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

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

38C0001000 v

MULTIPLE CONSTRUCTION
A, Building 01 - MAIN BUILDING 01
8. Wing

DATE OF REVISIT

w 101712019,

NAME OF FACILITY

LOVEJOY SURGICENTER, INC

STREET ADDRESS, CITY, STATE, ZiP CODE
933 NW 25TH AVENUE
PORTLAND, OR 97210

This report is completed by a qualified State surveyor for the Medicar
program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficlencies and Plan o

e, Medicaid and/or Clinical Laboratory Improvement Amendments
f 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 to the left of each requirement on
the survey report formy.

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 101
Reg. # Completed |Reg. # Completed | Reg. # Completed
L SC KO163 10M17/2019 LSC K0223 10/17/2019 LSC K0291 101772019
iD Prefix Correction D Prefix Correction ID Prefix Correction
NFPA 101 NFPA 101 NFPA 101
Reg. # Completed |Reg. # Completed | Reg. # Completed
L.SC K0323 1041712019 L.SC K0353 10/17/2019 LSC K0712 10/17/2019
1D Prefix Correction 1D Prefix Correction 1D Prefix Correction
NFPA 101 NFPA 101 NFPA 101
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC K0761 7 1041712019 LSC _!{0912 B 10/17/2019 LSC K0918 101712019
ID Prefix Correction 1D Prefix Correction 1D Prefix Correction
Reg. # Completed | Reg. # \ Completed | Reg.# Completed
LSC e LSC LSC o
iD Prefix Correction 1D Prefix Correction D Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC L ) LSC L i LSC . i
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [] | (INITIALS)
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO [ 1 {INITIALS})
FOLLOWUP TO SURVEY COMPLETED ON [C] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
5/18/2019 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? (1veEs [1 NO
Form CMS - 25678 (09/92) EF {11/06) Page 1 of 1 EVENT ID: 3BT522
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PRINTED: 01/30/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
38C0001000 B. WING 10/17/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

933 NW 25TH AVENUE

LOVEJOY SURGICENTER, INC PORTLAND, OR 97210

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{E 000} | Initial Comments {E£ 000}

This report documents the findings of the
emergency preparedness survey conducted
10/17/2019. The facility was found to be in
substantial compliance with 42 CFR Part 416
Emergency Preparedness Requirements for
Ambulatory Surgical Centers.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
10/17/2019

Any deficiency statement ending with an asterisk (*}) denotes a deficlency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protecion to the paltients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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PRINTED: 01/30/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULT[PLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
38C0001000 B. WING 10/17/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LOVEJOY SURGICENTER, INC 933 NW 26TH AVENUE
! PORTLAND, OR 97210
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}

This report documents the findings of the Life
Safety Code Revisit survey conducted
10/17/2019. The facility was found to be in
substantial compliance with 42 CFR Part 416
(NFPA 101, 2012 Edition) requirements for
Ambulatory Surgical Centers.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
10/17/2019

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 80 days
fallowing 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 facifity. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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