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' North Carolina Department of Health and Human Services
Division of Facility Services » Licensure and Certification Section
Acute and Home Care Branch
2712 Mail Service Center
Raleigh, North Carolina 27699-2712

Michael F. Easley, Governor ' ‘ Jeff Hortén, Chief
Carmen Hooker Odom, Secretary : _ . Tel: (919) 733-1610
Fax: (919) 715-3073

January 26, 2005

Dr. Fulkerson, Vice President/Chief Executive Officer
Duke University Hospital

PO Box 3709

Durham, NC 27710

RE: Complaint investigation NC000014814

Jar Dr. Fulkerson:

‘Thank you and your staff for the assistance provided to our team during the complaint investigation conducted
at Duke University Hospital in Durham, NC on January 10-12, 2005. The investigation was conducted to
determine the hospital’s compliance with Federal Medicare/Medicaid Hospital Conditions of Participation.

As discussed during the survey, the information gathered during the survey was forwarded to the CMS
Regional Office in Atlanta (Region IV). Our state agency is recommending noncompliance with the
Condition of Participation: 482.41 Physical Environment. CMS Regional Office in Atlanta will make
the determination of compliance or noncompliance and will notify you of their findings and of any
action to be takern. If you have questions regarding the status of the investigation, please contact the
State Representative: '

Jackie Whitlock
Division of Health Standards and Quality
Health Care Financing Administration
Atlanta Federal Center, Suite 4T-20
61 Forsyth Street, SW
Atlanta, Georgia 30303-8909
(404)562-7437

dkks Location: 1205 Umstead Drive (Lineberger Building) « Dorothea Dix Hospital Campus « Raleigh, N.C. 27603 W
' i An Equal Opportunity / Affirmative Action Employer
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Sincerely,

Cw,@__/%%w

Cecilia Boone, RN

Facility Consultant’

Licensure and Certification Section
Acute/Home Care Branch
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- If you have any questions, please do not hesitate to contact this office at (919) 733-1619.
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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|, MEDICARE/MEDICAID PROVIDER NO.
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(L37 {L38) L3 (L43) . (L43)
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Complaint investigations completed onsite 1-12-03 exit telephone conference 1-21-03. Condition tevel deficieacy cited in Physical Environment VQ4311 CB
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