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Based on an Emergency Preparedness Survey
completed on July 7, 2025, it was determined that
Maple Winds Healthcare and Rehabilitation Center,
had deficiencies that have the potential for minimal

harm as related to the requirements of 42 CFR

483.73.
E 0006 E 0006
SS=C
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE: (X6) DATE:

Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards
provide sufficient protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable
within 14 days after such information is made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.

This form is a printed electronic version of the CMS 2567L. It contains all the information found on the standard document in much the same form. This
electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found
on the CMS 2567L.
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483.73(a)(1)-(2) Plan Based on All Hazards Risk Completion
Assessment A written Emergency Preparedness Date:
Plan that includes a facility-based 08/12/2025
§403.748(a)(1)-(2), §416.54(a)(1)-(2), §418.113(a)(1)-(2), and community-based risk Status:
§441.184(a)(1)-(2), §460.84(a)(1)-(2), §482.15(a)(1)-(2), assessment is now present in the APPROVED
§483.73(a)(1)-(2), §483.475(a)(1)-(2), §484.102(a)(1)-(2), facility. Date:
§485.68(a)(1)-(2), §485.542(a)(1)-(2), §485.625(a)(1)-(2), 07/22/2025
§485.727(a)(1)-(2), §485.920(a)(1)-(2), §486.360(a)(1)-(2), The Maintenance Director/designee
§491.12(a)(1)-(2), §494.62(a)(1)-(2) will complete a check of the written
Emergency Preparedness Plan to
[(a) Emergency Plan. The [facility] must develop and ensure it includes an annually
maintain an emergency preparedness plan that must be updated facility-based and
reviewed, and updated at least every 2 years. The plan community-based risk assessment,
must do the following:] utilizing an all-hazards and to ensure
compliance will check monthly times
(1) Be based on and include a documented, facility-based three months.
and community-based risk assessment, utilizing an
all-hazards approach.* Findings will be reviewed at monthly
Quality Assurance Meetings.
(2) Include strategies for addressing emergency events
identified by the risk assessment.
* [For Hospices at §418.113(a):] Emergency Plan. The
Hospice must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at
least every 2 years. The plan must do the following:
(1) Be based on and include a documented, facility-based
and community-based risk assessment, utilizing an
all-hazards approach.
(2) Include strategies for addressing emergency events
CMS-2567L
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identified by the risk assessment, including the
management of the consequences of power failures, natural
disasters, and other emergencies that would affect the
hospice's ability to provide care.
*[For LTC facilities at §483.73(a):] Emergency Plan. The
LTC facility must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at
least annually. The plan must do the following:
(1) Be based on and include a documented, facility-based
and community-based risk assessment, utilizing an
all-hazards approach, including missing residents.
(2) Include strategies for addressing emergency events
identified by the risk assessment.
*[For ICF/IIDs at §483.475(a):] Emergency Plan. The
ICF/IID must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at
least every 2 years. The plan must do the following:
(1) Be based on and include a documented, facility-based
and community-based risk assessment, utilizing an
all-hazards approach, including missing clients.
(2) Include strategies for addressing emergency events
identified by the risk assessment.
This REQUIREMENT is not met as evidenced by:
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Based on document review and interview it was
determined that the facility failed to provide a written
Emergency Preparedness (EP) Plan that includes a
facility-based and community-based risk
assessment.
Findings include:
1. Interview and documentation review of the EP
plan on July 7, 2025, at 8:30 a.m., revealed the
facility lacked an Emergency Preparedness Plan that
includes an annually updated facility-based and
community-based risk assessment, utilizing an
all-hazards approach.
Interview with the Facility Administrator and
Maintenance Director on July 7, 2025, at 1:00 p.m.,
confirmed the above listed EP deficiency.
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A plan for the role of the facility Date:

SS=C §403.748(b)(8), §416.54(b)(6), §418.113(b)(6)(C)(iv), under a waiver declared by the 08/12/2025
§441.184(b)(8), §460.84(b)(9), §482.15(b)(8), §483.73(b)(8), Secretary of the Department of is Status:
§483.475(b)(8), §485.542(b)(7), §485.625(b)(8), §485.920(b) now present in the facility. APPROVED
(7), §494.62(b)(7). Date:

The Maintenance Director/designee 07/22/2025
[(b) Policies and procedures. The [facilities] must develop will ensure procedures to address
and implement emergency preparedness policies and the role of the facility under a waiver
procedures, based on the emergency plan set forth in declared by the Secretary, in
paragraph (a) of this section, risk assessment at paragraph accordance with Section 1135 of the
(a)(1) of this section, and the communication plan at Act, in the provision of care at an
paragraph (c) of this section. The policies and procedures alternative care site identified by
must be reviewed and updated at least every 2 years emergency management officials is
[annually for LTC facilities]. At a minimum, the policies and included in the Emergency
procedures must address the following:] Preparedness Plan.
(8) [(6), (6)(C)(iv), (7), or (9)] The role of the [facility] under The Facility Administrator will
a waiver declared by the Secretary, in accordance with ensure compliance by confirming the
section 1135 of the Act, in the provision of care and Emergency Preparedness Plan
treatment at an alternate care site identified by emergency contains a written plan of the
management officials. facility's role during a waiver
declared by the Secretary of the
*[For RNHCIs at §403.748(b):] Policies and procedures. (8) Department of Health monthly times
The role of the RNHCI under a waiver declared by the three months.
Secretary, in accordance with section 1135 of Act, in the
provision of care at an alternative care site identified by Findings will be reviewed at monthly
emergency management officials. Quality Assurance Meetings.
This REQUIREMENT is not met as evidenced by:
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Based on a review of the facility's Emergency
Preparedness (EP) Plan, it was determined the
facility failed to provide a plan for the role of the
facility under a waiver declared by the Secretary of
the Department of Health.
Findings include:
1. Interview and documentation review on July 7,
2025, at 8:50 a.m., revealed procedures to address
the role of the facility under a waiver declared by the
Secretary, in accordance with Section 1135 of the
Act, in the provision of care at an alternative care
site identified by emergency management officials,
was not included in the EP plan.
Interview with the Facility Administrator and
Maintenance Director on July 7, 2025, at 1:00 p.m.
confirmed the EP plan lacked a written plan of the
facility's role during a waiver declared by the
Secretary of the Department of Health.
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E 0037 483.73(d)(1) EP Training Program E 0037 Completion

Documentation of staff Emergency Date:

SS=C §403.748(d)(1), §416.54(d)(1), §418.113(d)(1), §441.184(d)(1), Preparedness Training and Testing 08/12/2025
§460.84(d)(1), §482.15(d)(1), §483.73(d)(1), §483.475(d)(1), is now present in the facility. Status:
§484.102(d)(1), §485.68(d)(1), §485.542(d)(1), §485.625(d) APPROVED
(1), §485.727(d)(1), §485.920(d)(1), §486.360(d)(1), The Maintenance Director/designee Date:
§491.12(d)(1). has completed and will continue to 07/22/2025

complete initial and annual
*[For RNCHIs at §403.748, ASCs at §416.54, Hospitals at Emergency Preparedness Training
§482.15, ICF/IIDs at §483.475, HHAs at §484.102, REHs at and Testing for all new and existing
§485.542, "Organizations" under §485.727, OPOs at staff.
§486.360, RHC/FQHCs at §491.12:]

(1) Training program. The [facility] must do all of the The Facility Administrator will
following: ensure compliance by confirming the
(i) Initial training in emergency preparedness policies and Emergency Preparedness Training
procedures to all new and existing staff, individuals and Testing documentation of initial
providing services under arrangement, and volunteers, and annual training for all new and
consistent with their expected roles. existing staff is maintained by
(ii) Provide emergency preparedness training at least every checking monthly times three
2 years. months.

(i) Maintain documentation of all emergency preparedness

training. Findings will be reviewed at monthly
(iv) Demonstrate staff knowledge of emergency Quality Assurance Meetings.
procedures.

(v) If the emergency preparedness policies and procedures

are significantly updated, the [facility] must conduct

training on the updated policies and procedures.

*[For Hospices at §418.113(d):] (1) Training. The hospice
must do all of the following:

(i) Initial training in emergency preparedness policies and
procedures to all new and existing hospice employees, and
individuals providing services under arrangement,
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Continued from page 7

consistent with their expected roles.

(i) Demonstrate staff knowledge of emergency procedures.
(iii) Provide emergency preparedness training at least every
2 years.

(iv) Periodically review and rehearse its emergency
preparedness plan with hospice employees (including
nonemployee staff), with special emphasis placed on
carrying out the procedures necessary to protect patients
and others.

(v) Maintain documentation of all emergency preparedness
training.

(vi) If the emergency preparedness policies and procedures
are significantly updated, the hospice must conduct
training on the updated policies and

procedures.

*[For PRTFs at §441.184(d):] (1) Training program. The
PRTF must do all of the following:

(i) Initial training in emergency preparedness policies and
procedures to all new and existing staff, individuals
providing services under arrangement, and volunteers,
consistent with their expected roles.

(i) After initial training, provide emergency preparedness
training every 2 years.

(iii) Demonstrate staff knowledge of emergency procedures.

(iv) Maintain documentation of all emergency preparedness
training.

(v) If the emergency preparedness policies and procedures
are significantly updated, the PRTF must conduct training
on the updated policies and procedures.

E 0037
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*[For PACE at §460.84(d):] (1) The PACE organization must

do all of the following:

(i) Initial training in emergency preparedness policies and
procedures to all new and existing staff, individuals
providing on-site services under arrangement, contractors,
participants, and volunteers, consistent with their expected
roles.

(i1) Provide emergency preparedness training at least every
2 years.

(iii) Demonstrate staff knowledge of emergency procedures,
including informing participants of what to do, where to go,
and whom to contact in case of an emergency.

(iv) Maintain documentation of all training.

(v) If the emergency preparedness policies and procedures
are significantly updated, the PACE must conduct training
on the updated policies and procedures.

*[For LTC Facilities at §483.73(d):] (1) Training Program.
The LTC facility must do all of the following:

(i) Initial training in emergency preparedness policies and
procedures to all new and existing staff, individuals
providing services under arrangement, and volunteers,
consistent with their expected role.

(i1) Provide emergency preparedness training at least
annually.

(iii) Maintain documentation of all emergency preparedness
training.

(iv) Demonstrate staff knowledge of emergency
procedures.

E 0037
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*[For CORFs at §485.68(d):](1) Training. The CORF must
do all of the following:

(i) Provide initial training in emergency preparedness
policies and procedures to all new and existing staff,
individuals providing services under arrangement, and
volunteers, consistent with their expected roles.

(i1) Provide emergency preparedness training at least every
2 years.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented and
assigned specific responsibilities regarding the CORF's
emergency plan within 2 weeks of their first workday. The
training program must include instruction in the location
and use of alarm systems and signals and firefighting
equipment.

(v) If the emergency preparedness policies and
procedures are significantly updated, the CORF must
conduct training on the updated policies and procedures.

*[For CAHs at §485.625(d):] (1) Training program. The
CAH must do all of the following:

(i) Initial training in emergency preparedness policies and
procedures, including prompt reporting and extinguishing
of fires, protection, and where necessary, evacuation of
patients, personnel, and guests, fire prevention, and
cooperation with firefighting and disaster authorities, to all
new and existing staff, individuals providing services under
arrangement, and volunteers, consistent with their expected

E 0037
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roles.
(i1) Provide emergency preparedness training at least every
2 years.
(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency
procedures.
(v) If the emergency preparedness policies and
procedures are significantly updated, the CAH must
conduct training on the updated policies and procedures.
*[For CMHC:s at §485.920(d):] (1) Training. The CMHC
must provide initial training in emergency preparedness
policies and procedures to all new and existing staff,
individuals providing services under arrangement, and
volunteers, consistent with their expected roles, and
maintain documentation of the training. The CMHC must
demonstrate staff knowledge of emergency procedures.
Thereafter, the CMHC must provide emergency
preparedness training at least every 2 years.
This REQUIREMENT is not met as evidenced by:
CMS-2567L
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Findings include:

new and existing

maintained.

Based on a review of the facility's Emergency
Preparedness (EP) Plan, it was determined the
facility failed to maintain documentation of staff EP
training and testing.

1. Interview and documentation review on July 7,
2025, at 9:00 a.m., revealed the facility lacked
documentation of initial and annual training for all

staff.

Interview with the Facility Administrator and
Maintenance Director on July 7, 2025, at 1:00 p.m.,
confirmed the training documentation was not
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E 0039 483.73(d)(2) EP Testing Requirements E 0039 Completion

Documentation for the two required Date:

SS=C §416.54(d)(2), §418.113(d)(2), §441.184(d)(2), §460.84(d)(2), annual exercises to test the 08/12/2025
§482.15(d)(2), §483.73(d)(2), §483.475(d)(2), §484.102(d)(2), Emergency Preparedness Plan is Status:
§485.68(d)(2), §485.542(d)(2), §485.625(d)(2), §485.727(d) now present in the facility. APPROVED
(2), §485.920(d)(2), §491.12(d)(2), §494.62(d)(2). The Maintenance Director/designee Date:

will ensure the facility maintains 07/22/2025
*[For ASCs at §416.54, CORFs at §485.68, REHs at documentation for the two exercises
§485.542, OPO, "Organizations" under §485.727, CMHCs at required annually to test the
§485.920, RHCs/FQHCs at §491.12, and ESRD Facilities at Emergency Preparedness Plan.
§494.62]:
The Facility Administrator will
(2) Testing. The [facility] must conduct exercises to test the ensure compliance by confirming
emergency plan annually. The [facility] must do all of the documentation for the two exercises
following: are present and available every six
months times two.
(i) Participate in a full-scale exercise that is
community-based every 2 years; or Findings will be reviewed at monthly
(A) When a community-based exercise is not accessible, Quality Assurance Meetings.
conduct a facility-based functional exercise every 2 years;
or
(B) If the [facility] experiences an actual natural or
man-made emergency that requires activation of the
emergency plan, the [facility] is exempt from engaging in its
next required community-based or individual, facility-based
functional exercise following the onset of the actual event.
(i1) Conduct an additional exercise at least every 2 years,
opposite the year the full-scale or functional exercise under
paragraph (d)(2)(i) of this section is conducted, that may
include, but is not limited to the following:
(A) A second full-scale exercise that is community-based or
individual, facility-based functional exercise; or
(B) A mock disaster drill; or
CMS-2567L IF CONTINUATION SHEET Page 13 of 23
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(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion using a
narrated, clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or prepared
questions designed to challenge an emergency plan.

(iii) Analyze the [facility's] response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the [facility's] emergency
plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in the patient's
home. The hospice must conduct exercises to test the
emergency plan at least annually. The hospice must do the
following:

(i) Participate in a full-scale exercise that is community
based every 2 years; or

(A) When a community based exercise is not accessible,
conduct an individual facility based functional exercise
every 2 years; or

(B) If the hospice experiences a natural or man-made
emergency that requires activation of the emergency plan,
the hospital is exempt from engaging in its next required full
scale community-based exercise or individual facility-based
functional exercise following the onset of the emergency
event.

(i) Conduct an additional exercise every 2 years, opposite
the year the full-scale or functional exercise under
paragraph (d)(2)(i) of this section is conducted, that may
include, but is not limited to the following:

E 0039
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(A) A second full-scale exercise that is community-based
or a facility based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion using a
narrated, clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or prepared
questions designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient care directly.
The hospice must conduct exercises to test the emergency
plan twice per year. The hospice must do the following:

(1) Participate in an annual full-scale exercise that is
community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual facility-based functional
exercise; or

(B) If the hospice experiences a natural or man-made
emergency that requires activation of the emergency plan,
the hospice is exempt from engaging in its next required
full-scale community based or facility-based functional
exercise following the onset of the emergency event.

(i) Conduct an additional annual exercise that may include,
but is not limited to the following:

(A) A second full-scale exercise that is community-based
or a facility based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop led by a facilitator that
includes a group discussion using a narrated,
clinically-relevant emergency scenario, and a set of problem

E 0039
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statements, directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the hospice's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events and revise the hospice's emergency
plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at §482.15(d), CAHs
at §485.625(d):]
(2) Testing. The [PRTF, Hospital, CAH] must conduct
exercises to test the emergency plan twice per year. The
[PRTF, Hospital, CAH] must do the following:
(1) Participate in an annual full-scale exercise that is
community-based; or
(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or
(B) If the [PRTF, Hospital, CAH] experiences an actual
natural or man-made emergency that requires activation of
the emergency plan, the [facility] is exempt from engaging
in its next required full-scale community based or
individual, facility-based functional exercise following the
onset of the emergency event.

(i1) Conduct an [additional] annual exercise or and that
may include, but is not limited to the following:
(A) A second full-scale exercise that is community-based
or individual, a facility-based functional exercise; or

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by a

E 0039
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facilitator and includes a group discussion, using a
narrated, clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or prepared
questions designed to challenge an emergency plan.

(iii) Analyze the [facility's] response to and maintain
documentation of all drills, tabletop exercises, and
emergency events and revise the [facility's] emergency
plan, as needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must conduct exercises
to test the emergency plan at least annually. The PACE
organization must do the following:

(1) Participate in an annual full-scale exercise that is
community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or

(B) If the PACE experiences an actual natural or man-made
emergency that requires activation of the emergency plan,
the PACE is exempt from engaging in its next required
full-scale community based or individual, facility-based
functional exercise following the onset of the emergency
event.

(i1) Conduct an additional exercise every 2 years
opposite the year the full-scale or functional exercise under
paragraph (d)(2)(i) of this section is conducted that may
include, but is not limited to the following:

(A) A second full-scale exercise that is community-based
or individual, a facility based functional exercise; or

E 0039
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(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion, using a
narrated, clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or prepared
questions designed to challenge an emergency plan.

(iii) Analyze the PACE's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events and revise the PACE's emergency plan,
as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises to test the
emergency plan at least twice per year, including
unannounced staff drills using the emergency procedures.
The [LTC facility, ICF/IID] must do the following:

(1) Participate in an annual full-scale exercise that is
community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise.

(B) If the [LTC facility] facility experiences an actual natural
or man-made emergency that requires activation of the
emergency plan, the LTC facility is exempt from engaging
its next required a full-scale community-based or individual,
facility-based functional exercise following the onset of the
emergency event.

(i) Conduct an additional annual exercise that may include,
but is not limited to the following:

(A) A second full-scale exercise that is community-based

E 0039
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or an individual, facility based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator includes a group discussion, using a narrated,
clinically-relevant emergency scenario, and a set of problem
statements, directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's response to and
maintain documentation of all drills, tabletop exercises, and
emergency events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct exercises to test the
emergency plan at least twice per year. The ICF/IID must
do the following:

(i) Participate in an annual full-scale exercise that is
community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or.

(B) If the ICF/IID experiences an actual natural or man-made
emergency that requires activation of the emergency plan,
the ICF/IID is exempt from engaging in its next required
full-scale community-based or individual, facility-based
functional exercise following the onset of the emergency
event.

(i1) Conduct an additional annual exercise that may include,
but is not limited to the following:

(A) A second full-scale exercise that is community-based or

E 0039
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an individual, facility-based functional exercise; or
(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion, using a
narrated, clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or prepared
questions designed to challenge an emergency plan.
(iii) Analyze the ICF/IID's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the ICF/IID's emergency
plan, as needed.

*[For HHAs at §484.102]
(d)(2) Testing. The HHA must conduct exercises to test the
emergency plan at
least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual, facility-based
functional exercise every 2 years; or.

(B) If the HHA experiences an actual natural or
man-made emergency that requires activation of the
emergency plan, the HHA is exempt from engaging in its
next required full-scale community-based or individual,
facility based functional exercise following the onset of the
emergency event.

(i1) Conduct an additional exercise every 2 years, opposite
the year the full-scale  or functional exercise under

paragraph (d)(2)(i) of this section is conducted, that may

E 0039
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include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based functional
exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion, using a
narrated, clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or prepared
questions designed to challenge an emergency plan.

(iii) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's emergency plan,
as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercises to test the
emergency plan. The OPO must do the following:

(i) Conduct a paper-based, tabletop exercise or workshop at
least annually. A tabletop exercise is led by a facilitator and
includes a group discussion, using a narrated, clinically
relevant emergency scenario, and a set of problem
statements, directed messages, or prepared questions
designed to challenge an emergency plan. If the OPO
experiences an actual natural or man-made emergency that
requires activation of the emergency plan, the OPO is
exempt from engaging in its next required testing exercise
following the onset of the emergency event.

(i1) Analyze the OPO's response to and maintain
documentation of all tabletop exercises, and emergency
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events, and revise the [RNHCI's and OPQO's] emergency
plan, as needed.
*[ RNCHIs at §403.748]:
(d)(2) Testing. The RNHCI must conduct exercises to test
the emergency plan. The RNHCI must do the following:
(1) Conduct a paper-based, tabletop exercise at least
annually. A tabletop exercise is a group discussion led by a
facilitator, using a narrated, clinically-relevant emergency
scenario, and a set of problem statements, directed
messages, or prepared questions designed to challenge an
emergency plan.
(i1) Analyze the RNHCI's response to and maintain
documentation of all tabletop exercises, and emergency
events, and revise the RNHCI's emergency plan, as needed.
This REQUIREMENT is not met as evidenced by:
CMS-2567L IF CONTINUATION SHEET Page 22 of 23
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Based on a review of the facility's Emergency
Preparedness (EP) Plan, it was determined the
facility failed to maintain documentation for the two
required annual exercises to test the emergency
plan.
Findings include:
1. Interview and documentation review on July 7,
2025 at 9:05 a.m., revealed the facility lacked
documentation for the two exercises required
annually to test the emergency plan.
Interview with the Facility Administrator and
Maintenance Director on July 7, 2025, at 1:00 p.m.,
confirmed documentation for the two exercises were
not available at the time of the survey.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

HEALTH CARE FINANCING ADMINISTRATION 2567-L
STATEMENT OF DEFICIENCIES AND (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION: (X3) DATE SURVEY
PLAN OF CORRECTION (POC) IDENTIFICATION NUMBER: COMPLETED:
A.BLDG:_o01
396088 BWNG___ 07/07/2025
NAME OF PROVIDER OR SUPPLIER: STREET ADDRESS, CITY, STATE, ZIP CODE:
MAPLE WINDS HEALTHCARE AND 4112 SPRING HILL ROAD
REHABILITATION, LLC PORTAGE, PA 15946

STATE LICENSE NUMBER: 09750201

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY ID PROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX MUST BE PRECEEDED BY FULL REGULATORY OR LSC PREFIX TAG CORRECTIVE ACTION SHOULD BE COMPLETE
TAG IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
K 0000 INITIAL COMMENT K 0000
Facility ID# 09750201

Component 01
Main Building

Based on a Medicare/Medicaid Recertification
Survey completed on July 7, 2025, it was
determined that Maple Winds Healthcare and
Rehabilitation LLC was not in compliance with the
following requirements of the Life Safety Code for
an existing healthcare occupancy. Compliance with
the National Fire Protection Association's Life
Safety Code is required by 42 CFR 483.90(a).

This is a one-story, Type 1I (000), unprotected
non-combustible building, without a basement, that
is fully sprinklered.

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

Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards
provide sufficient protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable
within 14 days after such information is made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.

This form is a printed electronic version of the CMS 2567L. It contains all the information found on the standard document in much the same form. This
electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found
on the CMS 2567L.
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PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
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(X2) MULTIPLE CONSTRUCTION:

A.BLDG: _ 01

B. WING:

(X3) DATE SURVEY
COMPLETED:

07/07/2025

NAME OF PROVIDER OR SUPPLIER:
MAPLE WINDS HEALTHCARE AND

REHABILITATION, LLC

STATE LICENSE NUMBER: 09750201

STREET ADDRESS, CITY, STATE, ZIP CODE:
4112 SPRING HILL ROAD

PORTAGE, PA 15946

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY D PROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX MUST BE PRECEEDED BY FULL REGULATORY OR LSC PREFIX TAG CORRECTIVE ACTION SHOULD BE COMPLETE
TAG IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
K 0353 NFPA 101 Sprinkler System - Maintenance and Testing K 0353 Completion
The automatic sprinkler system is Date:

SS=E Sprinkler System - Maintenance and Testing now maintained in the facility in all 08/12/2025
Automatic sprinkler and standpipe systems are inspected, five smoke compartments. Status:
tested, and maintained in accordance with NFPA 25, APPROVED
Standard for the Inspection, Testing, and Maintaining of The Maintenance Director replaced Date:
Water-based Fire Protection Systems. Records of system the missing ceiling tiles in the 07/22/2025
design, maintenance, inspection and testing are maintained Physical Therapists's office and in
in a secure location and readily available. the Patient Therapy room ensuring

a) Date sprinkler system last checked there are no current openings in the
ceiling, preventing the passage of
b) Who provided system test heat and smoke and ensuring correct
operation of the automatic sprinkler
c¢) Water system supply source system. The Maintenance
Director/designee will complete a
Provide in REMARKS information on coverage for any check for missing ceiling tiles
non-required or partial automatic sprinkler system. monthly times three months
9.7.5,9.7.7,9.7.8, and NFPA 25 ensuring compliance and no
automatic sprinkler system
This REQUIREMENT is not met as evidenced by: deficiency.
Findings will be reviewed at monthly
Quality Assurance Meetings.
CMS-2567L
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HEALTH CARE FINANCING ADMINISTRATION 2567-L
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STATE LICENSE NUMBER: 09750201
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY ID PROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX MUST BE PRECEEDED BY FULL REGULATORY OR LSC PREFIX TAG CORRECTIVE ACTION SHOULD BE COMPLETE
TAG IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
K 0353 Continued from page 2 K 0353
SS=E
Based on observation and interview, it was
determined the facility failed to maintain the
automatic sprinkler system in one instance, affecting
one of five smoke compartments.
Findings include:
1. Observation on July 7, 2025, at 10:05 a.m.,
revealed there was a missing ceiling tile in the
Physical Therapists's office, in the Patient Therapy
room. Openings in the ceiling allow the passage of
heat and smoke, and may affect operation of the
automatic sprinkler system.
Interview with the Facility Administrator and the
Maintenance Director on July 7, 2025, at 1:00 p.m.,
confirmed the above listed automatic sprinkler
system deficiency.
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MAPLE WINDS HEALTHCARE AND

REHABILITATION, LLC
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(X4)ID
PREFIX
TAG

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

1D
PREFIX TAG

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

(X5)
COMPLETE
DATE

K 0363

SS=E

NFPA 101 Corridor - Doors

Corridor - Doors

Doors protecting corridor openings in other than required
enclosures of vertical openings, exits, or hazardous areas
resist the passage of smoke and are made of 1 3/4 inch
solid-bonded core wood or other material capable of
resisting fire for at least 20 minutes. Doors in fully
sprinklered smoke compartments are only required to resist
the passage of smoke. Corridor doors and doors to rooms
containing flammable or combustible materials have
positive latching hardware. Roller latches are prohibited by
CMS regulation. These requirements do not apply to
auxiliary spaces that do not contain flammable or
combustible material.

Clearance between bottom of door and floor covering is not
exceeding 1 inch. Powered doors complying with 7.2.1.9 are
permissible if provided with a device capable of keeping the
door closed when a force of 5 Ibfis applied. There is no
impediment to the closing of the doors. Hold open devices
that release when the door is pushed or pulled are

permitted. Nonrated protective plates of unlimited height
are permitted. Dutch doors meeting 19.3.6.3.6 are permitted.
Door frames shall be labeled and made of steel or other
materials in compliance with 8.3, unless the smoke
compartment is sprinklered. Fixed fire window assemblies
are allowed per 8.3. In sprinklered compartments there are
no restrictions in area or fire resistance of glass or frames in
window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483, and 485
Show in REMARKS details of doors such as fire protection
ratings, automatics closing devices, etc.

K 0363

Resident room 140 door now closes
and latches in its frame when tested
maintaining corridor doors and all
five smoke compartments within the
facility.

The Maintenance Director/designee
will ensure corridor doors close and
latch into their frames monthly times
three months.

Findings will be reviewed at monthly
Quality Assurance Meetings.

Completion
Date:
08/12/2025
Status:
APPROVED
Date:
07/22/2025
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K 0363 Continued from page 4 K 0363
SS=E
This REQUIREMENT is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain corridor
doors in one instance, affecting one of five smoke
compartments.
Findings include:
1. Observation on July 7, 2025, at 9:46 a.m.,
revealed the door to resident room 140 would not
close and latch in its frame when tested.
Interview with the Facility Administrator and the
Maintenance Director on July 7, 2025, at 1:00 p.m.,
confirmed the above listed corridor door deficiency.
K 0918 K 0918
SS=F
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NAME OF PROVIDER OR SUPPLIER:
MAPLE WINDS HEALTHCARE AND

REHABILITATION, LLC

STATE LICENSE NUMBER: 09750201

STREET ADDRESS, CITY, STATE, ZIP CODE:
4112 SPRING HILL ROAD

PORTAGE, PA 15946

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY D PROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX MUST BE PRECEEDED BY FULL REGULATORY OR LSC PREFIX TAG CORRECTIVE ACTION SHOULD BE COMPLETE
TAG IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
K 0918 Continued from page 5 K 0918
SS=F
NFPA 101 Electrical Systems - Essential Electric Syste Completion
Emergency generator maintenance Date:
Electrical Systems - Essential Electric System Maintenance testing is now current for the facility. 08/12/2025
and Testing Status:
The generator or other alternate power source and The Maintenance Director/designee APPROVED
associated equipment is capable of supplying service has replaced the emergency Date:
within 10 seconds. If the 10-second criterion is not met generator fuel and completed the 07/22/2025
during the monthly test, a process shall be provided to Annual Fuel Quality Test for the
annually confirm this capability for the life safety and emergency generator maintenance
critical branches. Maintenance and testing of the generator testing and documented passing
and transfer switches are performed in accordance with results.
NFPA 110.
Generator sets are inspected weekly, exercised under load The Facility Administrator will
30 minutes 12 times a year in 20-40 day intervals, and ensure compliance by confirming
exercised once every 36 months for 4 continuous hours. results of Emergency Generator Fuel
Scheduled test under load conditions include a complete Quality test annually.
simulated cold start and automatic or manual transfer of all
EES loads, and are conducted by competent personnel. Findings will be reviewed at monthly
Maintenance and testing of stored energy power sources Quality Assurance Meetings.
(Type 3 EES) are in accordance with NFPA 111. Main and
feeder circuit breakers are inspected annually, and a
program for periodically exercising the components is
established according to manufacturer requirements.
Written records of maintenance and testing are maintained
and readily available. EES electrical panels and circuits are
marked, readily identifiable, and separate from normal
power circuits. Minimizing the possibility of damage of the
emergency power source is a design consideration for new
installations.
6.4.4,6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 111, 700.10
CMS-2567L
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K 0918 Continued from page 6 K 0918
SS=F

(NFPA 70)

This REQUIREMENT is not met as evidenced by:
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SS=F
Based on documentation review and interview, it
was determined the facility failed to perform
emergency generator maintenance testing in one
instance, affecting the entire facility.
Findings include:
1. Review of documentation on July 7, 2025, at
8:45 a.m., revealed the facility had documentation
stating it failed the Annual Fuel Quality Test for the
emergency generator, and the fuel had not been
repaired/replaced, at the time of the inspection.
Interview with the Facility Administrator and
Maintenance Director on July 7, 2025, at 1:00 p.m.,
confirmed the facility failed the Annual Fuel Quality
test.
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE: (X6) DATE:

Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards
provide sufficient protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable
within 14 days after such information is made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.

This form is a printed electronic version of the CMS 2567L. It contains all the information found on the standard document in much the same form. This
electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found
on the CMS 2567L.

CMS-2567L Qouz21 IF CONTINUATION SHEET Page 1 of 7



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 8/20/2025

FORM APPROVED
HEALTH CARE FINANCING ADMINISTRATION 2567-L
STATEMENT OF DEFICIENCIES AND (XI) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION: (X3) DATE SURVEY
PLAN OF CORRECTION (POC) IDENTIFICATION NUMBER: COMPLETED:
A.BLDG: _ 02
396088 B. WING: 07/07/2025
NAME OF PROVIDER OR SUPPLIER: STREET ADDRESS, CITY, STATE, ZIP CODE:
MAPLE WINDS HEALTHCARE AND 4112 SPRING HILL ROAD
REHABILITATION, LLC PORTAGE, PA 15946
STATE LICENSE NUMBER: 09750201
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY D PROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX MUST BE PRECEEDED BY FULL REGULATORY OR LSC PREFIX TAG CORRECTIVE ACTION SHOULD BE COMPLETE
TAG IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
K 0000 Continued from page 1 K 0000

Facility ID# 09750201
Component 02

B Wing Addition

PC Dining and Office

Based on a Medicare/Medicaid Recertification
Survey completed on July 7, 2025, it was
determined that Maple Winds Healthcare and
Rehabilitation LLC was not in compliance with the
following requirements of the Life Safety Code for
an existing healthcare occupancy. Compliance with
the National Fire Protection Association's Life
Safety Code is required by 42 CFR 483.90(a).

This is a one-story, Type 1I (000), unprotected
non-combustible building, without a basement, that
is fully sprinklered.
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COMPLETED:
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NAME OF PROVIDER OR SUPPLIER:
MAPLE WINDS HEALTHCARE AND

REHABILITATION, LLC
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(X4)ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY
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IDENTIFYING INFORMATION)

1D
PREFIX TAG
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K 0363

SS=E

NFPA 101 Corridor - Doors

Corridor - Doors

Doors protecting corridor openings in other than required
enclosures of vertical openings, exits, or hazardous areas
resist the passage of smoke and are made of 1 3/4 inch
solid-bonded core wood or other material capable of
resisting fire for at least 20 minutes. Doors in fully
sprinklered smoke compartments are only required to resist
the passage of smoke. Corridor doors and doors to rooms
containing flammable or combustible materials have
positive latching hardware. Roller latches are prohibited by
CMS regulation. These requirements do not apply to
auxiliary spaces that do not contain flammable or
combustible material.

Clearance between bottom of door and floor covering is not
exceeding 1 inch. Powered doors complying with 7.2.1.9 are
permissible if provided with a device capable of keeping the
door closed when a force of 5 Ibfis applied. There is no
impediment to the closing of the doors. Hold open devices
that release when the door is pushed or pulled are

permitted. Nonrated protective plates of unlimited height
are permitted. Dutch doors meeting 19.3.6.3.6 are permitted.
Door frames shall be labeled and made of steel or other
materials in compliance with 8.3, unless the smoke
compartment is sprinklered. Fixed fire window assemblies
are allowed per 8.3. In sprinklered compartments there are
no restrictions in area or fire resistance of glass or frames in
window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483, and 485
Show in REMARKS details of doors such as fire protection
ratings, automatics closing devices, etc.

K 0363

Resident room 109 door now closes
and latches in its frame when tested,
maintaining corridor doors and all
five smoke compartments within the
facility.

The Maintenance Director/designee
will ensure corridor doors close and
latch into their frames monthly times
three months.

Findings will be reviewed at monthly
Quality Assurance Meetings.

Completion
Date:
08/12/2025
Status:
APPROVED
Date:
07/22/2025
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SS=E
This REQUIREMENT is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain corridor
doors in one instance, affecting one of five smoke
compartments.
Findings include:
1. Observation on July 7, 2025, at 10:40 a.m.,
revealed the door to resident room 109 would not
close and latch in its frame when tested.
Interview with the Facility Administrator and the
Maintenance Director on July 7, 2025, at 1:00 p.m.,
confirmed the above listed corridor door deficiency.
K 0918 K 0918
SS=F
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NFPA 101 Electrical Systems - Essential Electric Syste Completion
Emergency generator maintenance Date:
Electrical Systems - Essential Electric System Maintenance testing is now current for the facility. 08/12/2025
and Testing Status:
The generator or other alternate power source and The Maintenance Director/designee APPROVED
associated equipment is capable of supplying service has replaced the emergency Date:
within 10 seconds. If the 10-second criterion is not met generator fuel and completed the 07/22/2025
during the monthly test, a process shall be provided to Annual Fuel Quality Test for the
annually confirm this capability for the life safety and emergency generator maintenance
critical branches. Maintenance and testing of the generator testing and documented passing
and transfer switches are performed in accordance with results.
NFPA 110.
Generator sets are inspected weekly, exercised under load The Facility Administrator will
30 minutes 12 times a year in 20-40 day intervals, and ensure compliance by confirming
exercised once every 36 months for 4 continuous hours. results of Emergency Generator Fuel
Scheduled test under load conditions include a complete Quality test annually.
simulated cold start and automatic or manual transfer of all
EES loads, and are conducted by competent personnel. Findings will be reviewed at monthly
Maintenance and testing of stored energy power sources Quality Assurance Meetings.
(Type 3 EES) are in accordance with NFPA 111. Main and
feeder circuit breakers are inspected annually, and a
program for periodically exercising the components is
established according to manufacturer requirements.
Written records of maintenance and testing are maintained
and readily available. EES electrical panels and circuits are
marked, readily identifiable, and separate from normal
power circuits. Minimizing the possibility of damage of the
emergency power source is a design consideration for new
installations.
6.4.4,6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 111, 700.10
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(NFPA 70)

This REQUIREMENT is not met as evidenced by:
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Based on documentation review and interview, it
was determined the facility failed the emergency
generator maintenance testing in one instance,
affecting the entire facility.
Findings include:
1. Review of documentation on July 7, 2025, at
8:45 a.m., revealed the facility had failed the Annual
Fuel Quality Test for the emergency generator, and
the fuel had not been repaired/replaced, at the time
of the inspection. The report stated the Fuel Quality
test failed for contaminants in the fuel.
Interview with the Facility Administrator and
Maintenance Director on July 7, 2025, at 1:00 p.m.,
confirmed the facility failed the Annual Fuel Quality
test.
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