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F 000 [ INITIAL COMMENTS F 000

The facility is in compliance with the requirements
of 42 CFR Part 483, Subpart B for Long Term
Care Facilities (General Health Survey). No
deficiencies were cited as a result of the
complaint investigation. Event ID 88YY11.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 0 days
foltowing 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. f deficlencies are cited, an approved plan of correction is requisite to continued
program participation.
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K052 | NFPA 101 LIFE SAFETY CODE STANDARD K052
Sl I . . Fire alarm company was contacted | £.24. /)
A fire alarm syster required for life safely is d disvatched on 5-11-2011 to
installed, tested, and maintained In accordance and dispa ' locki
: with NFPA 70 National Electrical Code and NFPA correct the magnetic locking
/2. The system has an approved maintenance system as stated. Magnetic locking
and testing program complying with applicabte’ _ | .. system will be tested once weekly

' o Y=
foauements of NFPA 10 and 72 B E@ E u }\'7 [;?; @ for four weeks, Weel:dy test results
T will be reviewed during ti}e
MAY 2 6 201 facility’s next QAA meeting,

following the completing of the

e AR T tests. This is to be completed by
Wﬁﬂ% June 25, 2011,

t This STANDARD s not met as evidenced by: Access to the oxygen storage room
Based on the observations and staff interview : d from a keypad
during the tour on 5/11/2011 the magnelic locking will be f:hanget o emf;’) G251t
system did not release with activation of the fire access sys{em 1o a key il be
alarm system. The delayed egress function at system, Access to the room wi !
the doors did release when testod. limited to certain personnel. Any _
en cylinders will be kept
NOTE: This condition was corrected before the }tsed OxYE Y en container
end of the life safety survey. in the emply oxyg
storage. The oxygen storage room
CFRi#: 42 CFR 483.70 (a) . will be audited weekly for a period
K 076 | NFPA 101 LIFE SAFETY GODE STANDARD K0768!  of four weeks and the audit results
SueE Medical t d administrati will be reviewed in the facility’s
edical gas storage and administration areas are ; ;
| protecleg in accor%ance with NFPA 89, next QA.A meeting, ?Ilo‘f?ln.i ?ﬁo
Standards for Health Care Facilities. completion of the audits. Thi

be completed by June 25,201 1.
{a) Oxygen storage locations of greater than !
3,000 cu.ft. are enclosed by a one-hour !
separation. !
|
|
i.

{b} Locations for supply systems of greater than
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P oy
F NHA 5241l

Any deficiency Slatgm&(lending with an aslerisk (%) denotes a deficlency which the insfitulion ma
ather salaguards provide suffictent protection to the patianls.
{olloynng the date of survey whether or not a plan of correctio
days following the date these documants are m
program parlicipation

y be excused from corracting providing it is determined that
{See instructions.) Except for nursing homes, the findings staled above are dlsclosable 90 days
itis provided. For nursing homaes, the above findings and plans of correction are disclosable 14
ade available lo the facility If deficiencies are cited, an approved plan of corraction is requisite fo continued
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3,000 cu.ft. are vented to the oulside. NFPA 99

4,3.1.1.2, 19.3.2.4

This STANDARD is not met as evidenced by:
Based on the observations and staff inlerview
during the tour on 5/11/2011 the full and emply
oxygen cylinders were slored logether at the main
oxygen sterage room.  If stored within the same
enclosure {room}, emply oylinders shall be
segregated and designated (with signage) from
full cylinders. Empty cylinders shall be marked to
avoid confusion and delay if a full cylinder is
needed hurriedly. {NFPA 98 4-3.5.2,2b{2}]

42 CFR 483.70(a)
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