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Required automatic sprinkier systermns are
continuously maintained in relfable operating
condition and are inspected and tested
periodically,  19.7.6, 46,12, NFPA 13, NFPA
25,875

This STANDARD is not met as evidenced by.
A, Based on observation on 01/18/2013 the five
(5) year obstruction test had not been done on
the dry sprinkler system.

B, Based on observation on 01/18/2013 there
were sprinkler heads on the loading dock that
wers corroded.

42 CFR 483.70 (a)

Sprinkler Company.  This will be
monitored montbly utitiziog 2 Q
Monitoring Tool by the Maintenance
Supervisor.  This will be evaluated
monthly by the Administrator during our
monthly QI meetings.

B. The corroded spriokfor heads on the
loading dock will be replaced by Williams
Sprinkler Company on 2/1/13.  The
Maintenance Supervisor has checked the
sprinkler heads throughout the facility on
1/18/13 to ensure there are no other
corroded  sprinklers. This will be
monifored by the Maintenance Supervisor
weekly for one foonth then monthly
wtilizing o QI Monitoring Tool.

This will be evaluated monthly by the
Administrator  during our monthly QI
meeting. .
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K 0681 | NFPA 101 LIFE SAFETY CODE STANDARD K081
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Required autornatic sprinkler systems have This plan of correction is submitted as our
valves supervised so that at least a local alarm allogation of compliance.
wil sound when the valves are closed. NFPA
72,9.7.2.1 The valve on the high and low air alarm
will be electrically supervised. This will 5/4/ 12
be copected by Williras Fire Sprinkfer
Company on 2/1/13.
This will be monitored weekly for one
month, then monthly by the Meintenance
This STANDARD s not met as evidenced by: Supervisor utilizing a Qf Monitoring Tool.
A. Based on observation on 01/18/2013 there This will be evaluated moothly by the
was a valve on the high and fow air alarm that Administrator during our monthly QI
was not electrically supervised, meeting.
42 CFR 483.70 (a)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 082! A. The Five Year Obstruction test will be
58=D done on 2/13/13 by Williams Fire
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