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DEFICIENCY)
This Plan of Correction is the center’s credible
F 253 | 483.15(h){2) HOUSEKEEPING & F253|  attegation of compliance,
$8=E | MAINTENANCE SERVICES
Preparation andfor execution of this plan of correction
Thefaclty must prvic housekeeping and o ot s o ooty e
maintenance services necessary to maintain a set forth in the statement of deficiencies. The plan of
sanitary, orderly, and comfortable interior. corvection is prepared andfor exeented solely because
. it is required by the provisions of federal and state law.
This REQUIREMENT is not met as evidenced F253 : . 11/06/12
by: 1. The front pancls of the heating
Based on observations, staff interviews and vents in rooms 101, 102, 106, 108,
review of maintenance records, the facility failed 167,109, 111, 112, 113, 114, 115,
to clean the heating systems in resident : 116, 117, 202, 204, 205, 206, 207,
rooms(101, 102, 108, 108,107,109, 111, 112, 13, 203,209, 211, 214, 216 and 212
114, 115,116, 117, 202,204, 205,206,207, 203, wete cleaned removing any gray
208, 211, 214, 218, 212). The facility failed to dirt/dust. Resident #138 was
repair the damaged wheelchair for 1 of 1 resident provided a wheelchair in good
(Resident #138). repair without missing tire material,
functioning brakes and secured arm
The findings included: . rests,
__ : 2. ED will conduct room to room
During inital tour on 10/15/12 at10:00AM, obsen_zations to compile a list of
observations in the following rooms(202,204, heating vents in need of cleaning
205,206,207, 203, 209, 211, 214 216, 212, 101, and wheel chairs in need of repair.
102, 1086, 108,107, 109, 111, 112, 113, 114, 3. ED will in-service Housekeeping
115,116, 117) had a large volume of heavy build staff to include cleaning of vents
of gray dirt/dust on the front panels of the healing when cleaning resident rooms. ED
systems The heat was on and gray dirt/dust will in-service Maintenance
blowing throughout the room, There were two Director regarding wiping down
housekeepers present on the halls, but neither units weekly, cleaning filters
staff cleaned the heating system in the rooms monthly and guarterly cleaning
with non-acid coil cleaner. ED will
Foltow- up observations was done of resident in-gervice staff if they noie resident
rooms heating systems on10/M17/12 at 9:20AM equipment is in need of repair to
through $:31AM, the heatmg systemns remained in replace the equipment, if possible,
the same conditon ahd the dirty/dusty continued and complete a work order form for
to blow throughout the rooms. repair of the wheelchair. ED will ‘
During an cbservation on 10/17/12 at 9:22AM, - validate heating units, identified on 11
HK#1(housekeeper) indicated that the HK initial audit, are cleaned, ED will |

LABORATCRY DIRECTOR'S OR PROVIDER/SUPPLIER REPR.ESENTA?NE'S SIGNATURE TITLE (X6) DATE
% % | Hde'f'fmjdm’ 1 /06//2~
I}

Any deficiency statement ending with an asterisk {*) denctes 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
fellowing the date of survey whether or not a plan of correction is provided. For aursing homes, the above findings and plans of correction are disclosable 14
days following the dafe these documents are made avaifable to the facmty If deficiencies are cited, an approved plan of correction is requisite to continued
program parlicipation.
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. This Plan of Correction is the center’s credible
F 253 | Continued From page 1

responsiblitities included wiping down the light
fixtures, cleaning bathrooms, sink, sweeping
mopping, maintenance department responsible
for cleaning and changing the filters on the
heating system. HK#1 did not clean or wipe down
any of the heating system for the following rooms
that were observed rooms 101, 102, 104.

During an observation on 10/17/12 at 9:38AM,
the Maintenace director toured resident rooms on
both halls and swiped his fingers across the front
panel of the heating system and acknowledged
there was gray dirty/dusty maiter in the groves of
the panels. Maintenance direclor ackowledged
that the dirty/dusty panels could be observed from
the hall area of resident rooms.

The maintenance director stated that
housekeeping staff was responsible for cleaning
the front panels/groves on a daily basis and
maintenance did the deep cleaning of the entire
system on a quarterly basis, which would include
filters/colls. The weekley P-Tac cleaning and
maintenance logs were reviewed revealed that
the last cleaning and vacumed was done on
8/8/12, ;

During an observation on 10/1712 at 9:51AM,
HK supervisor, HK#2 and maintenance director
tour resident rooms . HK manager swiped fingers
across the front panels and groves of the heating
systermns and acknowledge there was gray built up
of dirt/dust present,

The HK supervisor stated that the housekeeping
staff was expected to clean the front panels of the
heating systems on a daily basis when they were
doing there general housecleaning. HK manager
acknowledged that the system needed to be
cleaned,

During 2 a follow-up interview on 10/18/12 at

F 253 | allegation of compliance.

Preparation andfor execution of this plan of corvection
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it Is requived by the provisions of federal and state law.

validate wheelchair in need of

repaired or replaced. ED or
designee will audit three healing
units and three wheelchairs weekly
to validate they are clean and in
good repair. '

4. Results of audits will be presented
to center’s Performance
Improvement Committee monthly
for a minimum of three months,
Performance Improvement
Committee will review and evaluate
audit results making further
recommendations as needed.
Performance Improvement
Commitfee will determine need for
ongoitig monitoring beyond the
three month minimum to ensure
ongoing compliance is maintained.

repair, identified on initial audit, are |

11/06/12
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8:30AM, the HK supervisor, indeated that there
was a 7 step cleaning process that the
housekeeping staff was responsible for when
cleaning resident rcoms. HK supervisor indicated
that all the housekeeping staff was in-serviced on
the expecations of the daily cleaning of restdent
rooms and the heating systems.

During an interview on 10/18/12 at 2:15PM, the
administrator indicated that the housekeeping
staff has been in-service on the expectation of
cleaning resident rooms.

Review of the weekly P-Tac cleaning and
maintenance log identifies the room number work
description, date and intitials. The bottom of the
sheet revealed the units should be wiped down
weekly, filters should be cleaned monthly and the
units should be removed quarierly and cleaned
with non-acid coil cleaner. Review of the log from
4/28/12 through 8/8/12 revealed that 8/8/12 was
the last logged date the P-Tac were cleaned and
vacuumed.

2. Resident #138 was admitled to the facility

| 9251 2. Review of his minimum data set
assessment dated 10/2/12 revealed he had no
behaviors or cognitive impairments. During the
initial tour of the facility on 10/15/12 at 9:30 AM
resident #138 complained that his wheelchair was
in poor repair and that he had told the rehab staff
but no one had done anything. The wheeichair
was noted fo be missing large pieces of tire
material in multiple locations on both tires. The
left brake was loose when engaged and the right
arm rest was not secured and easily lifted away
from the chair.

{Xd}ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 263 | Continued From page 2 F 253
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. This Plan of Correction is the center's credible
F 253 | Continued From page 3 F 2583| allegation of compliance.
Preparation and/or i rectl
On 10/17/12 at 10:45 AM the Rehab Director was doch mot consitnts admesion e vt "
interviewed and indicated she was not aware of provider of the truth of the facts alleged or conclusions
any concerns with resident #138 ' s wheelchair, set fortl in the statement of deficiencies. The plan of
She said the rehab department was responsible gorrection izp"e“;“"""{ andlor executed solely because
for the assignment of wheelchairs but she was it is required by the provisions of federal and state law.
unaware of who assigned resident #138 his chair. F356 :
The wheelchair was observed by the Rehab 1. Posted Nurse Staffing Information | 11/06/12
Director and she indicated the wheelchair should ' posted on a daily basis currently
not have been assigned to a resident, She said it inctudes: facility name, the current
was the responsibility of all staff to report date. th e‘ total number ; nd the
. - £
gi?;r::ig:ance concerns to the Maintenance actual hours worked by the i
: categories of licensed and '
nli 81 ff di
On 10/17112 at 10:50 AM the Maintenance o ‘f}j:gfenf‘;‘rsf;fi;if ;f:“g
Director indicated he was not aware of any shif’c including Registered N 1fr sos
N - - . 3
concerns th.h the wht?etchalr assigned fo resident Licensed Practical Nurses, Certified
#138. He said he routinely spot checked the Nursine Aides and resident census
chairs but he depended on staff to.report & o )
concerns with the wheelchai The current posting includes nurse
@ wheeichalrs. staffing data specified on a daily
On 10/17/12 at 10:55 AM the.Director of Nursing basis at the beginning of each shift.
. o The current posting is in a clear and
observed the wheelchalr and indicated she would readable format and located in a
not have expected the wheelchalr to be assigned rominent place readily accessible
to any resident. She said it was the responsibility fo resi dentspan d visi torg at the
of all staff to report any maintenance concerns via urses stati
a work order for needed repairs. 1oL,
F 356 | 483.30(e) POSTED NURSE STAFFING F 356
as=C | INFORMATION )

The facility must post the following information on
a daily basis:

o Facility name,

o The current date.

o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:

2. The ED has designated the
Licensed Nurse working the 11:00
p.m. — 7:00 a.m. shift as responsible
for the posting Nurse Staffing
Information. The ED will in-
service the 11:00 p.m. — 7:00 a.m.
Licensed Nurses that the posted
Nurse Staffing Information is to
posted on a daily basis includes:

FORM CM3-2687(02-99) Previous Versions Obsolele
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES

- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses {as defined under State law).
- Certified nurse aides.
0 Resident census,

The facility must post the nurse staffing daia
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readabte format.

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oraf or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facliity must maintain the posted daily nurse
staffing data for-a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interviews the
facility failed to post the actual hours worked by
licensed and unlicensed nursing staff for fours
days of the recertification survey.

Findings inciuded:

The posted staffing information was observed on
1015112 at 9:30 AM on the window of the nursing
station. One sheet was observed for each of the
three shifts, The sheet included the date, the shift
and the facility census. The sheet also included
an area for actual hours worked for both licensed

D PROVIDER'S PLAN OF CORREGTION (X8)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONE’A—_FET‘ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
. This Plan of Correction is the center'’s credible
F 356 | Continued From page 4 F 35| allegation of compliance,

Preparation andfor execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

facility name, the current date, the | 11/06/12
total number and the actual hours
worked by the categories of
licensed and unlicensed nursing '
staff directly responsible for

resident care per shift including
Registered Nurses, Licensed
Practical Nurses, Certificd Nursing
Aides and resident census. The
current posting includes nurse
stafting data specified on a daily
basis at the beginning of each shift.
The current posting is in a clear and
readable format and located in a
prominent place readily accessible

to residents and visitors at the

nurses station, Three times weekly
the ED will conduct an audit to
validate posted Nurse Staffing
Information includes: facility name,
the current date, the total number

and the actual hours worked by the
categories of licensed and

unlicensed nursing staff directly
responsible for resident care per

shift including Registered Nurses,
Licensed Practical Nurses, Certified
Nursing Aides and resident census,
The current posting includes nurse
staffing data specified on a daily
basis at the beginning of each shift,
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. This Plan of Correction is the center's credible

F 356 | Continued From page 5 F 356 allegation of conmpliance.

and unlicensed nursing staff.
Y Preparation and/or execution of this plan of corvection

does not constitute admission or agreement by the

Observations made on 10/15/12 at 9:30 AM, provider of the truth of the facts alfeged or conclusions

10/16/12 at 12:00 PM, 10/1712 at 10:30 AM and sei forth in the statement of deficiencies. The plan of

1071812 at 1:20 PM did not include the total correclion is prepared and/or executed solely because

hours worked by ficensed and unlicensed staff for it is required by the provisions of federal and state law,

any of the three shifts. The current posting isina clearand | 11/06/12

readable format and located in a
prominent place readily accessible
to residents and visitors at the
nurses station.
Results of audits will be presented
to center’s Performance
Improvement Committee monthly
for a minimum of three months.
Performance Improvement
Committee will review and evaluate
audit results making further

. recommendations as needed.
Performance Improvement
Comnittee will determine need for
ongoing monitoring beyond the
three month minimum to ensure
ongoing compliance is maintained

The Director of Nursing was interviewed on
10/18/12 at 1:20 PM and indicated that the third
shifl nurse is responsible for the posted staffing .
She sald her expectation was for the actual hours 3
worked by licensed and unlicensed nursing staff )
be completed on the staffing forms.
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A CE o e did
AND P RRECTION IDENTIFICATION NUMSER; ABULDING 64 - MAIN SULL MN Loft & 1t} comPLETED |
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%) 1D . SUMMARY STATEMENT OF DEFICIENCIES I "PROVIDER'S PLAN OF CORREGTION (x8) !
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLENGH i
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE bare
PEFICIENGY)
Preparation and /or execution of this
K 00O { INITIAL COMMENTS K000 plan of correcton does not constitute
adinission or agreement by the provider
This Life Safety Code(LSC) survey was of ‘hf truth °f:hf" faots alleged or
conducted as per The Code of Federal Register C;’?gs}“’nsim Th in the sfatement
at 42CFR 483,70(a); using the Existing Health B e ones. The plau of comraction -
Care section of the LSG and Its referenced . :}s prepared/and or executed solely
publications, This bullding Is Type Il unprotected coase it is ;“’q{‘i‘“e‘i by the.
{211) construction, one stoty, with a complete provislons of federal and stae law,

automatic sprinkler systam.

The deficiencies detenmined during the survey
are as follows:

K 018{ NFPA 101 LIFE SAFETY CODE STANDARD Kots
38=E
Doors protecting corrldor openings in other than I. It is the practice of he center to easure
required enclosures of vertical apenings, exits, or that doors proteoting coridor openings| 12/21/12
hazardous areas are substantial doors, such as in other than required enclosurés of
those constructed of 1% Inch solid-honded core vertical openings, exlts, or hazardous
wood, or capable of resisting fire for af jeast 20 areas are substautial doors, such ag
minutes. Doars in sprinklered buildings are oply those constrcted of 1 % inch solid
required to reslst the passage of smoke, Therels bonded cors wood, or capable of
no impediment fo the closing of the doars. Deors resisting fire for at feast 20 minutes,
are provided with a means suitable for keeping
the door ¢closad. Dutch doors meefing 19.3.6.3.6 2. The opening ia the wall at the tray
are parmitted.  19.3.6.8 ‘ return between the dining room and
. ldtohen will be sealed off with metal
Roiler Jatches are prohibited by CMS regulations i stud and 5/8 sheet rook to be able fo
In all health care faciliies, ' closed smoke tght
3. The Director of Plent Operation will
assure this area remains smoke tight
4. Findings would be discussed at monthiy
Performance Improvement Committes
Meeting.

This STANDARD s not met as evidenced by:
Based on observation on Friday 11/8/42 at

ABORATORY DIRECTOR'S OR PROVID R‘!S.UPPLIE RES, ENTATNE'S SIGNATURE , TITLE {x8) DATE
: T4 W AAW%WLW /2, 05“//?#

D aby ]
ny deficlancy statement ending wilh an asterisk () denotes a deficlency which the instilution may be excused from corracling providing i is dedarmined that

ther safeguards provido oufficient protection fo the patients, {See Instrictions.) Excapt for nursiag homes, the findings siated above ars disclosabts 80 days
towing the date of survey whether ar not a plan of cortsction Is provided, For ntrsing homas, the above findings and plans of corraclon are disclognble 14
2ys loflowing the dale these documents are made available to the facllity, If deficlencies are clted, an approved plan of correcllon it requisite to continued
‘oyram papiiclpation,
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FORM QMS-2567(02-40) Previous Versions Obsofale

{X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION pi5)
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL " PREFIX {EACH CORRECTIVE ACTION SHOULD BE a COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
‘ Preparation and /or exscution of this
K 018 | Continued From page 1 KO8  plan of correation does not constirute
approximatsly 8:00 Am onward the following was admission or agreement by the provider
noted: of the truth of the facts alleged or
1) The opening In the walj at the tray retumn conclusions set forth in the statement
helween the dining room and Kitohen is not of deficiencies, The plan of correction
equipped with a smoke control device or door. is prepared/and or executed solely
The dining room Is open to the exit corridor and becanse it 1s required by the
front lobby and all dvors and openings hetween provisions of federat and state [aw,
the kitchen and dining room are required o be '
able to be closed smoke tight, 1. It is the practice of the centex to a8We | 151119
all penetrations in the smoke walls ar6
42 CFR 483.70(a) sealed in order to maintain the required
K 025| NFPA 101 LIFE SAFETY CODE STANDARD K026 fire resistance rating of the smoke
88=E barrler,
Smoke barriers are consiructed to.provide al .
Isast a one half our fire resistenca rating In 2. The Director of Plant Operation will
accordance with 8.3, Smoke barriers may seal all penetrations to maintain the
terminate at an aftium wall. Windows are required fire resistance rating of the
protected by fire-rated glazing or by wired glass smoke barrier through owt the center,
panels and steel frames. A minimum of two )
separale compariments are provided on each 3 The Director of Plant Opsration will
fioor, Dampers are not required In duct make weeldy rounds to assuré aff
penetrations of smoke hatriers in fully ducted penetrations are sealed in complimee
heating, ventiialing, and air conditioning systems. with owr preventive maintenance
19.3.7.3, 19.3.7.5,19.1.6.3, 18.1.6.4 program.
4, Findings would be discussed o1 monthly
Performance lmprovement Committee
Meeting,
This STANDARD is not et as evidenced by.
Based on observation on Friday 11/9/12 at
approximately 8:00 Am onward the following was
noted:
1) The smoks barrler was observed as
noncormpliant speclfic findings include the
smaoke walls on both hafl have holes/penetralions
that was not seafed Ih order to maintain the
reguired fire resistance rating of the smoke
bartier. (Location - walls ln the rooms and hall
Event ID:240D21 Faclty 1D 923220 If continuatian sheet Page 2 of §
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Preparation and for execution of this
K026 Continved From page 2 K025] plen of correction does not constinue
that are part of the stnoke wall) admission or agresment by the provider
of the truth of the faets alleged or
conclusions set forth in the statement
of deficiencics. The plan of correotion
42 CFR 483.70(x) is prepared/and or execuled solely
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038[ because it js required by the
$8=0 provisions of federal and state Jaw,
. Exit access Is arranged so that exits are readily '
accessible at all times in accordance with section
74, 1821 The Director of Plant Operation had | 12/2112
Instructed all employeos through an
In service on 11/09/12 on the reason
and operation of the raaster override
switch for the exit doors equipped
with mag locks,
This STANDARD s not met as evidenced by:
Based on observation on Friday 11/9/12 at The Director of Plant Operation will
approxXimalely 8:00 Am onward the following was continue the same in service during
noted: oaoh shifi's fire drill,
1) When question staff were not familiar with the
master override switch for the exit doors All new hires will be orlentated on the
equipped with-mag locks and it function, function of the master override switch
during general orientation.
42 CFR 483.70(a)
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 058 In service status and need wi be
$8=F discussed in cenler's monthly
If there Is an automatic sprinkler system, it is Performance Foprovement Committes
J instailed tn accordance with NFPA 13, Standard mecting,
for the Installation of Sprinkler Systems, to
provide complate coverage for all portions of the
building. The system Is properly malntained in
accordance with NFPA 26, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. It is fully
supetvised, Thers Is a refiable, adequate water
supply for the system. Required sprinkler
systems are equlpped with water fiow and tamper
switches, which are eleclically connected to the
TORM OMS-2667(02-99) Previous Versions Obsoleta Event 1D: 240021 Facility 1D: 923220 }f conlinuation shest Page 30f 8
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PREFIX (BAGH DEFICIENCY %UST BE PRECEDED BY FULL
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PREFIX
TAG

PROVIDER’S PLAN OF CORREGTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPRQPRIATE
DEFICIENC™)

*8)
COMPLETION
OATE

K 056 | Coninued From page 3
building fits alarm system, 19.3.5

This STANDARD is not met as evidenced by:
Based on observation on Friday 11/9/12 at
approximately 8:00 Am onward the following was
noted:

1) There are sprinkier heads in the facility rated
for intermedlate Temperature Classification,
Glass Bulb Color of Yellow temperature rating of
(175°F) and Green {200°F) in place of Ordinary
Temperature Classification, Glass Bulb Color of
Red temperature rating of (165°F).

Locations (a) Front covered car port, walkway
and vestibute.

(b) Kitchen, kitchen dry storage room,
storage/water heater room adjacent to kitchen.
2} The heat sensitive element on the sprinkigr
heads In the laundry room are cover In lint and
not maintained clean in good condition,

3) The tamper alarm on the backilow device for
the sprinkler riser when tested did not provide an
afarm wen tested.

42 CFR 483,70(a)
K061 NFPA 101 LIFE SAFETY CODE STANDARD
58=0

Required automatic sprinlder systems have
valves supervised so that at least a iocal alarm
will sound when the valves are closed, NFPA
72,9.7.2.1

K066

K061

Prepatation and /or exsoution of tis
plan of correotion does not constitute
admission or agresmenn by the provider
of the truth of the facts alleged or
conofusions set forth in the statement
of deficiencies. "The plan of correction
Is prepered/and or executed solely
besause it ja required by the

provisions of federal and amate law,

L. Ttis the practice of the center to
assure that Sprinkler system are
installed fn accordance with NFPA
standard,

2. An owside vendor has been

contacted to replace yollow and
green color glass bulbs with yed
temperature rating of (155 degree F
in locations (&} Front Covered oar
port, walkway and vestibule ;
(b) kitohen, kitohen dry storage room,
storage/weter heater room adjacent

. to kdtchen,
The required replacement sprinkler
heads for abéve (a) and (b) areas will
be ordered and instalied by an cutside
vendor and thereby will request for a
30-day exiension.

Sprinkler head in the laundry room
govered in lint have been clesned on
11/0%/12 and in good condition

The tamper slarm on the backflow
device for the sprinkder Hser has been
ropaired by certified outside vendor
and will provide alarm when tested.

01/23/13

12121412

‘ORM CMS-2687(02-66) Previova Veralons Obsoleta Evenl ;240021
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K 061 | Continued From page 4 Ko064] 5. The Direotor of Plant Operation will
This STANDARD s not met as evidenced by: moultor and assurs that all sprinkler
Based on observation on Friday 11/9/12 at heads ar¢ in compliance including
approximately 8:00 Am onward the following was + volor of bulbs, temperature rating as
noted: well as cleanliness of the heads, Also,
1) The gate valve for the anti-freeze charged the bacldlow device for the sprinkler
sprinkier fine does Is not equipped with an riser wil] bo tested quarterly by an
olectronlcally supervised tamper alarm. outside certified vendor,
2 ' R 20112
42 CFR 483,70(a) 6. Findings would be discussed at 1
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD . K088 monthly Performance Improvement
$S5=D \ Cormmifite meeting,
Caoking facilities are protected in accordance ‘ X '
with 9.2.3. 19.3.2.6, NFPA 96 061
1. Itis the practice of the center to assure
. . thet automatic sprinkler system have 01/23/13
This STANDARD is not met as evidenced by: primcer sy -
Basad on observation on Friday 11/9/12 at s i an eleotronioally vporvised:
approximalely 8:00 Am onward the folfowing was mper Bl compliance.
noted: .
. , . . p 2. An outside vendor has been contacted
T 3
;?ae g%gﬁglhen hood at fime of inspection was'not for new gate valve cquipped with an
‘ ) electronically supervised tamper alamm.
42 CFR 483,70(a) : The elestronically supervised tamper
K 144 | NFPA 101 LIFE SAFETY GODE STANDARD K144  Slormbhas beon ordered by the outside

vendor thereby will request for 30 day

S8=F extension.

Generators are inspected weekly and exercised
under {oad for 30 minutes per month in 3

accordance with NFRA 99. 3441, Nowly installed tamper alarm will bo

tested quarterly by the contracted vendor
to be in NFPA complfiance.
|

4, The Director of Plant Operation will
monitor 81l quarterly mspections by
outside vendor and findings will be
discugsed in center’s monthly Performeance
Improvement Committes meeting,

This STANDARD s tiot met as evidenced by

'ORM CIS-2587{02-89) Pravious Verslons Obsolete Evant 1D;240D21 Fecily [D: 923230 If continvation sheet Page 5of 6
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K 444 Continued From page & K 144K 069
Based on observation on Friday 11/9/12 at 1 tisth fioe of the centor ¢
approximately 8:00 Am onward the following was + 218 Ths bractioe of the center to assure
,,gfed.. y g that kitohen hood is oporational atall | [2/21/12
1) The generator when tested did nof transfer limes.
load within 10 seconds, ) c
2. An outside vendor has been contacted

42 CFR 483.70(a) - to replace the motor of the kitchen
. hood, the hood is now futly operational,

3. The Director of Plan Operation will
make weeldy rounds to ensure the
kitchen hood {s fulty operational,

4. Findings will b discussed i
senter's monthly Performance
Improvement Committee meeting.

1. An outside Vendor has been contacted |
to Install new Transfer Switoh for the 122112
gentrator.

2 Thegenerator will be inspected weekly
and exercised under load for 30 minutes
per month in accordance with NFPA.

3. Ap audit would be performed by Plant
Operations Manager weekly to record
the transfer Hme of the penerator with
allow {ime 10 seconds,

4, Findings of the sudif would be
presented to monthly Performance
Improvement Committee meeting,

IRM CMS-2887(02.99) Previous Varalons Obsolste Evenk ID: 240021 Fadifity (D 8232230 I continuation sheat Page 6of8




