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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).
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any deficiency statemen! ending with an asterisk (*) denotes a deficiency which the institulion 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 90 days
foliowing 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. If deficiencies are cited, an approved plan of correction is requisite to continued

program pariicipation.
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K 000 | INITIAL COMMENTS K000

Surveyor: 27871 .

This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
" -+ at 42CFR -483:70(a); using the Existing Health
Gare section of the LSC and its referenced
publications. This building is Type [(322)
construction, four story, with a complete
automatic sprinkler system.

The deficiencies determined during the survey
are as follows: '

K 028 | NFPA 101 LIFE SAFETY CODE STANDARD
55=E

K028

One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1

This Plan of Correction s the center’s credible
allegation of compliance.

Preparation and/or execubion of this plan of correction
does not constitule admission or agreement by the
provider of the iruth of the facts alleged or conchisions
sed forth in the statement of deficiencies, The planaf
correction is prepared andlor executed solely becanse
1t is requiired by he provisions of federal and state law,

K - 029 Tt is the practice of the facility to
assure that the fire alarm systems are
maintained in accordance with NFPA72 at

andfor 19.3.5.4 protects hazardous areas. When [
the approved automatic fire extinguishing system all times. 4713112
option is used, the areas are separated from , L .
other spaces by smoke resisting partitions and A sprinkler system will be installed in the
doors. Doors are self-closing and non-rated or storage room across from 308.
field-applied protective plates that do not exceed )
48 inches from the bottom of the door are Future compliance will be assured by the 4/13/12
permitted.  19.3.2.1 facilities Preventive Maintenance Program
’ room checks and documented on the
Preventive Mainfenance Logs with
monitoring by the Saftey Committee 4/13/12
Monthly . Monthly checks by the Plant
This STANDARD s not met as evidenced by: Operations to be verified by Modem
Surveyor; 27871 Systems Quarterly ( Fire Alarm Life Saftey
Based on observations and staff interview at Systems Contractor).
approximately 1:00 pm onward, the following
iterns were noncompliant, specific findings The Preventive Maintenance Log / daily 4/13/12
include: storage room across from room 308 is monitoring rounding sheets will be reviewed
not fully sprinkled. by the Performance Improvement
Committee Quarterly for any
42 CFR 483.70(a) recommendations x 6 months,
V4l
LABORATORY DlREWﬁ's OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE - {X) DAT!
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othar safeguards provide sufficient protection to the patlents. (See instructions.) Except for nursing homes, the findings stated above are dlsclo

following the dale of survey whether or nat a plan of correction Is provided. For nhursing homes, the above findings and plans of cor

Any deficlency statement eriding with an asterisk (*) denotes a deficlency which the Institution may be excused from correcling providing it is detellmlneé that

sahle 90 days

raction are disclosable 14

days folidwing the date these documents are made avallable to the facility. If deficlencles are clted, an approved plan of correctlon Is requisite to continued

program participation,
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This STANDARD Is not met as svidenced by:
Surveyor: 27871 )
Based on observations and staff interview at
approximately 1:00 pm onward, the following
items were noncompliant, specific findings
include: there was not a visualaudible trouble
signal at the Fire Alarm Contro} Panel (FACP)
with loss of telephone line connectionh and AC
power,

s

(44} ID SUMMARY STATEMENT OF DEFICIENGIES D - " PROVIDER'S PLAN OF GORREGTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
K 051 NFPA 101 LIFE SAFETY CODE STANDARD K 0511 This Plan of Correction is the center's credible
58=E allegation of compliance.
A ﬁl:e alarm sy§tem WiPh approved Comp.onents‘ Preparation andlor execution of this plan of correction
devices or qulpment is Installed according to does not constiittie admission or agreement by fhe
N FPA 72, National Fire Afarm COdﬁ., to provide . provider of the truth of the facts alleged or conclusions
-+ ..[-effective warnthg offfite in any part of the building! se!for»;l; in irhe s!a!em;m ?{1 deﬁc!enjfzs. oi;h!exzfa: of
Activation of the complete fire alarm system Is by correction is preparcd andler exectilec S0iely BECALSS
: . i 7 deval and state law.
raanual fire alarm inftiation, automatic detection or it b required by the provisions of feral and stefe
extinguishing system operation, Pull stations in .
. K. — 051 — It is the practice of the center to
patient sleeping areas may be omitted provided as surestlhat the fir eilarm systems are 312112
that manual pull stations are within 200 feet of [naintained in accordance with NFA72 at all
nurse’s stations. Pull stations are located In the times
path of egress. FElectronic or written records of )
tests are available. A reliable second source of ‘[he Firo Alarm Control Pancl in the lobby 31212
power is provided. Fire alarm systems are and on the 4™ floor was replaced and there is
malntained in accordance with NFPA 72 and ‘<nal and audible troubleI; ienals at the
records of maintenance are kept readlly available. V‘S“"; af“ Ia o ateohons igi':w connection
There is remote annunciation of the fire alarm page;cor 08 OTh P oviees have boon
system to an approved central station. 19,34, and AL power, 1Ies > navy
9.6 inspected and replaced by trained licensed
' personnel, ’
Future compliance will be assured by the
facilities Preventive Maintenance Progran /1312
and Monitored by the Saftey Commitee and
Exccutive Director Monthly, |
Preventive Maintenance Logs will be
reviewed by the PI Committee for any 4/13/12

recommendations Quarterly x 6 months.
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