%

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/10/2017

FORM AFFROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

48G002

(X2) MULTIPLE CONSTRUCTION
A, BUILDING 15 - ED DEV CNT 1581

B, WING

(X3) BATE SURVEY

COMPLETED

R
09/26/2017

NAME OF PROVIDER OR SUPPLIER

CENTRAL VIRGINIA TRAINING CENT

STREET ADDRESS, CITY, STATE, ZIP CODE
521 COLONY RD
MADISON HEIGHTS, VA 24572

%4 1D
PREFIX
TAG

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

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULO BE
CROSS-REFERENCEQ TO THE APPROPRIATE
DEFICIENCY)

(X5}
COMPLETION
OATE

{K 000}

INITIAL COMMENTS

Description of Structure: Building 15 is a two
story masonry structure with a wood framed,
pitched roof. The roof area is separated from the
structure by a rated concrete slab and is
protected by a dry sprinkler system. Patients
occupy the ground floor of this building. The
building was constructed in 1958,

Construction Type: Il (222)

Sprinkler status: Partially Sprinklered building,
Dry Systemn in the Attic, Pre-action System in the
elevator shafts, Wet System in building lobbies
and lobby storage rooms on both levels.

An unannounced Life Safety Code revisit to the
standard survey conducted on 08/04/2017
through 08/09/2017 was conducted an
08/26/2017, in accordance with 42 Code of
Federal Regulation, Part 483: Requirements for
for Long Term Care Facilties. The facility was
surveyed for compliance using the LSC 2012
Health Existing regulations. This facility houses
ICFID residents, however chooses to meet Health
Care requirements. The facility was in compliance
with the Requirements for Participation Medicare
and Medicaid.

Corrected deficiencies are identified on the
CMS-2567B.

{K 000}

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

TITLE

(X5) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

ather safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable g0 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 t4

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of carrection is requisite to continued
program participation.

FORM CMS-2567(02-89) Previous Versions Obsclete

Event ID:JYZY22

Facility ID: VAICFMR03

If continuation sheet Page 1 of 1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/10/2017

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

45G002

(X2) MULTIPLE CONSTRUCTIDN
A.BUILDING 17 - ED DEV CNT 1781

B. WING

(X3) DATE SURVEY

COMPLETED

R
09/26/2017

NAME OF PROVIDER OR SUPPLIER

CENTRAL VIRGINIA TRAINING CENT

STREET ADDRESS, CITY, STATE, ZIF CODE
521 COLONY RD
MADISON HEIGHTS, VA 24572

(X4 1D
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPRDPRIATE
DEFICIENGY)

(X5)
COMPLETION
OATE

{K 000}

INITIAL COMMENTS

Description of Structure: Building 17 is a two
story masonry structure with a partial basement.
The building has a wood framed, pitched roof.
The roof area is separated from the structure by a
rated concrete slab and is protected by a dry
sprinkler system. The building does not house
any patients at this time, but is maintained ready
for occupancy. The building was constructed in
1958.

Construction Type: Il (222)

Sprinkler status: Partially Sprinklered building,
Dry System in the Aftic, Pre-action System in the
elevator shafts, Wet System in building lobbies
and lobby storage rooms on both levels.

An unannounced Life Safety Code revisit to the
standard survey conducted on 08/04/2017
through 08/09/2017 was conducted on
0B/26/2017, in accordance with 42 Code of
Federal Regulation, Part 483: Requirements for
for Long Term Care Facilities. The facility was
surveyed for compliance using the LSC 2012
Health Existing regulations. This facility houses
ICFID residents, however chooses to meet Health
Care requirements. The facility was in compliance
with the Requirements for Participation Medicare
and Medicaid.

Corrected deficiencies are identified on the
CMS-2567B.

{K 000}

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

TITLE

(X8) DATE

Ary deficiency statement ending with an asterisk {*} denotes a deficiency which the institution may be excused from correcting 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 g0 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.

FORM CMS-2567(02-99) Previous Versions Obscleta

Event[D: JyZyzz

Facility 10; VAICFMRO3

If continuation sheet Page 1 of 1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: t0/10/2017

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
ANQ PLAN OF CORRECTION IDENTIFICATION NUMBER:

49G002

{%2) MULTIPLE CONSTRUCTION
A, BUILDING 23 - BUILOING B RENOVATED 2012

B. WING

(X3} DATE SURVEY

COMPLETED

R
09/26/2017

NAME CF PROVIDER OR SUPPLIER

CENTRAL VIRGINIA TRAINING CENT

STREET ADDRESS, CITY, STATE, ZIP CODE
5§21 COLONY RD
MADISON HEIGHTS, VA 24572

(X4)1D
PREFIX
TAG

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

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOLILD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

X5)
COMPLETION
DATE

{K 000}

INITIAL COMMENTS

Description of Structure: Building 8 is a one
story masonry structure. The building was
originally constructed in 1951 and completely
remadeled in 2012.

Construction Type: 11 (000)

Sprinkler status: Fully Sprinklered NFPA 13
System with quick response heads.

An unannounced Life Safety Code revisit to the
standard survey conducted on 08/04/2017
through 08/08/2017 was conducted on
08/26/2017, in accordance with 42 Code of
Federal Regulation, Part 483: Requirements for
for Long Term Care Facilities. The facility was
surveyed for compliance using the LSC 2012
Health Existing regulations. This facility houses
ICFID residents, however chooses to meet Health
Care requirements. The facility was in compliance
with the Requirements for Participation Medicare
and Medicaid.

Corrected deficiencies are identified on the
CMS-2567B.

{K 000}

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

TITLE

(X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection fo the patients . (See instructions.) Except for nursing homes, the findings staled above are disclosable g0 days

follawing the dale of survey whether or nota 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. I deficiencies are cited, an approved plan of correction is requisita to continued
pregram participation.

FORM CMS-2557({02-99) Previous Versions Qbsolete

Event 1B; JYZY22

Facility ID: VAICFMRO3

If continuation sheet Page 1 of 1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/10/2017

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {Xt) PROVIDER/SUPPLIER/CLIA
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER:

49G002

(X2} MULTIPLE CONSTRUCTION
A.BUILDING 24 - BUILDING 12 RENOVATED 2012

B. WING

(X3} DATE SURVEY

COMPLETED

R
09/26/2017

NAME OF PROVIDER OR SUPPLIER

CENTRAL VIRGINIA TRAINING CENT

STREET ADDRESS, CITY, STATE, ZIP CODE
521 COLONY RD
MADISON HEIGHTS, VA 24572

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

)
COMPLETION
DATE

{K 000}

INITIAL COMMENTS

Description of Structure: Building 12 is a one
story masonry structure. The building was
priginally constructed in 1951 and completely
remodeled in 2012,

Construction Type: Il (000)

Sprinkler status: Fully Sprinklered NFPA 13
System with quick response heads.

An unannounced Life Safety Code revisit to the
standard survey conducted on 08/04/2017
through 08/09/2017 was conducted on
08/26/2017, in accordance with 42 Cpde of
Federal Regulation, Part 483: Requirements for
for Long Term Care Facilities. The facility was
surveyed for compliance using the LSC 2012
Health Existing regulations. This facility houses
ICFID residents, however chooses to meet Health
Care requirements. The facility was in compliance
with the Requirements for Participation Medicare
and Medicaid.

Corrected deficiencies are identified on the
CMS-2567B.

{K 000}

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

TITLE

(X8) OATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting 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 o the facility. If deficiencies are cited, an approved plan of carrection is requisite to continued
program participation.

FORM CMS-2567({02-89) Previous Versions Obsolete

Event ID; JYZY22

Facility ID: VAICFMRO3

If continuation sheet Page 1 of 1
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(

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 10102017

FORM APFROVED

OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES (Xt} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

48G002

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 40 - BUILDING 10

B. WING

(X3) DATE SURVEY

GOMPLETED

R
09/26/2017

NAME OF PROVIOER OR SUPPLIER

CENTRAL VIRGINIA TRAINING CENT

STREETADORESS, GITY, STATE, ZIF CODE
§21 COLONY RD
MADISON HEIGHTS, VA 24572

(X4) 1ID
PREFIX
TAG

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

13]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(%5)
COMPLETION
DATE

{K 000}

INITIAL COMMENTS

Description of Structure: Building 10 is a one
story masonry structure. The building was
originally constructed in 1951 and completely
remodeled in 2015,

Construction Type: [l (000)

Sprinkler status: Fully Sprinklered NFPA 13
System with quick response heads,

An unannounced Life Safety Code revisit to the
standard survey conducted on 08/04/2017
through 08/09/2017 was conducted on
08/26/2017, in accordance wilh 42 Code of
Federal Regulation, Part 483: Requirements for
for Long Term Care Facilities. The facility was
surveyed for compliance using the LSC 2012
Health Existing regulations. This facility houses
ICFID residents, however chooses to meet Health
Care reguirements. The facilily was in compliance
with the Requirements for Participation Medicare
and Medicaid.

Corrected deficiencies are identified on the
CMS-2567B.

{K 000}

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

TITLE

(XB) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing itis 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 continyed
program participation,

FORM CMS-2567(02-98) Previous Versions Obsalete

Event ID:JYZY22

Facility ID: VAICFMRO3

If continwation sheet Fage 1 of 1




( "
. ( PRINTED: 10/10/2017
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 77 - BUILDING 8 COMPLETED

R
49G002 B. WING 09/26/2017

NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP COOE
521 COLONY RD

NTRAL IA TRAINING CENT
CENTRAL VIRGIN MADISON HEIGHTS, VA 24572

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION [X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC ICENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE

DEFICIENCY)

{K 000} | INITIAL COMMENTS {K 000}

Description of Structure; Building 9 is a one
story masonry structure with a partial basement,
The building was originally constructed in 1951
and completely remodeled in 2013,

Construction Type: 1l (000)

Sprinkler status: Fully Sprinklered NFPA 13
System with quick response heads.

An unannounced Life Safety Code revisit to the
standard survey conducted on 08/04/2017
through 08/09/2017 was conducted on
08/26/2017, in accordance with 42 Code of
Federal Regulation, Part 433: Requirements for
for Long Term Care Facilities. The facility was
surveyed for compliance using the LSC 2012
Health Existing regulations. This facility houses
ICFID residents, however chooses to meet Health
Care requirements. The facility was in compliance
with the Requirements for Participation Medicare
and Medicaid.

Corrected deficiencies are identified on the
CMS-2567B.

LABORATORY DIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XE) OATE

Any deficiency statement ending with an asterisk (*) denctes z deficiency which the institution may be excused from correcting providing it is determined 1hat
other safeguards provide sufficient protection 1o the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whetiier or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days fallowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of carrection is requisite to continued
program participatian,

FORM CMS-2567(02-98) Previous Versions Obsolete Event ID: Jy2r22 Facilty ID: VAICFMR03 If continuation sheet Page 1 of 1



. ¢

PRINTED: 10/10/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING A1 - BUILDING ELEVEN COMPLETED
R
49G002 B. WING 09/26/2017
NAME OF PROVIDER OR SUPFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

§21 COLONYRD
MADISON HEIGHTS, VA 24572

CENTRAL VIRGINIA TRAINING CENT

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 0B)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}

Description of Structure: Building 11 is a one
story masonry structure. The building was
constructed in 1851 and remodeled in 2008.

Construction Type: Il {000)
Sprinkler status: Fully Sprinklered.

An unannounced Life Safety Code revisit to the
standard survey conducted on 08/04/2017
through 08/09/2017 was conducted on
08/26/2017, in accordance with 42 Code of
Federal Regulation, Part 483: Requirements for
for Long Term Care Facilities. The facility was
surveyed for compliance using the LSC 2012
Health Existing regulations. This facility houses
ICFID residents, however chooses to meet Health
Care requirements. The facility was in compliance
with the Requirements for Participation Medicare
and Medicaid.

Corrected deficiencies are identified on the
CMS-25678.

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

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting 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
foltowing the date of survey whether or not a plan of correction is provided. Fer nursing hames, the abave 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 comrection is requisite t continued
program participation.

FORM CMS-2567(02-98) Pravious Versions Obsolele Event ID: J¥ZY22 Facility ID: VAICFMRO3 If continuation sheet Page 1 of f



DEPARTMENT OF HEALTH AND HUMAN SER’(, S (
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA / MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A.Building 24 - BUILDING 12 RENOVATED 2012
486002 v1 |B-Wing vz |9/26/2017 va
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE
CENTRAL VIRGINIA TRAINING CENT 521 COLONY RD

MADISON HEIGHTS, VA 24572

This report is completed by a qualified State survayor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to
show thoss deficiencles previously reported on the CMS-2567, Statement of Deficiencies and Plan of Carrection, that have bean corrected and the
date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and
the identification prefix cade previously shown on the CMS-2567 {prefix codes shown to the left of each requirement on the survey report form).

{TEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
1D Prefix Correction 1D Prefix Correction 1D Prefix Correction
NFPA 101 NFPA 101 NFPA 10t
Reg. # Completed Reg. # Completed Reg. # Completed
L8C Ko21t 09/26/2017 LSC K0353 09/26/2017 LSC K0355 09/26/2017
D Prefix : Correction 1D Prefix Correction 1D Prefix Correction
NFPA 101 NFPA 101 NFPA 101
Reg. # Completed Reg. # Completed Reg. # Completed
LSC K0902 09/26/2017 LsC Kos04 09/28/20t7 LSC K0914 09/26/2017
1D Prefix Correction 1D Prefix Correction 1D Prefix Correction
NFPA t01
Reg. # Completed Req. # Completed Reg. # Completed
LSC K0818 09/26/2017 LSC LSC
1D Prefix Correction D Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
1D Prefix Carrection 1D Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR / DATE
STATE AGENCY ﬁ NmALS) OO 09-26-17 L ﬁj— 09/26/2017
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO J ] anmaLs)
FOLLOWUP TO SURVEY GOMPLETED ON i:l CHECK FOR ANY UNCORRECTED DEFICIENCIES, WAS A SUMMARY OF
81912017 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? ves [ no

Form CM5 - 2567B (08/82} EF (1t/06) Page 1011 EVENT ID: JYZY2z



(.
DEPARTMENT OF HEALTH AND HUMAN SER. .S (
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ MULTIPLE CONSTRUCTION DATE OF REVISIT
IGENTIFICATIDN NUMBER A. Builkding 15 - ED DEV CNT 1581
496002 v |B: Wwing v |9/2612017 v
" NAME OF FACIUTY STREET ADDRESS, CITY, STATE, ZIP CODE
CENTRAL VIRGINIA TRAINING CENT 521 COLONY RD
MADISON HEIGHTS, VA 24572

This report is completed by a qualified State surveyor for the Medicare, Medicaid andfor Clinical Lahoratory Improvement Amendments program, to
show those deficiencies previously reporied on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been corrected and the
date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and
the identification prefix code previously shown on the CMS-2587 (prefix codes shown ta the left of each requirement on the survey report formy).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction 1D Prefix Correction ID Prefix Corraction
NFPA 101 NFPA 101 NFPA 101
Reg. # Completed Reg. # Completed Reg. # Completed
LSC KO353 09/26/2017 LsC K0914 09/26/2017 L3C K0918 09/26/2017
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
ID Prefix Correction 1D Prefix Correction ID Prefix Correction
Req. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
1D Prefix Correction ID Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reqg. # Completed
LsC LsC LSC
1D Prefix Correction ID Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LsC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY d anmaLs) O 09-26-17 L <j__ 09/26/2017
REVIEWED BY REVIEWED BY DATE TITLE 4 DATE
CMS RD 1| UNITIALS)
FOLLOWUP TO SURVEY COMPLETED ON |:| CHECK FDR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
8/9/2017 UNCORRECTED DEFICIENCIES {CMS-255T) SENT TO THE FACILITY? :l YES I:l NO

Forrn CMS - 25678 (09/92) EF (11/06) Page 1 of 1 EVENT ID: JYZyaz2



{
DEPARTMENT OF HEALTH AND HUMAN SER. .8
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER f CLIA Y

IDENTIFICATIDN NUMBER

49G002

A. Bullding
vy | B Wing

MULTIPLE CONSTRUCTION

17 - ED DEV CNT 1781

DATE OF REVISIT

912672017

Y3

NAME OF FACILITY

CENTRAL VIRGINIATRAINING CENT

521 COLONY RD
MADISDN HEIGHTS, VA 24572

STREET ADDRESS, CITY, STATE, ZIP CODE

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinicel Laboratory Improvement Amendments program, to
show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Gorrection, that have been corrected and the
date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and
the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction ID Prefix Comection iD Prefix Correction
NFPA 101 NFPA 101 NFPA 101

Reg. # Completed Reg. # Completed Reg. # Completed
LSC K0353 09/26/2017 LSC K0914 09/26/2017 LSC K0918 09/26/2017
1D Prefix Correction 1D Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

1D Prefix Correction 1D Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LsC LSC

1D Prefix Correction 1D Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

1D Prefix Correction ID Prefix Correction 1D Prefix Comection
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR - / DATE
STATEAGENCY i | (INIALS)  (C()ff 09-26-17 L 4_}- 09/26/2017

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1| (NmaLs)

FOLLOWUP TO SURVEY COMPLETED ON l:l CHECK FOR ANY UNCORRECTED DEFICIENGCIES. WAS A SUMMARY OF

8/9/2017 UNGORRECTED DEFICIENCIES {CMS-2567) SENT TO THE FAGILITY? Jves 1 No

Form CMS - 25678 (09/92) EF (11/06)

Page 1 of 1

EVENT ID:

Jyzyvzz



DEPARTMENT OF HEALTH AND HUMAN SEI{‘ 8
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

AT

PROVIDER / SUPPLIER / CLIA/ MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building 23 - BUILDING 8 RENOVATED 2012

49G002 v |B. Wing v |o28i2017
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

CENTRAL VIRGINIA TRAINING CENT

52t COLONY RD
MADISON HEIGHTS, VA 24572

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to
show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been corrected and the
date such comective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and
the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
1D Prefix Correction 1D Prefix Correction 1D Prefix Correction
NFPA 101 NFPA 101 NFPA t01
Reg. # Completed Reg. # Completed Reg. # Completed
LSC K0904 09/2612017 LSC K0914 08/26/2017 LSC K0918 09/26/2017
ID Prefix Correction 1D Prefix Caorrection 1D Prefix Cormrection
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
1D Prefix Correction 1D Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LsC LsC LsC
1D Prefix Caorrection 1D Prefix Correction 1D Prefix Correction
Reg. # Completed Reg, # Completed Reg. # Completed
LSC LSC LsC
1D Prefix Cormection 1D Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LsC Lsc
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR . DATE
STATE AGENCY INITIALS L
| « " COH# | 09-26-17 ) 09/26/2017
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 1| (NITALS)
FOLLOWUP TO SURVEY COMPLETED ON D CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
8/9/2017 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TD THE FACILITY? [dves [ wno
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DEPARTMENT OF HEALTH AND HUMAN SER\. 5
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIOER / SUPPLIER / CLIA/ MULTIPLE CONSTRUCTION DATE OF REMVISIT
IDENTIFICATION NUMBER A, Building 77 - BUILDING @
49G002 vt |B- wing v2 |9/26/2017 v
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE
CENTRAL VIRGINIA TRAINING CENT : 521 COLONY RD

MADISON HEIGHTS, VA 24572

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments pragram, to
show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been comrected and the
date such comrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSG provision number and
the identification prefix cods previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 A )
ID Prefix Correction ID Prefix Correction ID Prefix Correction
NFPA 101 NFPA 101

Reg. # Completed Reg. # Completed Reg. # Completed
LSC Ko914 09/26/2017 LsC K0918 09/26/2017 LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LsC Lsc LsC
ID Prefix Correction 1D Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reg, # Completed
LSC LsC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
Lsc LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Req. # Completed Reg. # Completed Reg. # Completed
LSC LsSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR ! ] ” DATE

STATE AGENCY ﬁ (INITIALS) COhL 09-26-17 L 09/26/201 7

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1| anmaLs)

FOLLOWUP TO SURVEY COMPLETED ON I:l CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

8/9/2017 UNCORRECTED DEFICIENCIES (CMS-Z.SBT) SENT TO THE FACILITY? D YES D NO |
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DEPARTMENT OF HEALTH AND HUMAN SER.

S

.

CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA / MULTIPLE CONSTRUCTION DATE OF REMISIT
IDENTIFICATION NUMBER A.Bullding 40 - BUILDING 10

49G002 v1 |8 Wing 9/26/2017 v
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

CENTRAL VIRGINIA TRAINING CENT

52t COLONY RD
MADISON HEIGHTS, VA 24572

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to
show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been corrected and the
date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and
the identification prefix code previously shown on the CMS-2567 (prefix codes shown 1o the left of each requirement on the survey repart form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction 1D Prefix Correction 1D Prefix Correction
NFPA 101 NFPA 101

Reg. # Completed Reg. # Completed Reg. # Completed
LSC K0211 09/26/2017 LsC K0914 09/26/2017 LSC
1D Prefix Correction 1D Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LsSC LSC
1D Prefix Correction ID Prefix Correction 1D Prefix Correction
Req. # Completed Reg. # Completed Reg. # Completed
LsC LsC LsC
ID Prefix Correction 1D Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LsC Lsc LSC

ID Prefix Carrection ID Prefix Correction 1D Prefix Carrection
Reg. # " Completed Reg. # Completed Reg. # Completed
LsC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE DF SURVEYOR / DATE

STATE AGENCY d {INITIALS) CO# 09-26-17 L 41_}— 09/26/2017
REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO ]| (INITIALS}

FOLLOWUP TD SURVEY COMPLETED ON [T CHECK FOR ANY UNCORREGTED DEFICIENCIES. WAS A SUMMARY DF

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY?
8/9/2017 Clves O no |
Form CMS - 25678 (09/62) EF (11/08) Page 1 of 1 EVENT ID: Jyzvaz



DEPARTMENT QF HEALTH AND HUMAN SER(

S

CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA f
IDENTIFICATION NUMBER

496002

vi |B- Wing

MULTIPLE CONSTRUCTION
A Bullding A1 - BUILDING ELEVEN

Y2

DATE OF REVISIT

9/26/2017 v

NAME OF FACILITY

CENTRAL VIRGINIATRAINING CENT

STREET ADDRESS, CITY, STATE, ZIF C
521 COLONY RD
MADISON HEIGHTS, VA 24572

CDE

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to
show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correclion, that have been comected and the
date such comecllve action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and
the identification prefix cade previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
1D Prefix Correction ID Prefix Correction ID Prefix Correction
NFPA 101 NFPA 101 NFPA 101
Reg. # Completed Reg. # Completed Reg. # Completed
LsC K0211 08/26/2017 LsC K0363 09/26/20H7 LsC KOg14 09#26/2017
1D Prefix Correction ID Prefix Correction 1D Prefix Comection
NFPA 10t

Reg. # Completed Reqg. # Completed Reg. # Completed
LSC K0918 09/26/2017 LSC LSC

ID Prefix Cormrection 1D Prefix Correction 1D Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
Lsc LsC LsC

ID Prefix Correction 1D Prefix Correction ID Prefix Comection
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC Lsc

1D Prefix Correction 1D Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LsC LsC

REVIEWED BY REVIEWED Bé DATE SIGNATURE OF SURVEYOR / DATE

STATE AGENCY ﬁ (NITIALS) fo 09-26-17 L 4}. 09/26/2017
REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO 1| ¢NmALs)

FOLLOWUP TO SURVEY COMPLETED ON I:I CHECK FOR ANY UNCORRECTED DEFICIENCIES, WAS A SUMMARY OF

UNCORRECTED DEFICIENCIES {CMS-2567) SENT TQ THE FACILITY7

8/9/2017 Clyes [ no
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