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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: LNJO
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility [D: VAICFMRS58
1. MEDICAREMEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY ! 4, TYPE OF ACTION: L(LS}
L3
(L)  49G050 (L3) CRI SNOWFLAKE DRIVE \ i i 5 Yenificaibn
2STATE VENDOR OR MEDICAID NO. (L4) 4541 SNOWFLAKE DRIVE | 3. Termination 4, CHOW
{L.2) (L5) RICHMOND, VA (Le) 23237 : 5. Validation 6. Complaint
: 7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY AL wn
> i & 8. Full Survey After Complaint
(L9 ¥Ei {70y 01 Hospital 05 HHA 03ESRD 13 PTIP 22 CLIA
6. DATLE OF SURVEY 07/0672018  (L34) 02 SNF/NF/Dual 06 PRTF 10NF 14 CORF ENDIN TE 135
8. ACCRLEDITATION STATUS: (L) 03 SNF/NF/Distioet 07 X-Ray MICFID 15 ASC BISCALAIEAR GRATE; a0
0 Unaccredited i'nc 04 SNF 08 GPT/SP 12 RHC 16 HOSPICE
2 A0A 3 Other
11, LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): X A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
Te (by: Program Requircments ___ 2. Technical Personnel __ 6. Scope of Services Limit
CHiplAheC R S __3. 24HourRN __ 7. Medical Director
X 1. Acceptable POC 4, 7-Day RN (Rural SNF)  __ 8. Patient Room Size
12. Total Facility Beds 6 (L18) -
— 5. Life Safety Code — 9. Beds/Room
13 Total Certified Beds 6 (L17) B. Not in Compliance with Program
Requirements and/or Applied Waivers: * Code: Al* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNI ICF i3] 1861 (e) (1) or 1861 () (1Y: (L15}
6
{L37} (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
health 07/05/2018 - 07/06/2018
lse G7/20/2018
17. SURVEYOR SIGNATURE Date : 18. STATE VEY AGENCY APPROVAL Date:
’[Z,Lbﬁ (JU(};UJ’ Gq:{ { pews bzus 09/26/2018 {,{,ﬁ &Uml/ 09/26/2018
{L.19) T (1.20)
PART I1 - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY
19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL 21. 1. Statement of Financial Solvency (HCFA-2572)
RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
X 1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible
L2
22 ORIGINAL DATE 23. LTC AGREEMENT 24 LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY 00 INVI NTARY
05/11/2010 01-Merger, Closure 05-Fail to Meet Health/Safety
{1.24) {L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 03-Risk of Involuntary Terminatian OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(1.27) B. Rescind Suspension Date:
(L45)
28, TERMINATION DATE: 29 INTERMEDIARY/CARRIER NO. 30. REMARKS
(L28) (131
3l RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
09/26/2018
(L32) (L33) | DETERMINATION APPROVAL

FORM CMS-1539 (7-84} {Destroy Pror Editions) N2y



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

FORM APPROVED
OMB NO. 0928-0062

INTERMEDIATE CARE FACILITY FOR PERSONS WITH MENTAL RETARDATION
SURVEY REPORT

1. Name of Facility 2, Strest Address

SOOMFI0YE

WS YL Snowf 10K Dr.

5. ZIP Code

2325

4, State

YR

a3, Cily andfor County

6. Medicaid Provider No. 7. Name of CEQ

8. Telephone No.

Q\\mbqu

Y4CG-0v0 soq 2 - 2788,
9, State/Region ccde 10. S‘atelCounly oode 11, Dates of Begin ) (End)
Survey - e -{--
w2 w3 I‘MMMI@ZIYWWWl lh/Day/Ysar ws
12. Type of Ownership or Control {enter numbey in box below)
1. Private (non-profit) 3, State 5. County 7. Other (spectly)
2. Private (proprietary) 4. City/Town 6. City/County we
3. Is this ICF/MR a distinct part of a Hospital, SNF or NF? 14, If "Yes” to block 13, indicate either
D @ A. Hospital Provider No. .. D
Yes YJNo B. SNF PrOVIdBr NO. «.cvvecsuessssssseresssasions H
‘ Wrl C. NF Provider No. ....cueceesesesenssesssssensesns we

15. Survey Team Composition

Col:g_;nn 1" gm;i&g}ei!e:%" rlmmber of disciplines represanted on the
.c‘&flumn 2:  Of the number In column 1 represented on the Surve
ooy v Tatay o obt page of ta o,
We Wio
A, ADMINISLrAtOr . ...ccoviieieccsiir e saanen D :l
B. NUFSE ..ot @ f;}
C. Dietitian ........... L0
D. PhaMMEGISE. .cco.rcvuersiessienssemserssessssssrasssessessess D D .
E. Records AAmIniStrator ........c.cuvivrrninsrinsanorens D D
F. Social WOrKer.......cccuennniimenmmrimeineiessenins D D
G. LSC Specialist .......ccviiiimimranimaeons D D
H. Labdratorian ..........ouvereins D D
l Sanit'arian ........................................................ D D
J. TROTAPISE revreerseoessseemsseseessessessesseere e (0]
K. PhySICIAN (oonnnammamasnrssmsss D D
L. Psychologist ......c.ccovnnimminnniiennarimmnrescon D D

M. Other (specify)
*
N. Total number of Surveyors onsite Wi D D E

Q. Total number of QMRP Surveyors onsite  wiz D E"@

16. Facility Data:
A. I8 this ICF/MR a residential unit within a larger organization or agency in the
State thal provides residential services to persons with mental retardation?

{chack one) Yes O No
If “No”, praceed to item C.
: w13

B. If *Yas," indicate name and address ot larger o anization.

y
20181

ZIP Code

JP

Name of CEQ
Wik

| TotalNumberofBeds[][i’w@
Total Number of Qlienls.........c.cecveevnin mm
(including ICF/MR clients directly served) _

C. Total Number of ICE/MR Clients D@@
D. Is this ICFMR corr'lmunity-based? (ChBCk 01€) ..o .. %es 0 No

, T

e

E. Total number of ICF/MR beds under this Provider NO. .......coevciieen.

wid

F. Total number of disc'rete. living units under this Provider No. .......... D @ [D

17. Staffing: List the full time equivalents who function in this capacily:

A. Direct Care Personnel wz

(483.430(d){3)} ..oeevverrianeann

B. Registered Nurse wa
(483.480(d)(3)) -.reresrrrrrer e TR Y

C. Licensed Voc./Practical Nurse wes :
(483.480(d}(2)} ..ovrervnrrrreninans D E' D ‘I! @ E‘

D. Total Personnel ez ........... D[“I'E.

{List the Full Time Equivalent for all empioyses)

fro_m @m@w @ ﬁ
mo

G. Age range of clients served

| H-Tolal number of off-campus day program sites used by ICF/MA clients..........

18. Off-Camypus Day Programs:
A. How many clients in the sample attend

w27
“campus day programs? .......ceerenme e l:| D
Wwae
.......... {1

B. In how many off-campus day program sites
was an chservation done by the Surveyor?

FORAM CMS-3070 G (03/01)



20. Indlwdual Characlenstlcs (Note The roral number i h‘ems B-L (Col (a)) may exceed the facility's populatron

because some clients have muiltiple disabilities)

- . C. OTHER DISABILITIES .
. _(j)ﬁ Age {1) Non-ambulatory
under. éQ(a) wao Mobile LI i
22-45 (b) | - Non-Mobile Zz. ..
66+ (d wan {2) Speech/Language Impairment % i
_al gQ wha (3) Hearing impairment -
) SEX Hard of Hearing 7 .
Maie 5- wsa Deaf j_ wa
_otal ‘0 e (4) Visual Impaimment
B. DISABILITIES Impaired ‘3 -
(1 } Mental Retardation Blind 0 e
Moderate | we | D- MEDICAL CARE PLAN O .
Severe O .. | E DAUGSTOCONTROL BEHAVIOR |
. Profound 2 we | F- PHYSICAL RESTRAINTS Q e
_tal 0 .. | & mmeouTrRoOMS O w
(23 Autism \ we | H- APPLICATION OF PAINFUL OR NOXIQUS STIMULI Q
(3], Cerebral Palsy 2. wea | | NUMBER ATTENDING OFF-CAMPUS DAY PROGRAMS w@z
,(4) Epilopsy (<Y J. NUMBER OF COURT ORDERED ADMISSIONS O s
M K- NUMBER OF CLIENTS OVER AGE 18 WITH A LEGAL
. Sontelicd \ Wis GUARDIAN ASSIGNED BY THE COURT 0 wea
" Lncootrolied we | L OTHER (specity)
- . N
(2) PR Wes
@ o

[ 3
=
-

war

FORM CMS-3070 G (0301}




" INTERMEDIATE CARE FACILITY FOR PERSONS WITH MENTAL RETARDATION
___ SURVEY REPORT __ _

M. ALLEGATIONS OF ABUSE AND NEGLECT

no. of allegations of abuse investigated (a) 0 es

no. of allegations of neglect investigated (b} l weo

Total | -

N.NUMBER OF DEATHS
no. of deaths related to unusual incidents {(a) 0 .
I — 0 .
no. of deaths for any reason (c) 0 -

B - .

According to the Paperwork Reduction Act of 1995, na persons are required Lo respond Lo a collection of information unless it displays a valid OMB control number. The valid OMB cantrel number
far this information collection is 0938-0062. The time required to complete this information collection is estimated to average 3 hours per response, including the time to review instzuctions, scarch
existing data resources, gather the data needed. and complete and review the information collection. If you have any comments concerming the accuracy of the Lime eslimate(s) or suggestions lor
improving this form, please wrile 1o: CMS, Atin: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.

FORM CMS-3070 G {03/01) 3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/12/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: X BB GOMPLETED
49G050 8. WihG 07/08/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4541 SNOWFLAKE DRIVE
CRI SNOWFLAKE DRIVE RICHMOND, VA 23237
%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE:
DEFICIENCY)
E 000 | Initial Comments E 000
Anunanncunced Emergency Preparedness
suivey was conducted 7-5-18 through 7-8-18.
The facility was in substantial compliance with 42
CFR Part 483.73, Requirement for Long-Term
Care Facillties.
W 000 | INITIALCOMMENTS W 000
An unannounced 55 Fundamental Medicaid
Certification survey was conducted 7-5-18
through 7-8-18. The facility was not in
compliance with 42 CFR Part 483 Requirements
for Intermediate Care Facllities. The Life Safety
Code survey/report will follow. There were no
complaints.
The census in this 6 certified bed facility was 5 at E;Ziﬂhrzr":ﬁ:;x li}l:;:; “t’::’:ake 08/10/18
the time of the survey. The survey sample sure it captures the day shift, :
consisted of 3 Individual reviews (Individuals #1 o It captures the day Shifl, evening
through #3). shift and ovemight shifts for all
W 440 | EVACUATION DRILLS W 440 QUATLELS; ,
CFR(s): 483.470()(1) Program Manager will post updated
fire drill schedule in the Program.
The facility must hold evacuation drills at least Program Manager will conduct an in
guarterly for each shift of personnel. service with staff to review the
importance of conducting fire drills
during the day shift, evening shift and
This STANDARD is not met as evidenced by: overnight shifts every quarter.
Based on stgﬁ inte‘rview and facility ‘ Program Manager will review fire drill
documentatnqn review, the facllity staff failed to _ documentation monthly to make sure
ensure fire dnl'ls were held quarterly for each shift the drill was completed during the
for the 7-3- shift. ; ;
appropriate shift.
The findings included: Clinical Director will oversee the
quality of all services in the program to
Review of the facility's fire drills revealed the include fire drills and address areas of
foliowing: concemn with Program Manager during
supervision.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTAT] TITLE {X6) DATE
Valerie Tansinda Clinical Director 07/23/2018

Cinea

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 pravide sufficient predection to the palients . (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 comection is provided. Far nursing homes, the above findings and plans of comection are disclosable 14
days following the date thess documents are made avaitable 1o the faclliy. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation, '

FORM CME-2587(02-99) Pravicus Vartiont Obsoiats

Event ID: LNJO11

If continuation sheet Page {1 of 2



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/12/2018

The 11-7 shift conducted fire drills for the
following dates:

5-26-18

2-28-18

1-31-18

11-22-17

8-29-17

51317

The 3-11 shift conducted fire drills for the
following dates;

6-9-18

3-18-18

12-17-17

9-30-17

8-14-17

The 7-3 shift conducted fire drills for the following
dates:
1-31-18

On 7-5-18 at approximately 3:30 PM, an interview
with the Program Manager was conducted. He
stated, "l didn't know." The Program Manager
was notified of the oversight. The Program
Manager stated he had no further documentation
to present.

FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT DOF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
48G050 B, WING Q7/08/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CRI SNOWFLAKE DRIVE 4541 SNOWFLAKE DRIVE
RICHMOND, VA 23237
{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROFRIATE DATE
DEFIGIENCY)
W 440 | Continued From page 1 W 440

FORM CMG-2567(02-99) P

Varsions Obsolet

Evant [D: LNJOA1

Facillty ID; VAIGFMRSS

Ifcontinuation sheet Page 20f2




COMMONWEALTH of VIRGINIA

Michael T. Reilly Vlrglnla Department Of Flre Programs State Fire Marshal's Office
EXECUTIVE DIRECTOR Division 1

1005 Technology Park Drive
Brian M. McGraw, P.E. Glen Allen, VA 230593-4500
STATE FIRE MARSHAL Phone: 804/ 371-0220

Fax: 804/ 371-3367

Kathaleen Creegan-Tedeschi, Director
Office of Licensure/Cerlification

Davision of Long Term Care RE: Cri Snowflake Drive

Virginia Department of Health 4541 Snowflake Drive

9960 Mayland Drive Richmond, VA. 23237

Perimeter Center Suite 401 File Number: C-1353-001]

Henrico, VA 23233 CMS Certification Number: 49G050

Event ID Number: LNJO21

The attached report is forwarded to you with the following comments:
I. SURVEY [X]

[X] Recommend certification based on compliance with Life Safety Code.

| ] Recommend certification based on acceptable POC.

[ 1 Recommend certification hased on acceptable POC and a scope and severity of C or less with no
revisit required.

[ ] Recommend cenification based oa compliance with LSC by requested continuous waiver,

| ] Recommend certification based on compliance with LSC by requested Time Limited waiver.

[ ] Recommend certification based on satisfactory results from application of the FSES.

{ 1Do not recommend certification.

II. POSTSURVEY([ ]
[ 1 All deficiencies corrected:
[ 1All deficiencies not corrected:

[ 1 Recommend certification based on acceptable POC

[ 1 Recommend certification based on acceptable POC and a scope and severity of C or Jess with no
revisit required.

[ ] Recommend certification based on approved or requested continuous waiver.

[ ] Recommend certification based on approved or requested Time Limited waiver.

[ 1 Do not recommend certification.

If you have any questions or if we may be of further assistance, please contact me al 804-371-0220

Sincerely,
John Cyllinane
Life Safety Code Coordinator

Survey Date: 07/20/2018 SOD Sent: 09/18/2018 POC Rec 'd: NA POC to HQ: 09/24/2018
Highest Scope/Severity: NA

www.vafire.com



PART VI - FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT

(TO BE USED WITH CMS 2786 FORMS) C-1353-001
Provider Number Facility Name Survey Date
49G050 CRI Snowflake ICF 20 July 2018
K1 K4
k6 DATE OF PLAN K3  MULTIPLE CONSTRUCTION A BUILDING
APPROVAL : Al B WING
: TOTAL NUMBER OF BUILDINGS _]1 -
12/4/2009 i C.FLOOR
| NUMBER OF THIS BUILDING __01 D. APARTMENT UNIT
LEC FORM INDICATOR . COMPLETE IF ICF/IID 1S SURVEYED UNDER CHAPTER 33,
EXISTING
HEALTH CARE FORM
12 | 2786R 2012 EXISTING sMALL. 16 BEDS LR LESS)
1. PROMPT
13 | 2786R 2012 NEW
- 1 2. SLOW
3. IMPRACTICAL
AHCO FORM LARGE
14 | 2786U 2012 EXISTING
4. PROMPT
15 | 2786U 2012 NEW . 5 SLOW
6. IMPRACTICAL
ICF/ID FORM APARTMENT HOUSE
16 | 2786V, W, X | 2012 EXISTING > BRGHET
17 | 2786V, W, X | 2012 NEW K8 8. SLOW
9. IMPRACTICAL
7 16| SELECT NUMBER OF FORM USED FROM ABOVE

COMPLETE IF ICFAID IS SURVEYED UNDER CHAPTER 33,

(Check if K321 or K351 are marked as not applicable EXISTING
inthe 2786 M R, T, U, V. W, X, and Y.) ENTER E ~ SCORE
K321 K351: K5: eg. 25

‘K8 FACILITY MEETS LSC BASED ON (Check alf that Apply)

A S A2, A3. A4, AS.
(COMP. WITH ALL (ACCEPTABLE POC) (WAIVERS) (FSES) (PERFORMANCE
PROVISIONS) BASED DESIGN)
FACILITY DOES NOT MEET LSC KO180
A v B. C.
B. FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
(All required areas are (Not all required areas are (No sprinkler system)
sprinklered} sprinklered)
*MANDATORY

Form CM$-2786V {10/2016} Page 41



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

Printed: 09/18/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (2} MULTIPLE GONRTRUCTILIN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - CRl SNOWFLAKE COMPLETED
49G050 HoWiNG 07/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CRI SNOWFLAKE DRIVE 4541 SNOWFLAKE DRIVE
RICHMOND, VA 23237
x4 SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {X5)
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FULL REGULATORY|  PREFIX (EACH CORRECTIVE ACTION SHOULD BE CRNELE IO
TAG | OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
, DEFICIENCY)
K 000! INITIAL COMMENTS K 000
i Description of structure: One story construction
| type of V {000)
: Sprinkler status: The facility is not sprinklered.
| An unannounced Life Safety Code re-certification
. survey was conducted on 20 July 2018, in
; accordance with 42 Code of Federal Regulation,
: Part 483.150 and 410 to 480: Requirements for
: Intermediate Care Facilities for Persons with
" Intellectual Deficiencies. The facility was
surveyed for compliance using the LSC 2012
ICF/ID Existing regulations. The facility was in
compliance with the Requirements for
- Participation in Medicare and Medicaid.
|
i
; i
|
LAEORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLURE TITLE {X6) DATE

Any deficisncy statement ending with an asterisk (*) denotes a deficiency which the institution may be excused frem 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 disclasable 90 days
following the date of survey whether or not a plan of carrection is provided. For nursing homes, the above findings and plans of cerrection are disclosabie 14
days following the date these documents are made available to the facility. |f deficiencias are cited, an approved plan of ¢orrection is requisite to continued

program participation,

FORM CMS-2567(02-99) Previcus Versions Obsolete

LNJO21 If continuation sheet Page 1 of 1
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