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The facility was found to be in compliance with
the requirements of 42 CFR Part 483, Sub- part B
for Long Term Care facilities recertification and
complaint survey conducted on 09/12/2013
EVENT ID # GTID11.
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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 Existing Health
Care saction of the LSC and its referenced
publications. This building is Type 11{222}
construction, one story, with a complete
automatic sprinkler system for the existing main
building; and Type 11{211) construction, one
story, with a complete automatic sprinkier system
for the new addition.
The deficiencies determined during the survey
are as follows:
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038|koas
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Exit access Is arranged so that exits are readily The door release mechanism inside the walk-in /'C%s’%j
accessible at all imes in accordance with section freezer in the kitchen is being replaced with one
7.1, 18.21 that can be seen in all levels of light in case of
emergency.
Dietary staff will monitor this daily for operation
and report any operational problems to the
This STANDARD s not met as evidenced by: maintenance department.
Based on the observations and staff interview , . .
during the tour on 9/25/2013 the door releases for Maintenance will elther have repaired or order
the freezer in the dietary department did not have a new mechanism.
door refease mechanism inside the door that :
could be located in all fevels of light in case of an Results of monitoring will be reported to the
emergency. QA Committee,
CFR#: 42 CFR 483.70.(a)
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lllumination of means of egress, Including exit
discharge, is arranged so that failure of any single
lighting fixture {bulb) will nof leave the area in
(X6} DATE
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darkness. (This does not refer to emergency o
lighting In accordance with section 7.8.)  19.2.8 A new exit outdoor spot light Is being installed
from the 600 hallway near the therapy area
leading to the garden area- on the front left side
of the building.
This STANDARD s not met as evidenced by: Maintenance staff wil monltor the outdoor
Based on the observations and staff interviews exit lighting weekly and replace any bulbs that
on 9/25/2013 the following Life Safety item was
A have burned out. .
observed as noncompliant, specific findings
include: The exit discharge lighling was _
! o the
incomplete from the 600 hallway near the therapy M‘”(':'m““_gt:es”'ts will be reported ¢
area leading to the gardsn area. QA Commitiee.
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