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FEDERAL PLAN OF CORRECTION

Pravider/Supplier
Name:

Oldtown Community Hospital b

STREET ADDRESS,

ar,ze: mmp

Survey Date "

Type Name , Address,
Survey Date

321 Main Street, Oldtown 66600 . _

—-—"" 05/21/2009

(X4) 1D PREFIX
TAG

(X1) PROVIDER/SUPPLIER/CLIA INDENTIFICATION MUIMBER

PROVIDER'S PLAN OF CORRECTION !
CORRECTIVE ACTION SHOULD BE CROSS-

REFERRENCED TO THE APPROPRIATE DEFICIENCY]

Type
Provider #

AD43

=] 2600
™~ (X5)
COMPLETION

DATE

Keys were hung on 5/11/09; however, the locks were then removed from the obstétrics
department. The Maintenance Supervisor will conduct inspections to ensure that locks are not
replaced. The Safety Committee Chairperson will also conduct inspections to verify the locks
have not been replaced. The Board will continue to conduct quarterly inspe of the
facility.

05/22/2009

Type Tag
Cited

Alaa

monitor the Turn Schedule Sheet during their shift, asassessments

Education will be provided to staff members will include Policy #2009-12, Decubitus UV j
Prevention. See attached Policy #2009-12. Patients admitting with risk under “skin’/
an airmattress applied. Patients admitting with risk of pressure sores who are unabl
sition themselves will be placed on turning schedule. The Charge Nurse will moni
Jits admitted during shift for any infectious processes and will initiate the riate
_<tautions to control the spread of infection.Each Med/Surge nurse will be responsible to

warrant.TheMed/SurgManager will be responsible for monitoring patients with risk
under”“skin”or pressure sores.The Chief Nursing Officer will ensure appropriate precautions are
taken by monitoring activity.

Type Plan of
Correction

05/22/2009

The Administrator signing and dating the first page of the CMS-2567/State Form is indicating their
approval of the plan of correction being submitted on this form.
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STATE PLAN OF CORRECTION

Provider/Supplier
Name:

Oldtown Community HOSPital e

Survey Date ‘

Type Name , Address, ~
STREET ADDRESS, ’—_—*
arv,ze:  mmp |321 Main Street, Oldtown 66600 Survey Date _ 05/21/2009
{%1) PROVIDER/SUPPLIER/CLIA INDENTIRICATION NUMBER sy B-XXXX
PROVIDER'S PLAN OF CORRECTION ' (X5)

(X4) ID PREFIX CORRECTIVE ACTION SHOULD BE CROSS- o T"f‘:f " ® COMPLETION
TAG REFERRENCED TO THE APPROPRIATE DEFICIENCY) eiiisd DATE
:ma:isx REFER TO FEDERAL TAG 05/22/2009
Type Tag Type Refer to Federal Tag ™

Cited } unless the tag was not
— \ cited as a Federal
Al44 / Refer to Federal Tag (—/ 05/22/2009

The Administrator signing and dating the first page of the CMS-2567/State Form is indicating their
approval of the plan of correction being submitted on this form.




