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& Alabama Deparovient of Public Health
o Bureau of Health Provider Standards
. Assisted Living Facilities Unit

Your B R e it contain the following information:

{: SRR osiurg Manoy i

imnber: D5605

[__»3 < A “aeri Smith

Eachcofo .0 0o oot of deficiencies {SOD) must be separately addressed and include the following five {5)

eleme "

1. Thko ¢ 4 sirom the SOD.

2. The ol B e ¢« sective action(s) that you will take in response to each resident or exempie identifiad in
th

ETE TR - oe ooirective action(s) that yaur facility wili take to ideniify other residents or concerns not
ideptiy w2 e i that are related to those cited in your SOD. Be sure to include specific timetables and
T e ot 30 NOT include resident rostors or any Protected Health Information (PHE) in the
Py : ; ‘ + T0C, corrections to remove that information will be requested.

4, Tro oo o easures/changes you have put into place or made to ensure thoe sarne deficiency will

neoo 3 Coooare o include specific timetahles and identify responsible faclliny stat?, staff training;
[l ; ~oaltants; resident input; physicai environment modifications; chanes or cxpansion of
sty P instalt numbers; and Improvement of staff qualifications.

5, i vowill monitar your corrective action(s) to ensure that they are fuly mplomentad;
a0 . R - tied problems; and are effective. The POC must also identify positions of staff that will
g : coo 0 sohen and how often the manitoring will take place; and where documentation of the

PRI D , “oitoring activities may include: oversight by the administrator or other supervisery
Loohseks and interviews with residents and families.)

oo signed, dated, and returned by: Monday, September 8, 2025, at Spm,

Return tq:
Alabama Departmient of Pubiic Health
Bureau of Health Provider Standards
alfcomplaints@adph.state.al.us
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A 000! Initial Comments A 00D Wiiliamsburg Manor 11
: Facility ID # D5605
On August 26, 2025, an unarnounced licensure Admuinistrator Terri Norred
. Survey was conducted for this 16 hed Assisted Survey Exit Date 8/26/25
Living Facility (ALF) with a census of 9.
(1) 420-5-4 11 (b) All10!l
There were nu complaints investiyated during this
survey. (2) Fire Drills conducted in Manor I1 will be
L . kept in the documentation book in Manor 11.
Deficiencies were cited during this survey for
failure to operate In accordance with the Rules of (3) All residents could potentially be affected.
the Alabama Slate Board of Health (SBOH),
H 4 I
| Alabama ‘J epartment of Public Hgalth §ADPH)' (4) The attendants will be inserviced on
Chapter 420-5-4, Alaama Adminisirative Code, ~onducting fire drills and the importance of |
' for Assisted Living Facilities. The deficlencles ;? N drill i E} tion bei iy ?th R
cited pose a potentia! risk of harm to the ¢ drifi m 9”“?) 1orll A“&g put ;‘[ ¢
residents and require a plan of correction. documentation book in Manor II.
5) The administrator will review the fire
A1101| 420-6-4-.11 (1) Fire and Safety A1101 (5)

(1 General.

(a) Fire Safety and Emergency Plan. All
assisted living facilities shall maintain a current
written fire safety, relocation, and evacuation
ptan. In facilities which do not have multiple
smoke compartments, an evacuation floor plan
shall be appropriately posied in a conspicuous
place.

(b} Fire Drille. Fire drills shall be
conducted at least once per month in all facllities
at varying times and days and quartedy on each
shift of Group and Congregate facilities. All fire
drills shall be Initiated by the fire alarm system.
Ths drilis may ba announced in advance to the
residents. The drills shall involve the actual
evacuation of residents to assembly areas in
adjacent smoke compartments or to the exterlor
as specified in the emergency plan to provide
staff and residents with experience in exiting

drills on a monthly basis and will initial the
fire drill form in the documentation book
beginning 9/1/25.

Health Care Facilitizs
LABORATORY DIRECTOR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Terri Norred
Administrator
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through all exits required by the currently adopted
Life Safety Code. Written cbservations of the
effectivenass of the five drill plan shall be
assessed monthly, filed, and kept for at least
three years.

{c) Fire Drilis During Resident Sleeping
Hours. When drills are conducted between 9 PM
and 6 AM, a coded announcement shall be
permitted to be usad Instead of the normal
auditle firs alarm signals. These drills may be
concuctad without disturbing sleeping residents,
by using simulated residents or empty
wheglchairs.

(cy Roller latches are prohiblted on doors
separating corridors from adjacent spaces.

(&) if alcohol-based hand rub dispensers
are used b the facility, the dispensars must be
installed i 2 mznner hat

1. Minimizes leaks and spills.

2. Adequately protects against

inapprogriate access.

3 Complies with the requirements of
the currently adopted _ife Safety Code,

{f) Fire Alarm and Sprinkler System.

1. Fire Alarm System. Where fire alarm
systems are required, a corrldor smoke detection
system shall be installed on each floor, including
areas open 1o the exit access corridor, to comply
with MFPA 72, connacled to the facllity's fire
alarm syst=arm. 0 iieu of corridor smoke detection,
smoke detectors connacted to the bullding fire

jealth Care Faclliiles
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alarm sysiem may be installed in each resident's
rooin, opah areas, ard at smoke doors (except
that corrider srmoke datection shall not be deleted
wher its usa lu dictatad by other requirements).

2. Firg alarm and sprinkler system
outages of more than 4 hours require evacuation
of the fucillty or the wstablishment of a continuous
fire watch. The fire watch procedure must be
coordinated with the Department and the local
Fire Marshal. Outages and fire watch
i docimentatior snall be reported to the
. Departmant within 12 hours or no later than the
next duty day, and shall be corrected
expeaditiously.

o

3. The fire alarm system and the
sprinkler systam shalt ba inspacted by licensed,

! trainet, and guatified personnel at least

i semiannually for compliance with the respective

- codes. Inspection anc testing reports shall be

maintained in the facility for a perlod of at least 3

years.

Thie Puts s not mel 1s evidenced by:
Based on record reviews and interview, the
facility faie<d 1v conduct fire drills as required.

Findtngs:

On August 26, 2025, ‘e surveyor reviewsd fire
drilt docurreniztion pravided by Employee
ldentitier (E1)i#1, Thzre was no documentation of
a fire deill {20 tha monin of October 2024, Elftt
was utabis to fucate o flre drill report for the
month.

Health Care F.
STATE FORM

acllities
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(1) Buildings and Grounds.
{a; The assisted living facility including

site and grounds mus: be constructed, arranged,
and maintained lo ensure the safety of the
residents and nuilding: occupants.

{0} Ewilding Classification,

i Family assisted living faclities shall
be planises to serve the types of residents to be
admitted and shall comply with the Life Safety
Conde Chaster lor Sre- and Two-Family
Dwedlings. s shall comply with Sactions (1), (2),

+ (3). and (4) of AAC Rule 420-5-4~.12.

2. Group assisted living facilities shall

. be planned to seiva the residents to be admitted

and shail comply with Section (1), (2), (3), and (5)
of AAC Fusde 420-5-4- 12,

Cangregate assisted living facilities
shall bc nlanned to serve the residents to be
admitted and shall coinply with Sections (1), (2),
(3}, {6) of AAC Rule 420-5-4-.12,

4. Rencvation within the exterior walls
of si assictad living facility shail in no case be of
such nalure as o lower the character of the
structure Lelew the agplicable building
requitarnesis Tor the classification of license held
by the essistad Whing racilty,

<. Oually Licensed Facility.

‘-

oy =ar the (drposes of meeting physical
factiny and butding code requirements, a building

Administrator Terri Norred
Survey Exit Date 8/26/25

(1) 420-5-4-12 1(a) A1201

completed by 9/26/25.

to be affected.

for repair is observed.

Office beginning 9/1/25.

Terri Norred,
Administrator
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- 1
A1201! Continted From page 3 A1201 Williamsburg Manor I1
. . ' ' Facility ID # D5605
A1201 420-5-4-.12 (1) Physical Environment. A1201

(2) Maintenance Dept removed the trees from
the gutters, measured and ordered vinyl siding
and also vinyl for gazebo posts. Work to be

(3) All residents in the facility have the potential

(4) Actions taken to reduce the risk of tuture
occurance include monitoring the outside of the
building and grounds by the administrator monthly
beginning 9/2/25. A report will be made in the
maintenance book in Manor Il when a need

(5) The maintenance department is to make rounds
daily to the facility to assess the need for repairs.
Attendants will write a report in the maintenance
book for any repairs needed. Documentation of
maintenance repair will be kept in Maintenance

{ealth Care Faclities

STATE FGRM
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| accordancs w.ih the somblned licensed bed

. Rule 420-5-20 for Spacially Care Assisted Living

 bebwzen the two dicorsed portions.,

housing beth a regular assisted living facility and
a spacially care assisted living facllity shall be
claseilfed 23 a Croup or Congregale facility in

of oth faciities. For the purposes of
sice.nt care and administrative
requirernens, the apecialty care assisted living
faciity and the regular assistad living facility shall
be v sonsidiared, and each shall be

4 25 a Corgragate facllity or a Group
anse with the licensed bed

=1, and the determination shall not
1 taeir sorabined hed capacity. See

Facililies anc requirernents,

i When 2 facility has a portion of a
bullt Hennsed for speclalty care residents,
o1t antire facility, the sleeping, bathing,

e’ ity areas shall be in a distinet and
£thin the building, licensed for
i-te living. Administrative,
g soervice areas may be shared

By oo
R s

o) !ocz;?ior All assisted living facilities
juhedt ov aonetroted shall be located so

137 undue hoises, smoke,

New assisted living faciities

1 1,000 feet from railroads,

al plants. This distance

25 io L feat when facllity is

voarded fence at least six feet

fule ahall not prevent enlargement or

G of edisticg assisted living facilities.

shaff e
freight ve
s bz

Ny

separal

fui! oo Wosstrictions. The location and
congbrslio isted living facilities shall
uon’r/!y 4, building, and fire

Health Care Fucllitiz:.

STATE FORM
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A1201, Continuec Frem page b A1201

ordinances. Evidence to this effect, signed by
o Foe, nuliting, or Zzoning officlals, may be
requiisc ws o condition of licensure. If a facility is
to ba foraid v ar area that does not have any
ZOPHG, T . or fiva authority review, a letter
stating such shall be obtained from the local
county comnrission through official board action
o trem the office of e probate judge.

(@ ~sststed living facilities shall be
Cleesed o prbiely raintained streets or roads,
Cane anrowehas with rivlveways which shall be kept
Nnacs. Jf”‘ YT T amMmas,

Occipeney. No part of an assisted
=y b3 antad, leased, or used for
AT ECIE purp ose not reasonably
sary for e rasdants of the facility or the
is of «ser licensed facilities on the same
L ¢ongists of the premises
titensad facility together with ali
Gdg 0 O >|;~rl" that the governing authority
owns of has the: lecal fight to occupy, and which
ted from 2 remainder of the campus
a padlio Aght of way. Services provided
acilty shali be limited fo serving the
of fzciidies on the campus that are
ad oy the Depa tment. The Department
shat mrprove 2 mans for ocoupancy.

are o o
oty by
within

ey Sasemants. The basement shall be
woa gtory if it meets criteria
v iz 2ovdes for a story.

e assisted Jiving facility must
1 lshings, fixtures, supplies,

ey oF S Services.

STEL VAT TG

0 Facilties, supplies, and equipment

iealth Gare Faci

STATE FORM 8308 1DIN11 I continuslion shaet G of 13
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s ;
A1201 | Coitinust From page f A1201 Williamsburg Manor i1
. - 1
I must be rraint2ined i safe operating condition. Faul?t}{ ID # D§6O.S . ;'
| Administrator Terri Norred
H e = v v 2 /D ‘) H
_’ g “hers rrust be proper ventitation, Survey Exit Date 8/26/25 S
‘ Loani ar wie controls in pharmaceutical,
" other appropriate areas. (1) 420-5-4-12 (5) (g) A1203 ;
1
(2) Holes in the walls were patched on 9/2/25
' by the maintenance departiment. Work will
be completed by 9/26/25.
we 2 notreet ag evidenced by:
Sheerveicrs and Interview, the exterior (3) Only Suite # 4 and Suite # 7 were
Wi b atding was nol properly affected.
S (4) Attendants to do monthly room checks
 Findings. beginning 9/2/25. Any need for repairs will
: be recorded in the maintenance book.
EOnAunist 28 2025, ine surveyor observed all
oulzicky arcas of the mcility, 2 tr e . . .
o - . aillty Sma!l troes and (5) Maintenance to check repair log daily to
s b growing in the gutters on . . T aine
he building. The vinyl assess for repairs needed beginning 9/2/25.
EARISS .
' 4 N : - irs made wi > kept
vais i elacas and also contained 'Doilumon.tatlon of ICI;?II‘S made will be kep
s'>000i0 28 In the vinyl. Posts on the m the maintenance otlice.
drd the building were broken in .
1 agreed thal the exterior of the Tem.N‘orred
was i naed of renalrs and stated Administrator
' anes would b potifled,
A1203] 400t g s Znvironment, A1203
Iy . a Bullding Reguirements -
Faonaw it Longregate.
ucLaral Soundness and Repair.
it = structurally sound, free from
. agive rioisture, in good repair, and
£ fiicaUfrequensy to be reasonably
avis T o2t The interior and exterior )
of ther cutoing 5oall b kept clean and orderly. |

Tealth Care Facities

STATE FORM
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AND PLAN OF G { IDENTIFICATION NUMBER: A BUILDING: COMPLETED
j B. WING

§ D 5605

08/26/2025

NAME OF PROVIDTI CROGBUPPLIER

STREETADDRESS, GiTY, STATE, ZIP CODE

Lpre P WGH T

Panryad Ule I

by Temperature to be Maintained. The
i o rnantain 5 comfortable temperature.
(& L between 71-81 degrees

adauate for reading and other
Al enrances, hallways,
stairveays, indines, remps, cellars, attics,

=, ehens, laundries, and service units
chant 2 -iificial lighting to prevent
w3 eroridt e efficlency of service, Night
wi b wvovided in all hallways, stairways,

ANTEESIHER

heavz arifing

WS &2

. At gcraen doors and
e equipped with

¢ act screens. Screen
ips ad with self-

N o

i Crneqency Lighting.

i A aesieied living facilities shall

icigl lighting to adequately
idorg, kitchans, dining areas,
ardd o »f elestrical power failure.
Aacowlge oo vy s hattery-operated lighting
shadh oe e o deh such spaces.

Ll

aife e
[P DN

R

)

Z. Eprarge oy lighting must provide
iluimimtion in accordence with the currently

et (Onde for at least 90 minutes.

shail be level, smooth and

free of Lreuks, and fin shed so as to be easily

kept e Tha nans requirement for floor

WILLIAMSBL R Wi or | 1208 YANCEY STREET
RS MARGE §
SR ROANOKE, AL 36274
X0 | FilAdARY ST JEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X6)
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DEFICIENGY)
A1203 | Continusc Fram page 7 A1203

P

4ealth Care Facilitsy
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2. Ay dierances in floor levels shall
not prevent e resident from navigating safely i
throughou! the fcility,
Ceilings. Al walls and
J o construction with an
! shall be kept clean and in
(r) Wincows, Operable windows shall be
»r aned moainained so that they fit
:bie of belng opened and
- zinht. Each room occupied
st hava a celling height of elght i
meea, Faasiing facilities with ceiling heights %
less : all be acceptable when the
s neies Hy tha codes.,
. crei's. I handrails are installed in
i nandrails shall be mounted
fignted, tent -
Ope.
i store
| shifi et ]
i
| i
| . aaar naw assisted living faclty,
donss of miichrs crtiooms connected o E

Jealth Care Faci t «:
STATE FORM
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resican: |

Badieea and bathroom doors may
ai weire that will permit a

F within the room, provided
= aceessible for the staff at

el hedroom and other exit
sach assleted [iving facility shall
r fral wide, Bedroom doors in
s v i faciities shall not be less

Cxieicr egress doors except the
", ~iay be aquipped with a
agress 'ooidng aystem installed in

At NETA 101, Other speclal locking
: 26 mitiec only in specialty care

ik oo s swinging outward shall
w27 e ng having a minimum

ot faveld, except existing

iays 1 prevent
tonable ndors. Kitchens,
13, tollets, and bathrooms
o dinciows, gravity vents, or
=N i necessary o prevent

‘i, i entering other parts of the

o nguishers, Fire extinguishers

| (x1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
IDENTIFICATION NUMBER: A BULDING: COMPLETED
D 5605 B. WiNG 03/26/2025
STREET ADDRESS, CITY, STATE, ZIP GODE
WILLIAMSBUR T it 1208 YANCEY STREET
SBLFR T tdduveaif ¢
B ROANOKE, AL 36274
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{
A1203| Corinon rom sage 3 A1203
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-onducted monthly by
i e fanility and documented on
viecin iniher tag by the designated

stem. Exceplin Family
{iie or electronic call

: riz=ntly orovided for each
madrnorms and bathrooms,

sartified to meet the

aboratorles standard.

fon slamiizolured homes/imobile homes
ars :

i i w0t and inserts, shall be
ineps sted o s arnually, and shall comply
wAt e cre el ac huilding code.

G e acie with screens, or
Gt

Teicardng, in Group and
Ce SRR ign bearing the word

MEX : 0102k lelters shall be
' onial signs shall be
Pt pEesageways wherever
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TAG R 50 IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
e e -
A1203 ) Gor snued Sromipage 10 A1203
% shas e o.ovned Tor 3ach hall, kitchen, and
Pl e and capadity appropriate fo the
L
g ob i eddinguisher shall receive
Jal instection with maintenance, and
e e wivay neessary, by a fire equipment
i @i rapcugenative. An annual servicing tag
sh ~ar o the extinguisher reflecting the
f Rt 3 nompany, representative,
i rens “ maintenance.
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i laast four inches high, All exit !
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' iz, Lighting, and other Service
[ SR R
1
'
‘ snid arindividual room gas
~ sk e of the enclosed flame
! e w toorgns flame shut-off
j <tadi b vomted directly to the outside.
4 Heoof any type shall be located to avoid
{ stk e combustible material and
cia . 1 agcordgance with f
: rmandation, !
| ,
‘ = and porlable healers are
; . v 1 “acilities. This does :
it gas logs protected i
3 (ER N R = these qules., i
! .
i b9ty abaill be restricted fo
7 1. malors, and other
i el assistad living facilities
e vty iocai electrical codes
goomonws BT noer s Figetdcgl Code.
i
|
P g cec i f s evidenced by
e PREE R 5 and interview, walls in
Lot cond ks not mantained in good
Poraent
’ Finainng
¢ Duringy aivdr of the fauility en August 26, 2025,
ot SIRNE wa e aged area in the
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DEFICIENGY) :
e |
v A1203 |
- rasident room 4. Also,
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