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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 # DQXO11.
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Any deficiency statement ending with an asterisk (*) denoles 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 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and ptans of correction are disclosable 14
days following the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
58=D
! Generators are inspected weekly and exercised
i under load for 30 minutes per month in
i accordance with NFPA 99. 3.4.4.1.
f ]
i i
: Submission of the response
i 10 the Statement of Deficiencies
! by the undersigned does not
_ ‘ ‘ ; constifute as admission that
! This STANDARD is not met as evidenced by: ! deficiencies existed. were
42 0R 48{3-70(3) ) : correcily cited, and/or require
. By obser\fahon on 1'/4/12 al app{ox1maie[y noon ! correction.
* the following operational inspection and testing '
was non-compliant. Spscific findings include: i
- documentation for monthly load test was :
conducted without recording percent rated ioad or .
ternperature rise. A load bank test had not been
completed within the past year. :
; ) . ! K 144 Generator Contractor was contacted
- NFPA 89 3-4.4.2 Record keeping. Awritten i and bids were obtained on 1/10/12
| record of inspection, performance, exercising )
| period, and repairs shall be regularly maintained Annual generator load test was
| and available for inspection by the authority completed on 1/16/12 ‘ 1716/
! having jurisdiction. ‘ 612
; N ) Documentation of t
| NFPA 110 6:4.2 (1899 edition) generator sels in Gometator toad st ppaiieted
! Level 1 and Level 2 service shall be exercised at o '
1 least once monthly, for a minimum of 30 minutes, | T ;
" using one of the following methods: ; ! g
(a} Under operating temperature conditions or at i
not less than 30 percent of the EPS nameplate ,
raling
{b} Loading that maintains the minimum exhaust
gas lemperatures as recommended by the
& !
(X6} DATE

i/, /9"/ 20/2

_LABCR;T?T?_\E_}@ECTO ﬁa‘g OWDEWREP,RE?EMAWE'S SIGNATURE TTLE
L] e o g ) A ool

Any deticiency sfalement’ending wiih an asleris&\{j)_‘denotes a deficiancy which the institution may be excused from correcting providing it is determinad that
other safeguards provide sufficient protection to the patients, {See instructions.} Except for nursing homes, the findings stated above are disclosable 990 days
following fhe date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correciion are diselosable 14
days followlng the date these documents are made available to the facility. If deficiencies are clted, an approved ptan of corraction is requisite {o ¢ontinued

program padicipation.
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K 144" Continued From page 1

" manufacturer.

| NFPA 110 6-4.2.2 (1999 edition)
i Diesel-powered EPS installations that do not

| meet the requirements of 6-4.2 shall be exercised

- menthly with the available EPPS load and

| exercised annually with supplemental joads at 25

- percent of nameplate rating for 30 minutes,

 followed by 50 percent of nameplate rating for 30

' minutes, followed by 75 percent of nameplate
" rating for 80 minutes, for a total of 2 continuous
hours. {load bank testing)
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