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Neo deficiencies cited as a result of the RE/CI
survey on 5/31/13. Event ID# SY7T11.
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following the date of survay whether or not a plan of correction is provided. For nursing homes, the above findings and ptans of correction are disclosable 14
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This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This building is Type Il (211)
construction, one story, with a complete
automatic sprinkler system, .
The deficiencies determined during the survey
are as foliows:
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029 R

88=E i
One hour fire rated construction (with % hour
fire-rated doors) or an approved autamstic fire
extingulshing system In accordance with 8.4.1
andfor 18.3.5.4 protects hazardous areas, When
the approved automatic fire extinguishing system
optlon Is used, the areas are separated from 1. Corrective Action;
other spaces by smoke resisting partitions and .
doors, Doors are self-closing and non-rated or Daors adjusted to close and
fleld-applied protective plates that do not exceed Properly close and {atch.

48 inches from the bottom of the door are suly 12, 2013

permitied, 18.3.2.1
2, identify other life safety

Issues by doing weekly checks
For three months.

This STANDARD s not met as evidenced by: . 3. Corrective actions: to monitor
Based on observation on July 11, 2013 between . .
8:00 AM and 11:00 AM the following was noted: To ensure the deficient practice

1} The corridor door to the kitchen, 1st kitchen will not recur,

door on the teft did not close, Istch and sea), i

2} The corridor door to the chernical room Monthly Chec;fs will be done to
Jocated on the service corridor at the end of the Assure compliance,

nall did not close, latch and seal.

42 CFR 483.70(a)
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