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E 0000 Initial Comments E 0000
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was conducted by this FSCO and it was noted
that all previously cited survey tags have been
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K 0000 INITIAL COMMENTS K 0000
On November 25, 2025, a Follow-Up Survey
was conducted by this FSCO and it was noted
that all previously cited survey tags have been
corrected.
E 0032 Primary/Alternate Means for Communication E 0032

CFR(s): 403.748(c)(3) §403.748(c)(3),
§416.54(c)(3), §418.113(c)(3), §441.184(c)(3),
§460.84(c)(3), §482.15(c)(3), §483.73(c)(3),
§483.475(c)(3), §484.102(c)(3), §485.68(c)(3),
§485.542(c)(3), §485.625(c)(3), §485.727(c)(3),
§485.920(c)(3), §486.360(c)(3), §491.12(c)(3),
§494.62(c)(3).

[(c) The [facility] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least
every 2 years [annually for LTC facilities]. The
communication plan must include all of the
following:
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(3) Primary and alternate means for
communicating with the following:

(i) [Facility] staff.

(ii) Federal, State, tribal, regional, and local
emergency management agencies.

*[For ICF/IIDs at §483.475(c):] (3) Primary and
alternate means for communicating with the
ICF/IID's staff, Federal, State, tribal, regional,
and local emergency management agencies.

This REQUIREMENT is NOT MET as
evidenced by
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K 0281 lllumination of Means of Egress K 0281
SS=D . L
CFR(s): NFPA 101 lllumination of Means of
Egress
lllumination of means of egress, including exit
discharge, is arranged in accordance with 7.8
and shall be either continuously in operation or
capable of automatic operation without manual
intervention.
18.2.8,19.2.8
This REQUIREMENT is NOT MET as
evidenced by
K 0311 Vertical Openings - Enclosure K 0311
SS=D . . .
CFR(s): NFPA 101 Vertical Openings -
Enclosure
2012 EXISTING
Stairways, elevator shafts, light and ventilation
shafts, chutes, and other vertical openings
FORM CMS-2567(02-99) Previous Versions Obsolete 6899 1D3A27-L2 Facility ID: LTC10771111 If continuation sheet Page 6 of

10




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

PRINTED: 1/2/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

1-077-2007

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

11/25/2025

NAME OF PROVIDER OR SUPPLIER

PRUITTHEALTH - OCILLA

OCILLA, GA 31774

STREET ADDRESS, CITY, STATE, ZIP CODE

209 WEST HUDSON STREET

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

(X5)
COMPLETION
DATE

K 0331
SS=D

K 0341
SS=D

between floors are enclosed with construction
having a fire resistance rating of at least 1 hour.
An atrium may be used in accordance with 8.6.

19.3.1.1 through 19.3.1.6

If all vertical openings are properly enclosed
with construction providing at least a 2-hour fire
resistance rating, also check this

box.

This REQUIREMENT is NOT MET as
evidenced by

Interior Wall and Ceiling Finish

CFR(s): NFPA 101 Interior Wall and Ceiling
Finish
2012 EXISTING

Interior wall and ceiling finishes, including
exposed interior surfaces of buildings such as
fixed or movable walls, partitions, columns, and
have a flame spread rating of Class A or Class
B. The reduction in class of interior finish for a
sprinkler system as prescribed in 10.2.8.1 is
permitted.

10.2, 19.3.3.1,19.3.3.2
Indicate flame spread rating(s).

This REQUIREMENT is NOT MET as
evidenced by

Fire Alarm System - Installation

CFR(s): NFPA 101 Fire Alarm System -
Installation

A fire alarm system is installed with systems and
components approved for the purpose in
accordance with NFPA 70, National Electric
Code, and NFPA 72, National Fire Alarm Code

K 0331

K 0341
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to provide effective warning of fire in any part of
the building. In areas not continuously occupied,
detection is installed at each fire alarm control
unit. In new occupancy, detection is also
installed at notification appliance circuit power
extenders, and supervising station transmitting
equipment. Fire alarm system wiring or other
transmission paths are monitored for integrity.

18.3.4.1,19.3.4.1,9.6,9.6.1.8

This REQUIREMENT is NOT MET as
evidenced by

K 0351
SS=E

Sprinkler System - Installation K 0351
CFR(s): NFPA 101 Spinkler System -
Installation

2012 EXISTING

Nursing homes, and hospitals where required
by construction type, are protected throughout
by an approved automatic sprinkler system in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems.

In Type | and Il construction, alternative
protection measures are permitted to be
substituted for sprinkler protection in specific
areas where state or local regulations prohibit
sprinklers.

In hospitals, sprinklers are not required in
clothes closets of patient sleeping rooms where
the area of the closet does not exceed 6 square
feet and sprinkler coverage covers the closet
footprint as required by NFPA 13, Standard for
Installation of Sprinkler Systems.

19.3.5.1, 19.3.5.2, 19.3.5.3, 19.3.5.4, 19.3.5.5,
19.4.2,19.3.5.10, 9.7, 9.7.1.1(1)
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This REQUIREMENT is NOT MET as
evidenced by

K 0353 K 0353

SS=E

Sprinkler System - Maintenance and Testing

CFR(s): NFPA 101 Sprinkler System -
Maintenance and Testing

Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintaining of Water-
based Fire Protection Systems. Records of
system design, maintenance, inspection and
testing are maintained in a secure location and
readily available.

a) Date sprinkler system last checked

b) Who provided system test

c) Water system supply source

Provide in REMARKS information on coverage
for any non-required or partial automatic
sprinkler system.

9.7.5,9.7.7,9.7.8, and NFPA 25

This REQUIREMENT is NOT MET as
evidenced by

K 0372 K 0372

SS=D

Subdivision of Building Spaces - Smoke Barrie

CFR(s): NFPA 101 Subdivision of Building
Spaces - Smoke Barrier Construction

2012 EXISTING

Smoke barriers shall be constructed to a 1/2-
hour fire resistance rating per 8.5. Smoke
barriers shall be permitted to terminate at an
atrium wall. Smoke dampers are not required in
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duct penetrations in fully ducted HVAC systems
where an approved sprinkler system is installed
for smoke compartments adjacent to the smoke
barrier.

19.3.7.3, 8.6.7.1(1)

Describe any mechanical smoke control system
in REMARKS.

This REQUIREMENT is NOT MET as
evidenced by

K 0751 K 0751

SS=E

Draperies, Curtains, and Loosely Hanging Fabr

CFR(s): NFPA 101 Draperies, Curtains, and
Loosely Hanging Fabrics

Draperies, curtains including cubicle curtains
and loosely hanging fabric or films shall be in
accordance with 10.3.1. Excluding curtains and
draperies: at showers and baths; on windows in
patient sleeping room located in sprinklered
compartments; and in non-patient sleeping
rooms in sprinklered compartments where
individual drapery or curtain panels do not
exceed 48 square feet or total area does not
exceed 20 percent of the wall.

18.7.5.1, 18.3.5.11, 19.7.5.1, 19.3.5.11, 10.3.1

This REQUIREMENT is NOT MET as
evidenced by
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