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F 000 | INITIAL COMMENTS F 000
An unannounced annual survey was conducted . ]
at this facility from October 4, 2011 through , Cokesbury Village continually
Qctober 11, 2011. The deficiencies contained in strives to provide quality services to
this report are based on observations, interviews, our residents through our Quality
review of residents’ clinical records and review of Improvement Program of

other facility documentation as indicated. The

facility census the first day of the survey was 43. evaluation, education and

The Stage 2 sample totaled 26 residents. _ umplementation. Th_e following arc
F 167 | 483.10(g)(1) RIGHT TO SURVEY RESULTS - F 167! our latest efforts to insure Quality of
ss=c | READILY ACCESSIBLE Care.

A resident has the right to examine the results of
the most recent survey of the facility conducted by
Fegeral or State surveyors and any plan of
correction in effect with respect to-the facility.

The facility must make the results available for
examination and must post in a place readily
accessible to residents and must post a notice of
their availability. )

This REQUIREMENT is not met as evidenced

by: 1 . The trash can was removed from
Based on observation and interview, it was , the area, the file folder was
determined that the facility failed to display the lowered and the HIPAA

survey report available for examination in a place

readily accessible to residents and failed to post information sign was relocated. , 10/6/11
an appropriate notice of their availability. The survey result is accessible
Findings include: to all residents including those
) . in wheelchairs. The resident
On 10/6/11 at approximately 11:05 AM it was interviewed (R41) attended

chserved that the folder containing last years

Survey report was inside a file holder posted on a post survey meeting with

recessed wall across the nursing station, on top DLTCRP last year, but he
of a tall garbage can. The note posted across the did not remember.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE . (X&) DATE

— . ——
_@%MG—OQ Bxecu e DRSS, AR “/IO/ Li
- M [
Any deficiency statement en with an asterisk (*) denotes a deficiency which the institution may be exciised from correcting providing it is determined that .

other safeguards provide sufficient protection to thé patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following 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 s requisite to continued )
" program participation.
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F 167 | Continued From page 1 F 167
file holder stated "Privacy HIPAA Statement”. 2. The anmual survey result has
In an interview with R41 (Resident Council ?Beﬂ posted in the same area
President) on 10/6/11, he stated that he did not or many years. Cokesbury
know where the survey report was located. When Village will continue the
the State surveyor showed R41 the location, he practice to communicate the On-going
stated that he had seen that ho[derl!before hut survey information with
had ignored it because of it saying "Privacy resident d g .I'.
HIPAA Statement." R41 was seated in a idents and famlies through
wheelchair and was unable to reach the survey resident council meetings,
report due to the tall trash can blocking access. care plan meetings, and
o fh E4 (RN) and E6 (R donal address their concerns and
nterview wi an ecreationa :
Nl uestrons.
Director) on 10/6/11 confirmed this finding. 4 ns
F278|483.20(g} - () ASSESSMENT F 278 .
$5=D | ACCURACY/COORDINATION/CERTIFIED 3 Jhe survey findings were
commumicated with all
The assessment must accurately reflect the nursing staff at monthly 10/26/11
resident's status. meetings.
A registered nurse must conduct or coordinate L. .
gach assessment with the appropriate 4 . The receptionist and other nursing
participation of health professionals. .staff wﬂl_ make sure that the survey On:going
_ ) 5 information area is clear of any
A registered nurse must sign and certify that the bstructi d to mak
assessment is completed. obsit \ 1013, a.n 0 1m }3 Sure
. that it’s accessible to residents
Each individual who completes a portion of the and family at all times.
assessment must sign and certify the accuracy of
that portion of the assessment.
Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penaity of not more than
$1,000 far each assessment; or an individual who
willfully and knowingly causes another individual
to certify a material and false statementina
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F 278 Continued From page 2 F o7g| L - R23’s MDS was corrected
resident assessment is subject to a civil money lmedlately W,lth the proper
penalty of not more than $5,000 for each coding, transmitted and accepted.
assessment. R19’s MDS was modified -

- _ with the proper coding, 10/11/11
Clinical disagreement does not constitute a transmitted and accepted. R39°
material and false statement. pted. 5

quarterly assessment was
completed on 10/13/11 with

This REQUIREMENT is not met as evidenced ARD of 10/6/11. J1400 was :
bg? . . d i torviows. it correctly coded, transmitted on 10713711

ased on record review and interviews, it was
determined that the facility failed fo ensure the 10/1&_1/ 11 and accepted.
accuracy of the Minimum Data Set (MDS) )
Assessment for three (R23, R19 and R39) out of 2 . The MDS coordinator reviewed
26 sampled residents. Findings include: MDS for the past quarter, and

T ' i : 10/31/11

_ _ determined that no other coding
1. Review of R23's medical record revealed that errors were identified unde ‘
the Weekly Wound Assessment Form, a . T
Physician's Progress Note and a nurses note all section M & J.
dated 8/23/11 stated that R23 had an
unstageable pressure ulcer to the right foot
second toe. As of the 10/4/11 Weekly Wound
Assessment, R23 eontinued to have the
unstageable pressure ulcer to the right foot
second toe.
Review of R23's MDS, dated 9/8/11 revealed that
Section M (Skin Conditiens) failed to code the
unstageable pressure ulcer to the right foot
second ioe,
| Interview with E3 (Assistant Director of Nursing),
on 10/11/11 confirmed that there were no
prassure ulcers documented on the MDS dated
9/8/11. E3 stated that she must have missed the
pressure ulcer and that she would do a correction
to the MDS and transmit it. :
Faclility ID; DE00O35 If continuation sheet Page 3 of 9
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2. R19 was admitted to the facility on 5/20/11.

The initial MDS (Minimum Data Set) assessment,

dated 6/1/11 stated R19 had a history of falls in 3 .The MDS coordinator will

the last 2 to 6 months prior to admission. continue to do assessments

according to RAI Manuel, to
Review of the clinical record revealed that R19 gather information through '

had falis on 6/9/11, 7/6/11 and 8/14/11. All three resident interviews, chart

(3) of these falls resulted in injuries such as skin . ; AR On-going
tears, lacerations and hematomas. The quarterly TEVICWsS and 111ter@1501p11ngry ‘
MDS, dated 8/18/11 failed to code these 3 falls meetings. Any residents with
with injuries under Sections J1800 and J1900. pressure ulcers, falls and on
o A ncktowlbdged tt an ertor had hospice care will bo coded

ursing), n ed that an a - .
accurred with the coding for falls on R19's - accordmglyr. An audit tool has
8/18/11 MDS. been established to check

o coding accuracy.
3. Review of R39's clinical record revealed that
ttachme:

this resident was recertified for Hospice care on’ (sec Attachment #1)
06/02/11. R39's primary diagnosis was stated as" L
malignant neoplasm of prostate 4 .The audit will be conducted 1/5/12
with a coexisting diagnosis of Senile dementia, monthly for three monthly or
uncomplicated. Recertification of Hospice Care- until 100% accuracy is achieved.

Based on patient's current condition, expected
has limited expectancy of six months or less, if
the terminal illness runs its normal course -
eligible for Hospice™.

The result will be reported to
monthly and quarterly QL

Review of R39's Annual MDS (Minimum Data
Set) assessment dated 7/14/11 revealed that the
facility failed to code R39 with terminal condition
under “Prognosis J1400 Life expectancy of less
than 6 months” coded (0) for no, instead of (1) for
yes.

Interview with E3 (ADON) on 10/11/11 confirmed
this finding.
F 371 | 483.35(i) FOOD PROCURE, F 371
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1.Pans in disrepair were removed
F 371 | Continued From page 4 F 371 from service and replaced with 10/4/11
$5=F | STORE/PREPARE/SERVE - SANITARY new pans.

The facility must -
(1) Procure food from sources approved or

considered satisfactory by Federal, State or local 2 The pans will be checked nightly 10/4/11
authorities; and by department personnel y
(2) Store, prepare, distribute and serve food responsible for closing the kitchen.
under sanitary conditions
3.The ir}spection is_ agded to the 10/4/11
“Closing Checklist”.

Attachment #2

This REQUIREMENT is not met as evidenced 4 Opening Manager to review

by : 1/5/12
Ba%ed on observations made in the dietary area | compliance.. !
and interviews, it was determined that the facility
failed to prepare, serve, and distribute food under 1 .Pans were removed from storage
sanitary conditions. Findings include: rack, run through the dish 10/4/11
machine i
1.On 10/4/11 at 8:15 AM, the food-contact {0 air dry and sct on drying table
surface area of three (3) out of ten (10) frying ’
pans stored on the clean and ready to use rack . .
above the three-compartment sink were observed 2 An in-service conducted by the
in disrepair. In an interview with E6 (Facility Executive Chef & Sous Chef 1 11/5/11
Dining Services Director} on 10/4/11, he will educate the Utility staff of
ﬁg?;::nked the finding and removed the pans from the proper procedure of air
. drying pans.
2. Observations on 10/4/11 of the kitchen steam
table food pan ready-fo-use storage rack A change in.the nighttime
revealed six (8) of six (8) steam fable pans were 'procedure so Utility Workers
dripping wet. The pans were observed stacked in the dish ) '
wet on the rack. In an interview with E6 (Facility (dishroom air dry wet pans 10/4/11
Dining Services Director) on 10/4/11, he overnight. AM Utility will
confirmed that the food pans were supposed o mspect and place dried pans on
be air dried before stacking them and storing on storage rack. This will be added
the storage rack. : to the “Closing Checklist”.
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4 .Opening Manager to review 1 1/5/12
- 371 | Continued From page 5 F 371 commpliance. /
3. On 10/4/11 at 8:35 AM, observations of the 1. Machine shut down until Beolab 4 14/4/1
kitchen dishwasher operation revealed the representative was available.
following:
. 2. An in-service was conducted by |
a. E6 te;ated the facfllty s dishwasher three (3} Ecolab rep on proper was to 10/4/11
| times with a test strip for the presence of chicrine test stri
sanitizing agent using a test strip. Each time, the USE 1est Siip.
sanitizer in the dishwasher was not detected on Attachment #5
the test strips at concentrations required by _
regulations. E6 called their dishwasher vendor to 3. AM Utility staff are required to
c_heck ihe presence of -ﬂ"]e chlorine sam’u;er in the document sanitizer PPM’s on 10/4/11
dishwasher. The vendor's data report review dloo bef . :
revealed that the sanitizing solution in the approved log beTore runmng
dishwasher was adequate. The vendor had to - dishes through machine.
reffain all distary staff in the proper procedure for Attachment # 6
testing the presence of chlorine sanitizing solution :
in the distiwasher with a test strip. 4.0p ening Manager to review - s/
b. A dietary staff (E7) was placing dirty dishes at compliance. Logkept for 1 year.
e moned romoving tho cloan dishos 1 Doorsneed to bo adjusted o Bt | 1 0,
staff was observed removing the clean dishes il . - db
from the dishwasher without washing his hands. ' th_? _door]a:mb. Reviewe ) y ;
E7's fingers were observed touching the clean maintenance staff for repair.
sanitized plates as he removed them from the
exit area of the dishwasher. Interview with EG on % s
10/4/11 confirmed these findings. 4 Doors Wer§ shaved doyvn to.
; _ fit flush with the door jamb as an
4. Observations of the male and female dietary initial repair. New doors 10/12/11
staff bathroom doors in the kitchen with E8 are to be ordered.
{Assistant Dining Director) on 10/4/11 at 11:22 -
AM, revealed the doors were open. The doors § .
remained open after continued attempts to close 3 Door check:? are to be ac.lded to the L 1174711
them tight as the doors were larger than the Weekly Maintenance/Kitchen checklist
opening of the door frames. In an interview with Attachment # 7
E8 on 10/4/11, she stated that the door latching
mechanism was npt Working_ properly and she 4 A weekly walk through the 11/5/11
would contact maintenance in order to place a ki .
| _ itchen by Plant Operations
FORM CMS-2567{02-99) Previous Versions Obsolete Event ID:SZJ811 Facility ID: DEQO35 If continuation sheet Page 6 of 9
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The facility must establish and maintain an
Infection Control Program designed o provide a
safe, sanitary and comfortable environment and
to help prevent the development and fransmission
of disease.and infection.

{ayimfection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isclation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
comimunicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.
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F 371 | Continued From page 6 F 371

work order. Interview with E8 on 10/4/11

confirmed this finding.

An observation of both dietary staff bathroom

doors in the kitchen on 10/6/11 at 12:30 PM

revealed these same doors were still cracked

open and were not sealed tight.
F 4411 483.65 INFECTION CONTROL, PREVENT F 441
ss=D | SPREAD, LINENS

1. Linen and trash bins located

2 . The halis will be evaluated for

on the Wilmington and New
Castle back halls have been
removed on 11/4/11. All dirty
linen and trash will be kept in
the ventilated soiled storage
room. Portable soiled linen
and trash bin containers will
no longer being used in health
center. New lidded storage

containers were purchased
on 11/3/11.

11/4/11

any foul odors daily. Anticipated
delivery of new lidded storage
containers is 11/15/11. Until
delivery, soiled linen will be
stored m the ventilated storage
room and trash is brought to

the main Health Center Soiled
Utility room for disposal away
from all resident rooms.

11/15/11
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F 441 | Continued From page 7 F 441
{c) Linens
Personne! must handle, store, process and
transport linens so as to prevent the spread of
infection.
This REQUIREMENT is not met as evidenced
by:
Based on observations and staff interviews, it 3.The survey findings were
;{\fas cieteric?ineti I:hat t?enftgc;i:city 1’1’:1'[5’8?3!1 éo ?rgjdle communicated with nursing
inen to reduce the potential for spread of disease .
as evidenced by the storage of soiled linen on staff at our-monthh_f meetmgs.
one of the facility's (Wilmington) haliway. Findings All staff will be trained, by
include: . 11/14/11, to follow the new
linen and trash storage 11/14/11
Facility infection oor?'trol manh!al policie:s and protocol, and to report any
procedures entitled "Laundry” was reviewed. . .
foul odors for immediate
Observations of the facility's Wilmington hallway resolution. Training will begin
on 10/6/11 at 2:10 PM with E9 (Environmental on 11/4/11.
Teamn Leader/Director) revealed two carts :
(_garbage in a gar_bage storage cart and soiled (see Attachment # 8)
linens in a soiled linen storage cart) were stored
in the hallway near the shower room (2504) and . .
the resident room 2012 was not under negative 4 , Health center hallways will
pressure. An offensive odor was detecfed inthe be checked daily by charge
area. : nurse or designee for 30 days
or until 100% ¢ li i 12/4/11
Even though a ventilated soiled linen room was . 0 omp 1a;nce_ 18
observed nearby the carts, in an interview with achicved. The findings will be
E10 (Certified Nursing Aide) on 10/6/11, she reported to QI Committee.
confirmed that they stored soiled linen in the
hallway, and not in the ventilated soiled linen (see Attachment #9)
storage room.
EQ confirmed these findings.
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DHSS - DLTCRP

DELAWARE HEALTH 3 Mill Road, Suite 308

AND SOCIAL SERVICES

Division of Long Term Care

Wilmington, Delaware 19806

~ (302) 577-6661

Residents Protsction STATE SURVEY REPORT Page 1 of 4

MARME OF FACILITY: Cokesbury Yillage

DATE SURVEY COMPLETED: October 1, 2011

applicable local, state and federal code
requirements. The provisions of 42 CFR
Ch. 1V Part 483, Subpart B,
requirements for Long Term Care
Facilities, and any amendmeants or
modifications thersto, are hereby
adopted as the regulatory reguirements
for skilled and intermediate care
nursing facilities in Delaware. Subpart
B of Part 483 is hereby referred to, and
made part of this Regulation, as if fully
set out herein. All applicable code -
requirements of the State Fire
Prevention Commission are hereby
adopted and incorporated by reference.

This requirement was not met as
evidenced by:

Cross refer to the CMS 2567-L survey
report date completed 10/11/11, F167,

SECTION STATEMENT OF DEFICIENCIES ADMINISTRATOR’S PLAN FOR CORRECTION
Specific Deficiencies OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED
The State Report incorporates by e .
reference ang also cites the findings CLO.I cesbury Vﬂ.i age cor}tmually
specified in the Federal Repost strzves -to provide quality services 1o
our residents through our Quality
An unannounced annual survey was fmprovement Program of
conducted at this facility from October 4, evaluation, education and
2011 through October 11, 2011. The implementation. The following are
deficiencies contained in this report are - our latest efforts to insure Quality of
hased on observation, interviews and Care.
review of residents’ clinical records and ' L
review of other facility documentation as |+ [The trash can was removed from
indicated. The facility census the first day the area, the file folder was
of the survey was 44. The survey sample lowered and the HIPAA.
totaled twenty six (26). information sign was relocated. 10/6/11
) The survey result is accessible '
3201 skilled and Intermediate Care Nursing to all residents mncluding those
Facilities : in wheelchairs. The resident
' interviewed (R41) attended
3201.1.0 sScope - post strvey meeting with
2201.1.2 ° NMursing facilities shalt be subject to all DLTCRP last year, but he

did not remember.

2. The annual survey result has
been posted in. the same area
for many years. Cokesbury
Village will continue the )
practice to communicate the On-going
survey information with
residents and families through
resident council meetings,
care plan meetings, and
address their concerns and
questions.

3. The survey findings were
communicated with ajl
nursing staff at monthly
meetings.

10/26/11

Provider's Signatﬁre M&M&Dﬂm Title E‘ECU“UE—: O\Qmp“of)ate “/iO/ll
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STATERENT OF DEFICIENCIES

4-201.11 Equipment and Utensils.

Equipment and utensits shall be
designed and constructed to be durable
and to retain their characteristic

coding accuracy.

(see Attachment #1)

SECTION ADMINISTRATOR’S PLAN FOR CORRECTION J
Speclfic Deficlencies OF DEFICIENCIES WITH ANTICIPATED |
DATES TO BE CORRECTED
F278, F371 and F441.
4 . The receptionist and other NUrsing
3201.7.5 Kitchen and Food Storage Areas. " staff will make sure that the suzvey On-going
Facilities shall comply with the information area is clear of any i
Delaware Food Code. obstructions, and to make sure
that 1¥’s accessible to residents
Based on the dietary observation during and Family at all times.
the survey, it was determined that the ' , . -
facility failed to comply with sections: 2- : ,_Rz3 5 MDS was corrected
301.14, 4-202.11, 4-903.11 of the State of immediately with the proper
Delaware Food Code. Findings include: coding, fransmitted and accepted.
-~ : R19’s MDS was modified
This requirement was not met as with the proper coding, 10M11/11
evidenced by: transmitted and accepted. R39°s
quarterly assessment was
2-301.14 When o Wash. completed on 10/13/11 with
) ARD of 10/6/11. J1400 was 10/13/11
Fggii&ﬂg&{?ﬁﬁ?gﬁg Eﬁ?ﬂi it[ffgnza;ds  correctly coded, transmitted on
a s :
™ specified under § 2-301.12 immediately 10/14/11 and accepted.
before engaging in food preparation . .
inciuding wgwkﬁ'jng with eﬁpopéed food, 2 The N{?DS coordinator reviewed
clean eguipment and utensils, and MD:s for the past quarter, and 10/31/11
unwravped single service and single- determined that no other coding
use articles and: errors were identified under
(E) Afier handling soited equapmem or section M & J.
utensils; ; . - -
(F) Duving food preparation, as often as 3. The MDS coordinator will
necessary to remove soil and continue to do assessments
contamination and to prevent cross according to RAI Manuel, to
contamination when changing tasks; gather information through
) ] resident interviews, chart "
This requirement was not met as reviews and interdisciplinary On-going
evidenced by: ) meetings. Any residents with
Cross refer to the CMS 2567-L survey DPIESSUTe Ul?ersf falls and on
report date completed 10711711, F371, hospice cate will be coded
Exarnple 3b. accordingly. An audit tool has .
been established to check
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ADMINISTRATOR’S PLAN FOR CORRECTION
OF DEFICIENCIES WITH ANTICIPATED

qualities under normal use conditions.
4-101.11 Characieristics.

Materials that are used in the
construction of utensils and food-
contact surfaces of equipment may not
allow the migration of deleterious
substances or impart colers, odors, or
tastes to food and under nonal use
condificns shall be: _

(A) Safe; .

| (D} Finished to have a smooth, sasily

cleanable surface; and
(E) Resistant to pitting, chipping,

| crazing, scratching, scoring, distortion,
and decomposition.

4-202.11 Food-Contact Surfaces.

(A) Multiuse food-contact surfaces shall
be:

(1) Smooth; _

(2) Free of breaks, open seams, cracks,
chips, inclusions, pits, and similar
imperfections;

(3) Free of sharp internal angles,
corners, and crevices;

(4) Finished to have smooth welds and
joints;

This requirement was not met as
evidenced by:

Cross refer to the CMS 2567~L survey
report date completed 10/11/11, F371,
Example 1.

4-903.11 Equipment, Ufensils, Linens,
and Single-Service and Single-Use
Articles.

(B) Clean equipment and uiensils shall
be stored as specified under § (A) of
this section and shall be siored:

4 The audif will be conducted

monthly for three monthly or
until 100% accuracy is achieved.
The result will be reported to
wmonthly and quarterly QL

1. Pans in disrepair were removed

from service and replaced with
new pans.

2 The pans will be checked nightly
by department personnel

responsible for closing the kitchen.

3 The inspection is added to the
“Closing Checklist”.
Attachment #2

4 Opening Manager to review

compliance..

1 Pans were removed from storage
racle, run through the dish
machine, and set on drying table
to air dry.

2 An in-service conducted by the
Executive Chef & Sous Chef
will educate the Utility staff of
the proper procedure of air

.., drying pans.

3 A change in.the nighttime
procedure so Utility Workers
in the dish room air dry wet pans
overnight. AM Utility will
mspect and place diied pans on
storage rack. This will be added
10 the “Closmg Checklist”.

1/5/12.

10/4/11

1074711

10/4/11

1/5/12

10/4/11

11/5/11

10/4/11
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{1} In a self-draining position that
allows air drying; and
(2) Covered or inverted.

This requirement was not met as
evidenced by:

Cross refer to the CMS 2567-L survey
report date completed 10/11/11, F371,
Example 2.

4-302.14 Sanitizing Solutions, Testing
Devices. '

" | A test kit or other device that accurately

measures the conceniration in MG/L of
| sanitizing solutions shall be provided.

‘This requirement was not met as
evidenced by: :

Cross refer to the CMS 2567-L survey
report date completed 10/11/11, F371,
Example 3a. '

§-202.14 Toilet Rooms, Enclosad.

Except where a toilet room is located
putside a food establishment and does
not open directly into the food
establishment such as a toilef room

| that is provided by the management of

a shopping malil, a tcilet room located
on the premises shall be completely
enclossed and provided with a tight
fitting and self-closing door.

- This requirement was not met as
gvidenced by: |

Cross refer to the CMS 2567-L. survey
repori date completed 10/11/11, F371,
Example 4.

4 , Opening Manager to review
coinpliance.

1. . Machine shut down until Ecolab
representative was available.

2. An in-service was conducted by
Feolab rep on proper was to
use test strip.

Attachment #5

3. AM Utility staff are required to
document sanitizer PPM’s on
approved log befors running
dishes through machie.
Attachment # 6

4 .Opening Manager to review -
compliance. Log kept for 1 year.

1 Doors need to be adjusted to fit
the door jamb. Reviewed by
maintenance staff for repair.

4 Doors were shaved down to
fit flush with the door jamb as an.
initial repaix. New doaors
are to be ordered.

$ Door checks are to be added to the
Weekly Mamtenance/Kitchen checklist
- Attachment # 7

i

4 A weekly walk through the
kitchen by Plant Operations

1/5/12

10/4/11

10/4/11

10/4/11

1/5/12

10/5/11

10/12/11

13/4/11

11/5/11

|
|

"1




