

LS 02.01.35 EP 14

All other Life Safety Code automatic extinguishing requirements related to NFPA 101-2012 18/19.3.5

Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Control Valve 1 1 0 1 1
Post Indicator Valve 1 1 0 1 1
Total Device Count: 24
NIFCO Mechanical Systems 2 Download Date: 01/12/2021



Certification

Company: NIFCO Mechanical Systems Building: Lincoln regional center B 5

Inspector: Jerad Baxter Contact: tiffany na

Signed: Signed:

Jerad Baxter Certifications

Certification Type Number

Nebraska Grade VI Water Operator 8699

NICET Inspection and Testing of Water-Based Systems Level |

NIFCO Mechanical Systems 3 Download Date: 01/12/2021




Inspection & Testing

Generated by: BuildingReports.com

Building: Lincoln regional center B 5

The Inspection & Testing section lists all of the items inspected in your building, which are then categorized by the
applicable code reference. The most recent inspection is listed in the far right column and is based on the Finish Date of
that inspection. The latest inspection uploaded in each previous quarter appears in the four columns to the left.
Passed=P, Failed=F, Replaced=R

EC 02.03.05 EP 02 Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
- - testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Valve shall be operated and signal receipt shall be verified to be within the first two revolutions of the hand wheel or within one-fifth of
the travel distance, or per the manufacturer's published instructions. (2010 ed.) (NFPA 72 Table 14.4.2.2 (14i.1))

Devices ‘ Tested Q4/20 ’ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Tamper Switch 5 5 0 7 7
Device Type ‘ Location ‘ ScanID ‘ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Tamper Switch Basement Boiler 59342377 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Boiler 59342378 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch 1st Closet closet by reception 59342382 1-s-2 03/02-P 06/08-P 09/08-P 12/07-P

center
Tamper Switch 1st Closet room 133a 59342386 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch 2nd Closet s4 housekeeping 59342388 1 03/02-P 06/08-P 09/08-P
cliset
Tamper Switch 2nd Closet s4 housekeeping 59342390 1 03/02-P 06/08-P 09/08-P
cliset
Tamper Switch 2nd Closet s5 west stairwell 59342395 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 7

NIFCO Mechanical Systems 4 Download Date: 01/12/2021




EC 02.03.05 EP 02 Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
- - testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Vane-type and pressure switch-type waterflow alarm devices shall be tested semiannually. Per NFPA 25, Section 5.3.3.1, mechanical
waterflow alarm devices shall be tested quarterly. Water shall be flowed through an inspector's test connection indicating the flow of
water equal to that from a single sprinkler of the smallest orifice size installed in the system for wet-pipe systems, or an alarm test
bypass connection for dry-pipe, pre-action, or deluge systems. (2010 ed.) (NFPA 72 Table 14.4.2.2 (14j))

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Waterflow Switch 5 5 0 7 7
Device Type ‘ Location ‘ ScanlID ’ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Waterflow Switch Basement Boiler 59342380 1 03/02-P 06/08-P 09/08-P 12/07-P
Waterflow Switch 1st Closet closet by reception 59342383 1-s-2 03/02-P 06/08-P 09/08-P 12/07-P

center
Waterflow Switch 1st Closet room 133a 59342384 1 03/02-P 06/08-P 09/08-P 12/07-P
Waterflow Switch 1st Closet room 133a S2 68605364 1 06/08-P 09/08-P 12/07-P
Waterflow Switch 2nd Closet s4 housekeeping 59342391 1 03/02-P 06/08-P 09/08-P

cliset
Waterflow Switch 2nd Closet s4 housekeeping 59342392 1 03/02-P 06/08-P 09/08-P

cliset
Waterflow Switch 2nd Closet s5 west stairwell 59342393 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 7

NIFCO Mechanical Systems 5 Download Date: 01/12/2021



Annual test of main drains at system low point or at all system risers. NFPA 25-2011: 13.2.5; 13.3.3.4;

EC 02.03.05 EP 09 Table 13.1.1.2; Table 13.8.1

A main drain test shall be conducted annually at each water-based fire protection system riser to determine whether there has been a
change in the condition of the water supply piping and control valves. Auxiliary and low-point drains in preaction or deluge systems
shall be operated after each system operation and before the onset of freezing conditions (and thereafter as needed). (2011 ed.) (NFPA
25 13.2.5;13.4.4.3.2)

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Drain 1 1 0 1 1
Device Type ‘ Location ‘ ScanlID ’ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Drain Basement Boiler 59342375 0 03/02-P  06/08-P  09/08-P 12/07-P

Device Total: 1
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LS 02.01.34EP 10 All other Life Safety Code fire alarm requirements related to NFPA 101-2012 18/19.3.4

Alarm conditions shall be simulated by activating alarm circuits at alarm sensor locations and all such local or remote alarm indicating
devices (visual and audible) shall be observed for operation. (2011 ed.) (NFPA 25 8.3.3.5)

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Supervisory Signal 5 5 0 7 7
Device Type ‘ Location ‘ ScanIlD ‘ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Supervisory Signal Basement Boiler 59342376 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Boiler 59342379 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal 1st Closet closet by reception 59342381 1 03/02-P 06/08-P 09/08-P 12/07-P

center
Supervisory Signal 1st Closet room 133a 59342385 1-s-2 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal 2nd Closet s4 housekeeping 59342387 1 03/02-P 06/08-P 09/08-P
cliset
Supervisory Signal 2nd Closet s4 housekeeping 59342389 1 03/02-P 06/08-P 09/08-P
cliset
Supervisory Signal 2nd Closet s5 west stairwell 59342394 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 7
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Control Valve

Control Valve 1st Closet room 133a S2 68605365 1 06/08-P 09/08-P 12/07-P
Device Total: 1
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Post Indicator Valve

Post Indicator Valve Garden outside ne of entrance 59342356 0 03/02-P 06/08-P 09/08-P 12/07-P
Device Total: 1
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Service Summary

Generated by: BuildingReports.com

Building: Lincoln regional center B 5

The Service Summary section provides an overview of the services performed in this report.

Device Type Service ‘ Quantity

Passed

Control Valve Annual 1

Drain Annual 1

Post Indicator Valve Annual 1

Supervisory Signal Tested 5

Tamper Switch Annual 5

Waterflow Switch Annual 5

Total 18
Untested

Supervisory Signal 2

Tamper Switch 2

Waterflow Switch 2

Total 6

Grand Total 24
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Inventory & Warranty Report

Generated by: BuildingReports.com

Building: Lincoln regional center B 5
The Inventory & Warranty Report lists each of the devices and items that are included in your Inspection Report. A
complete inventory count by device type and category is provided. Items installed within the last 90 days, within the last
year, and devices installed for two years or more are grouped together for easy reference.
Device or Type Category % of Inventory Quantity
Supervisory Signal Alarm 29.17% 7
Tamper Switch Alarm 29.17% 7
Waterflow Switch Alarm 29.17% 7
Post Indicator Valve Valve 4.17% 1
Drain Device 4.17% 1
Control Valve Valve 4.17% 1
Qt
Device Type y Model # Type Description Install Date
In Service - 90 Days - 1 Year
Control Valve 1 03/02/2020
Drain 1 Main 03/02/2020
Post Indicator Valve 1 03/02/2020
Supervisory Signal 7 03/02/2020
Tamper Switch 6 03/02/2020
Tamper Switch 1 Control Valve Supervisory 03/02/2020
Waterflow Switch 3 03/02/2020
Waterflow Switch 4 Vane Alarm 03/02/2020
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Zone Address Report

Generated by: BuildingReports.com

Building: Lincoln regional center B 5

The Zone Address Report lists all of the devices and items that have an individual address, or are grouped together under
a common zone. The device type, location and description are included for your reference. For more information on the

device, use the link provided under ScanlID.

Address ‘ Device Type ‘ Location Type ScaniD
Control Panel 1
Zone/Address: s-2
Tamper Switch 1st Closet closet by reception center 59342382
Waterflow Switch 1st Closet closet by reception center Vane 59342383
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Notes & Recommendations

Generated by: BuildingReports.com

Building: Lincoln regional center B 5

The Notes & Recommendations Report details additional inspection notes made by the Inspectors during the course of the
building inspection. Notes are grouped by SystemID.

Note | Device Type Location Comment ScanID
1 Waterflow Switch 2nd Closet s4 housekeeping cliset 59342391

Did not test due to COVID
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Sprinkler Inspection Certificate

For

Lincoln regional center B 10
800 west prospector
Lincoln, Ne 68522

This inspection was performed in accordance with NFPA 101, EDITION 2012, LIFE
SAFETY CODE, NFPA 72, EDITION 2010, FIRE ALARM SYSTEMS, NFPA 25,
EDITION 2011, WATER-BASED FIRE PROTECTION SYSTEMS and other regulatory
standards applicable to this inspection.

This Inspection was performed in accordance with applicable NFPA Standards. The subsequent pages
of this report provide performance measurements, listed ranges of acceptable results, and complete
documentation of the inspection. Whenever discrepancies exist between acceptable performance
standards and actual test results, notes and/or recommended solutions have been proposed or provided
for immediate review and approval.

Quarterly Inspection
Inspection Completion Date
Dec 7, 2020

Building: Lincoln regional center B 10 Company: NIFCO Mechanical Systems
Contact: Kurt Na Contact: Jerad Baxter
Title: Maintance manager Title: Inspector




Executive Summary

Generated by: BuildingReports.com

Building Information

Building: Lincoln regional center B 10
Address: 800 west prospector
Address:

City/State/Zip: Lincoln, Ne 68522
Country: United States of America

Contact: Kurt Na
Phone: Na

Fax:

Mobile:

Email:

Inspection Performed By

Company: NIFCO Mechanical Systems
Address: 500 Blue Heron Dr

Address:

City/State/Zip: Lincoln, NE 68522-1701
Country: United States of America

Inspector: Jerad Baxter

Fax:

mobile: I

Email: I

Monitoring

Company: Phone; Account #:
Central Station Signal Verification

Type: Mfg: Model #:
Test Time/Date: Restore Time: Note:

NIFCO Mechanical Systems

Download Date: 01/12/2021




Inspection Completion Date: Dec 7, 2020

Building: Lincoln regional center B 10

EC 02.03.05 EP 02

Six-month testing of tamper switches and vane-type and pressure-type water-flow devices.
testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Quarterly

Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Tamper Switch 7 7 0 7 7
Waterflow Switch 3 3 0 3 3

EC 02.03.05 EP 09

Annual test of main drains at system low
Table 13.1.1.2; Table 13.8.1

point or at al

| system risers. NFPA 25-2011:13.2.5; 13.3.3.4;

Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Drain 1 1 0 1 1
LS 02.01.34EP 10 All other Life Safety Code fire alarm requirements related to NFPA 101-2012 18/19.3.4
Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Supervisory Signal 6 6 0 6 6

All other Life Safety Code automatic extinguishing requirements related to NFPA 101-2012 18/19.3.5

LS 02.01.35 EP 14

Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity

Post Indicator Valve 1 1 0 1 1
Total Device Count: 18
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Certification

Company: NIFCO Mechanical Systems Building: Lincoln regional center B 10

Inspector: Jerad Baxter Contact: Kurt Na

Signed: Signed:

Jerad Baxter Certifications

Certification Type Number

Nebraska Grade VI Water Operator 8699

NICET Inspection and Testing of Water-Based Systems Level |

NIFCO Mechanical Systems 3 Download Date: 01/12/2021




Inspection & Testing

Generated by: BuildingReports.com

Building: Lincoln regional center B 10

The Inspection & Testing section lists all of the items inspected in your building, which are then categorized by the
applicable code reference. The most recent inspection is listed in the far right column and is based on the Finish Date of
that inspection. The latest inspection uploaded in each previous quarter appears in the four columns to the left.
Passed=P, Failed=F, Replaced=R

EC 02.03.05 EP 02 Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
- - testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Valve shall be operated and signal receipt shall be verified to be within the first two revolutions of the hand wheel or within one-fifth of
the travel distance, or per the manufacturer's published instructions. (2010 ed.) (NFPA 72 Table 14.4.2.2 (14i.1))

Devices ‘ Tested Q4/20 ’ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Tamper Switch 7 7 0 7 7
Device Type ‘ Location ‘ ScanID ‘ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Tamper Switch Basement Center room 013 59342343 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Center room 013 59342344 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Center room 013 59342345 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Center room 013 59342349 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Center room 013 59342350 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch 1st Center room 147 59342409 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch 2nd East room 234 59342340 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 7
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Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
EC 02.03.05 EP 02 : : B _ i : B
testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Vane-type and pressure switch-type waterflow alarm devices shall be tested semiannually. Per NFPA 25, Section 5.3.3.1, mechanical
waterflow alarm devices shall be tested quarterly. Water shall be flowed through an inspector's test connection indicating the flow of
water equal to that from a single sprinkler of the smallest orifice size installed in the system for wet-pipe systems, or an alarm test
bypass connection for dry-pipe, pre-action, or deluge systems. (2010 ed.) (NFPA 72 Table 14.4.2.2 (14j))

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Waterflow Switch 3 3 0 3 3
Device Type ‘ Location ’ ScanlID ‘ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Waterflow Switch Basement Center room 013 59342347 1 03/02-P 06/08-P 09/08-P 12/07-P
Waterflow Switch 1st Center room 147 59342411 1 03/02-P 06/08-P 09/08-P 12/07-P
Waterflow Switch 2nd East room 234 59342339 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 3

NIFCO Mechanical Systems 5 Download Date: 01/12/2021



Annual test of main drains at system low point or at all system risers. NFPA 25-2011: 13.2.5; 13.3.3.4;

EC 02.03.05 EP 09 Table 13.1.1.2; Table 13.8.1

A main drain test shall be conducted annually at each water-based fire protection system riser to determine whether there has been a
change in the condition of the water supply piping and control valves. Auxiliary and low-point drains in preaction or deluge systems
shall be operated after each system operation and before the onset of freezing conditions (and thereafter as needed). (2011 ed.) (NFPA
25 13.2.5;13.4.4.3.2)

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Drain 1 1 0 1 1
Device Type ‘ Location ‘ ScaniD ’ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Drain Basement Center room 013 59342353 0 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 1
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LS 02.01.34EP 10 All other Life Safety Code fire alarm requirements related to NFPA 101-2012 18/19.3.4

Alarm conditions shall be simulated by activating alarm circuits at alarm sensor locations and all such local or remote alarm indicating
devices (visual and audible) shall be observed for operation. (2011 ed.) (NFPA 25 8.3.3.5)

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Supervisory Signal 6 6 0 6 6
Device Type ‘ Location ‘ ScanIlD ‘ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Supervisory Signal Basement Center room 013 59342342 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Center room 013 59342346 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Center room 013 59342348 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Center room 013 59342351 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal 1st Center room 147 59342410 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal 2nd East room 234 59342341 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 6
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Post Indicator Valve

Post Indicator Valve Basement Center room 013 59342352 0 03/02-P 06/08-P 09/08-P 12/07-P
Device Total: 1
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Service Summary

Generated by: BuildingReports.com

The Service Summary section provides an overview of the services performed in this report.

Drain Annual 1
Post Indicator Valve Annual 1
Supervisory Signal Tested 6
Tamper Switch Annual 7
Waterflow Switch Annual 3
Total 18
Grand Total 18
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Inventory & Warranty Report

Generated by: BuildingReports.com

Building: Lincoln regional center B 10

The Inventory & Warranty Report lists each of the devices and items that are included in your Inspection Report. A
complete inventory count by device type and category is provided. Items installed within the last 90 days, within the last
year, and devices installed for two years or more are grouped together for easy reference.

Device or Type Category % of Inventory Quantity
Waterflow Switch Alarm 16.67% 3
Tamper Switch Alarm 38.89% 7
Supervisory Signal Alarm 33.33% 6
Post Indicator Valve Valve 5.56% 1
Drain Device 5.56% 1
Qt
Device Type y Model # Type Description Install Date
In Service - 90 Days - 1 Year
Drain 1 Main 03/02/2020
Post Indicator Valve 1 Ground 03/02/2020
Supervisory Signal 6 03/02/2020
Tamper Switch 2 03/02/2020
Tamper Switch 1 Supervisory 03/02/2020
Tamper Switch 3 Control Valve Supervisory 03/02/2020
Tamper Switch 1 0S&Y Supervisory 03/02/2020
Waterflow Switch 3 Vane Alarm 03/02/2020
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Sprinkler Inspection Certificate

For

Lincoln regional center B 14
801 west prospector
Lincoln, Ne 68522

This inspection was performed in accordance with NFPA 101, EDITION 2012, LIFE
SAFETY CODE, NFPA 72, EDITION 2010, FIRE ALARM SYSTEMS, NFPA 25,
EDITION 2011, WATER-BASED FIRE PROTECTION SYSTEMS and other regulatory
standards applicable to this inspection.

This Inspection was performed in accordance with applicable NFPA Standards. The subsequent pages
of this report provide performance measurements, listed ranges of acceptable results, and complete
documentation of the inspection. Whenever discrepancies exist between acceptable performance
standards and actual test results, notes and/or recommended solutions have been proposed or provided
for immediate review and approval.

Quarterly Inspection
Inspection Completion Date
Dec 7, 2020

Building: Lincoln regional center B 14 Company: NIFCO Mechanical Systems
Contact: Kurt Na Contact: Jerad Baxter
Title: Maintance manager Title: Inspector




Executive Summary

Generated by: BuildingReports.com

Building Information

Building: Lincoln regional center B 14
Address: 801 west prospector
Address:

City/State/Zip: Lincoln, Ne 68522
Country: United States of America

Contact: Kurt Na
Phone: 479-5452
Fax:

Mobile:

Email:

Inspection Performed By

Company: NIFCO Mechanical Systems
Address: 500 Blue Heron Dr

Address:

City/State/Zip: Lincoln, NE 68522-1701
Country: United States of America

Inspector: Jerad Baxter

Fax:

Mobile: NN TN

Email: I

Monitoring

Company: Phone; Account #:
Central Station Signal Verification

Type: Mfg: Model #:
Test Time/Date: Restore Time: Note:

NIFCO Mechanical Systems

Download Date: 01/12/2021




Inspection Completion Date: Dec 7, 2020

Building: Lincoln regional center B 14

Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly

EC 02.03.05 EP 02 testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.
Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Tamper Switch 9 9 0 9 9
Waterflow Switch 5 5 0 5 5
Annual test of main drains at system low point or at all system risers. NFPA 25-2011: 13.2.5; 13.3.3.4;
EC 02.03.05 EP 09 Table 13.1.1.2; Table 13.8.1
Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Drain 1 1 0 1 1
EC 02.03.05EP 10 Quarterly inspection of all fire department water supply connections. NFPA 25-2011: 13.7; Table 13.1.1.2
Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Fire Dep't Connection 1 1 0 1 1
LS 02.01.34EP 10 All other Life Safety Code fire alarm requirements related to NFPA 101-2012 18/19.3.4
Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Supervisory Signal 11 11 0 11 11
LS 02.01.35 EP 14 All other Life Safety Code automatic extinguishing requirements related to NFPA 101-2012 18/19.3.5
Devices Tested This Quarter Pass Fail Tested YTD (2020) Total Quantity
Backflow Prevention 0 0 0 1 1
Check Valve 1 1 0 1 1
Control Valve 2 2 0 2 2
Post Indicator Valve 1 1 0 1 1

Total Device Count: 32
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Certification

Company: NIFCO Mechanical Systems Building: Lincoln regional center B 14

Inspector: Jerad Baxter Contact: Kurt Na

Signed: Signed:

Jerad Baxter Certifications

Certification Type Number

Nebraska Grade VI Water Operator 8699

NICET Inspection and Testing of Water-Based Systems Level |

NIFCO Mechanical Systems 3 Download Date: 01/12/2021




Inspection & Testing

Generated by: BuildingReports.com

Building: Lincoln regional center B 14

The Inspection & Testing section lists all of the items inspected in your building, which are then categorized by the
applicable code reference. The most recent inspection is listed in the far right column and is based on the Finish Date of
that inspection. The latest inspection uploaded in each previous quarter appears in the four columns to the left.
Passed=P, Failed=F, Replaced=R

EC 02.03.05 EP 02 Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
- - testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Valve shall be operated and signal receipt shall be verified to be within the first two revolutions of the hand wheel or within one-fifth of
the travel distance, or per the manufacturer's published instructions. (2010 ed.) (NFPA 72 Table 14.4.2.2 (14i.1))

Devices ‘ Tested Q4/20 ’ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Tamper Switch 9 9 0 9 9
Device Type ‘ Location ‘ ScanID ‘ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Tamper Switch Basement Room 42 59342430 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Room 42 59342432 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Room 42 59342437 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Room 42 59342438 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Center Room 039 59342335 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch Basement Center Room 039 59342338 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch 1st Center Room 135 above 59342412 1 03/02-P 06/08-P 09/08-P 12/07-P

ceiling
Tamper Switch 3rd Center Room 340 59342419 1 03/02-P 06/08-P 09/08-P 12/07-P
Tamper Switch 3rd Center Room 340 59342421 1-3rd floor 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 9
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Six-month testing of tamper switches and vane-type and pressure-type water-flow devices. Quarterly
EC 02.03.05 EP 02 : : B _ i : B
testing of mechanical water-flow devices. NFPA 72-2010 Table 14.4.5; NFPA 25-2011 Table 5.1.1.2.

Vane-type and pressure switch-type waterflow alarm devices shall be tested semiannually. Per NFPA 25, Section 5.3.3.1, mechanical
waterflow alarm devices shall be tested quarterly. Water shall be flowed through an inspector's test connection indicating the flow of
water equal to that from a single sprinkler of the smallest orifice size installed in the system for wet-pipe systems, or an alarm test
bypass connection for dry-pipe, pre-action, or deluge systems. (2010 ed.) (NFPA 72 Table 14.4.2.2 (14j))

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Waterflow Switch 5 5 0 5 5
Device Type ‘ Location ’ ScanlID ‘ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Waterflow Switch Basement Room 42 59342427 1 06/08-P 09/08-P 12/07-P
Waterflow Switch 1st Center Room 135 above 59342414 1 03/02-P 06/08-P 09/08-P 12/07-P

ceiling
Waterflow Switch 2nd Center Room 247 above 59342417 1 03/02-P 06/08-P 09/08-P 12/07-P
ceiling
Waterflow Switch 3rd Center Room 340 59342422 1-3rd floor 03/02-P 06/08-P 09/08-P 12/07-P
Waterflow Switch 3rd Center Room 340 59342423 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 5
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Annual test of main drains at system low point or at all system risers. NFPA 25-2011: 13.2.5; 13.3.3.4;

EC 02.03.05 EP 09 Table 13.1.1.2; Table 13.8.1

A main drain test shall be conducted annually at each water-based fire protection system riser to determine whether there has been a
change in the condition of the water supply piping and control valves. Auxiliary and low-point drains in preaction or deluge systems
shall be operated after each system operation and before the onset of freezing conditions (and thereafter as needed). (2011 ed.) (NFPA
25 13.2.5;13.4.4.3.2)

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Drain 1 1 0 1 1
Device Type ‘ Location ‘ ScaniD ’ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Drain Basement Room 42 59342426 0 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 1
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EC 02.03.05EP 10 Quarterly inspection of all fire department water supply connections. NFPA 25-2011: 13.7; Table 13.1.1.2

Fire department connections shall be inspected quarterly to verify the following: Connections are visible and accessible, couplings or
swivels are not damaged and rotate smoothly, plugs or caps are in place and undamaged, gaskets are in place and in good condition,
identification signs are in place, the check valve is not leaking, the automatic drain valve is in place and operating properly and the
clapper is in place and operating properly. (2011 ed.) (NFPA 25 13.7.1)

Devices ‘ Tested Q4/20 ’ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Fire Dep't Connection 1 1 0 1 1
Device Type ‘ Location ’ ScanIlD ’ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Fire Dep't Connection Basement Room 42 59342433 0 06/08-P 09/08-P 12/07-P

Device Total: 1
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LS 02.01.34EP 10 All other Life Safety Code fire alarm requirements related to NFPA 101-2012 18/19.3.4

Alarm conditions shall be simulated by activating alarm circuits at alarm sensor locations and all such local or remote alarm indicating
devices (visual and audible) shall be observed for operation. (2011 ed.) (NFPA 25 8.3.3.5)

Devices ‘ Tested Q4/20 ‘ Pass Q4/20 ‘ Fail Q4/20 ‘ Tested YTD (2020) ‘ Total Quantity
Supervisory Signal 11 11 0 11 11
Device Type ‘ Location ’ ScanIlD ’ Address ‘ Q1/20 ‘ Q2/20 ‘ Q3/20 ‘ Q4/20
Supervisory Signal Basement Room 42 59342429 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Room 42 59342431 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Room 42 59342436 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Room 42 59342439 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Center Room 039 59342336 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Basement Center Room 039 59342337 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal 1st Center Room 135 above 59342413 1 03/02-P 06/08-P 09/08-P 12/07-P

ceiling
Supervisory Signal 2nd Center Room 247 above 59342415 1 03/02-P 06/08-P 09/08-P 12/07-P
ceiling
Supervisory Signal 3rd Center Room 340 59342418 1 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal 3rd Center Room 340 59342420 1-3rd floor 03/02-P 06/08-P 09/08-P 12/07-P
Supervisory Signal Penthouse Elevator room 59342424 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 11
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Backflow Prevention

Backflow Prevention Basement Room 42 59342428 0 03/02-P 06/08-P
Device Total: 1
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Check Valve

Check Valve Basement Room 42 59342434 1 03/02-P 06/08-P 09/08-P 12/07-P
Device Total: 1
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Control Valve

Control Valve 2nd Center Room 247 above 59342416 1 03/02-P 06/08-P 09/08-P 12/07-P
ceiling

Control Valve Penthouse Elevator room 59342425 1 03/02-P 06/08-P 09/08-P 12/07-P

Device Total: 2

NIFCO Mechanical Systems 11 Download Date: 01/12/2021



Post Indicator Valve

Post Indicator Valve Garden South In yard south of 59342435 0 03/02-P 06/08-P 09/08-P 12/07-P
building

Device Total: 1

NIFCO Mechanical Systems 12 Download Date: 01/12/2021



Service Summary

Generated by: BuildingReports.com

Building: Lincoln regional center B 14

The Service Summary section provides an overview of the services performed in this report.

Device Type Service ‘ Quantity
Passed

Check Valve Annual 1
Control Valve Annual 2
Drain Annual 1

Fire Dep't Connection Annual 1

Post Indicator Valve Annual 1
Supervisory Signal Tested 11
Tamper Switch Annual 9
Waterflow Switch Annual 5
Total 31

Untested
Backflow Prevention 1
Total 1
Grand Total 32
NIFCO Mechanical Systems 13 Download Date: 01/12/2021



Wet Pipe Fire Sprinkler Systems

Generated by: BuildingReports.com

Building: Lincoln regional center B 14

This section lists out all the devices and components that have been associated with a Wet Pipe System and provides
details as to type of component, pressure readings, response time, etc. If a component has an OK checkbox that is checked,
then that component was actually tested. However, for Pass/Fail test results, see the Inspection and Testing section.

Alarms
Waterflow Switch
Type Manufacturer Model # Sec Size Zone/Address OK ScanlD
Vane 50 4 1 M | 59342417
14 Download Date: 01/12/2021
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Inventory & Warranty Report

Generated by: BuildingReports.com

Building: Lincoln regional center B 14

The Inventory & Warranty Report lists each of the devices and items that are included in your Inspection Report. A
complete inventory count by device type and category is provided. Items installed within the last 90 days, within the last
year, and devices installed for two years or more are grouped together for easy reference.

Device or Type Category % of Inventory Quantity
Backflow Prevention Valve 3.12% 1
Post Indicator Valve Valve 3.12% 1
Tamper Switch Alarm 28.12% 9
Supervisory Signal Alarm 34.38% 11
Control Valve Valve 6.25% 2
Waterflow Switch Alarm 15.62% 5
Drain Device 3.12% 1
Fire Dep't Connection Hose 3.12% 1
Check Valve Valve 3.12% 1
Qt
Device Type y Model # Type Description Install Date
In Service - 90 Days - 1 Year
Backflow Prevention 1 03/02/2020
Check Valve 1 Grooved 03/02/2020
Control Valve 2 Butterfly Isolation 03/02/2020
Drain 1 Main 03/02/2020
Fire Dep't Connection 1 Wall 03/02/2020
Post Indicator Valve 1 Ground 03/02/2020
Supervisory Signal 9 03/02/2020
Supervisory Signal 2 Pressure 03/02/2020
Tamper Switch 2 03/02/2020
Tamper Switch 7 Control Valve Supervisory 03/02/2020
Waterflow Switch 4 Vane Alarm 03/02/2020
Wet Pipe
Waterflow Switch 1 Vane Alarm 03/02/2020
NIFCO Mechanical Systems 15 Download Date: 01/12/2021




Zone Address Report

Generated by: BuildingReports.com

Building: Lincoln regional center B 14

The Zone Address Report lists all of the devices and items that have an individual address, or are grouped together under
a common zone. The device type, location and description are included for your reference. For more information on the

device, use the link provided under ScaniD.

Address ‘ Device Type ‘ Location Type ScaniD
Control Panel 1
Zone/Address: 3rd floor
Tamper Switch 3rd Center Room 340 Control Valve 59342421
Waterflow Switch 3rd Center Room 340 Vane 59342422
16 Download Date: 01/12/2021
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Alarm system



TOTALREPORT®

MNEPECTION AND CONDITION ASSESMENT REPORTING

2020 INSPECTION

LRC Bldg # 3- Lincoln Regional Center

801 West Prospector PL., Lincoln, NE 68506

Des Moines, IA
Hastings, NE
MNorth Platte, NE
Omaha, NE
Scottsbluff, NE

SPECTIALIZED PROTECTION SOLUTIONS INTEGRA TOR 800-274-0888

DISCLAIMER: This TOTALREPORT inspection and systems layout documentation has been assembled and prepared based on information furnished to Protex Central by the customer and its representatives
up to and including the inspection date. The information in this report has been obtained from sources believed to be reliable and accurate. While we do not doubt its accuracy, we cannot completely and firmly
verify it and thus make no guarantee, warranty, or representation about it other than what we have been able to verify. Additionally, this report, and enclosed graphic layouts do not reflect any changes to the
premises subsequent to the date listed on the report, or any changes to the documents furnished to Protex Central subsequent to this date.

Copyright © All Rights Reserved Notice: No part of this report may be reproduced or utilized in any form or by any means, electronic or mechanical, including photocopying, recording or by any information storage and retrieval system, without the express written permission of
Critical Systems, LLC. Inquiries should be directed to: Critical Systems, LLC.

NFPA72, 2010 Ed.



F: rabciy g Protex Central
Omana e 1239 N Minnesota Ave, Hastings, NE, 68901

Scottsbiuff, NE

PROTEX.CENTRAL soozracess Office: (800) 274-0888 Fax: (402) 463-6057

NFPA72 2010 Testing and Inspection Form

LRC Bldg # 3- Lincoln Regional
Property: Center

Property Address: 801 West Prospector PL.
Lincoln, NE 68506

1. PROPERTY INFORMATION

Inspection Date: 8/21/2020

Account Name or Property Name LRC Bldg # 3- Lincoln Regional
Center

Shipping Street 801 West Prospector PL.

Shipping City Lincoln

Shipping State/Province NE

Shipping Zip/Postal Code 68506

Account Phone |

Main Account Email

Authority Having Juristiction Nebraska state Fire Marshall

AHJ Phone Number _

Description of property Hospital

Scope of this instance of inspection Full 100%

2. TESTING AND MONITORING INFORMATION

Testing Organization Protex Central

Address 1239 N Minnesota Ave, Hastings,
NE, 68901

Monitoring Organization Midwest Alarm Services

Address 141 M St Lincoln NE 68508
Monitoring Org Phone _
Monitoring Org Email _
Monitoring Acct Number Customer Provided

Phone Line one or IP Customer Supplied

NFPA72 2010 Testing and Inspection Form



Phone Line two or IP Customer Supplied

Means Of Transmission POTS

3. DOCUMENTATION

Onsite location of the required record documents and site specific software

Is the location of documents and software indicated on the Component list and or layouts? No

If the location is not indicated as YES above give description of location here Maintenance
4.1 Control unit Make and Model AFP 1010
4.2 Software firmware revision NA

4.3 System Power

The description Of Primary Power is included in the List of devices on Panels as well as the
Disconnecting means location.
4.3.2 Secondary Power

The description of secondary power is included in the listing of devices and capacity is also

incuded

5. AND 7. NOTIFICATIONS MADE BEFORE AND AFTER TESTING

NOTIFICATION MADE PRIOR AND AFTER TESTING
Description Time in Testing Time off testing

Monitoring Org 8-10-2020 8-10-2020

BLDG management

BLDG occupants
AHJ

Other If applicable

6. TESTING RESULTS
6.1 Control Unit and Related Equipment

6.1 CONTROL UNIT AND RELATED EQUIPMENT
Description Visual Inspection Functional test Comments

Control unit

Lamps/LEDs/LCDs

\

Fuses

Trouble signals

Disconnect switches

Ground-fault monitoring

Supervision

Local annunciator

Remote annunciators

NIENI EN RN EN RN EN RNV NI EN

SISTSISISISNS

Remote power panels

NFPA72 2010 Testing and Inspection Form



6.2 SECONDARY POWER

6.2 Secondary Power

Description Visual Inspection Functional test Comments
Battery Condition v v
Load voltage v v
Discharge test v v
Charger test v v
Remote panel batteries v v

6.3 Alarm And Supervisory Alarm Initiating Device

Attach supplementary device test sheets for all initiating devices.

6.4 Notification Appliances

Attach supplementary appliance test sheets for all notification appliances.

6.5 Interface Equipment

Attach supplementary interface component test sheets for all interface components. Circuit
Interface / Signaling Line Circuit Interface / Fire Alarm Control Interface

6.6 SUPERVISING STATION MONITORING
6.6 Supervising Station Monitoring

Description Yes No Time Comments

Alarm signal

Alarm restoration

Trouble signal

Trouble restoration

Supervisory signal

NIENIEN RN ENI RN

Supervisory restoration

6.7 PUBLIC EMERGENCY ALARM REPORTING SYSTEM

6.7 Public Emergency Alarm Reporting System

Description Yes No Time Comments
Alarm signal NA
Alarm restoration NA
Trouble signal NA
Trouble restoration NA
Supervisory signal NA
Supervisory restoration NA

8. SYSTEM RESTORED TO NORMAL OPERATION

8. SYSTEM RESTORED TO NORMAL OPERATION

Date and time Restored to Normal operation. 8-10-2020

NFPA72 2010 Testing and Inspection Form



9. CERTIFICATION

This system as specified herein has been inspected and tested according to NFPA 72, 2016
edition, Chapter 14.

Inspector Name

Date/Time

Inspector Qualifications
Phone

Company Name

10 .DEFECTS OR MALFUNCTIONS NOT CORRECTED ARE LISTED ON THE
DEFICIENCIES PAGE OF THIS REPORT

10.1 ACCEPTANCE BY OWNER OR OWNER’S REPRESENTATIVE:

Conner Holsclaw

NE Fire Inspector #030
(800) 274-0888

Protex Central

The listed name below accepted the test report as specified herein:

Property Rep Auto Field
If the Auto Field is not correct who is the responsible party who is accepting the Test report?

Title:
Phone:

Date:

Kurt Anderson
Tiffany Fitzpatrick

8-10-2020

NFPA72 2010 Testing and Inspection Form



TOTALREPORT®

MNEPECTION AND CONDITION ASSESMENT REPORTING

2020 INSPECTION

LRC Bldg. # 5- Lincoln Regional Center

801 West Prospector PL., Lincoln, NE 68506

Des Moines, IA
Hastings, NE
MNorth Platte, NE
Omaha, NE
Scottsbluff, NE

SPECTIALIZED PROTECTION SOLUTIONS INTEGRA TOR 800-274-0888

DISCLAIMER: This TOTALREPORT inspection and systems layout documentation has been assembled and prepared based on information furnished to Protex Central by the customer and its representatives
up to and including the inspectio