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

PRINTED: 3/31/2024
FORM APPROVED
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 COMPLETED
344020 B. WING 3/6/2024

SKLD IONIA

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

814 E LINCOLN AVE
IONIA, MI 48846

(X4) ID
PREFIX
TAG

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

ID PROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

E0000
SS=

Initial Comments

On March 6, 2024, an Emergency Preparedness
Survey was conducted by the Michigan
Department of Licensing and Regulatory Affairs,
Bureau of Survey and Certification. At the survey
SKLD loniawas found in substantial compliance
with the requirements for participation in
Medicare/Medicaid at 42 CFR 483.73,
Emergency Preparedness.

The facility has 107 certified beds. At the time of
the survey the census was 71.

An exit conference was held at the conclusion of
the survey. The results of the inspection were
discussed with the Administrator, Regional
Director of Operations, and Maintenance
Director.

The requirement at 42 CFR, subpart 483.73 was
determined to be met at the time of this survey.
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INITIAL COMMENTS

On March 6, 2024, a Life Safety Recertification
Survey was conducted by the Michigan
Department of Licensing and Regulatory Affairs,
Bureau of Survey and Certification. At the
survey, SKLD loniawas found to bein
substantial compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR
482.90(a), Life Safety from Fire and the
applicable provisions of the 2012 Edition of the
National Fire Protection Agency (NFPA) 101,
Life Safety Code and the 2012 Edition of NFPA
99, Health Care Facilities Code.

This one story facility was determined to be of
Type Il (000) construction and is fully
sprinklered. The original facility was built in
1962 and the C and D wings were added in 1964.
Thefacility has afire alarm system with smoke
detection in the corridors, spaces open to the
corridors and in the resident rooms.

Thefacility has 107 certified beds. At the time of
the survey the census was 71.

An exit conference was held at the conclusion of
the survey. The results of the inspection were
discussed with the Administrator, Regional
Director of Operations, and Maintenance
Director.

The requirement at 42 CFR, subpart 483.90(a)
was determined to be met at the time of this
survey.
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