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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) of 01/28/13 Event ID # 8HKB11. No
deficiencies were cited as a resuit of a complaint
survey of 01/28/13 Event ID # 8HKB11.

L ABORATORY DIRECTCR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(X6} DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused fron corecting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings staled above are disclosable 20 days
toliowing 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 avaiiable to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued

program participatios.
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: DEFICIENGY)
K 000] INITIAL COMMENTS K 000},
This Life Safety Code{LSC) survey was
conducted as per The Code of Federal Reglster
at 42CFR 483.70{a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This bufiding Is Type 1 construgtion,
multi-story, with a complets automatic sprinkler
system, .
Correctlon is the center's credible
The deficiencies determined during the survey Zﬁi‘gﬁfi’a’?’é}cﬁﬁ;ﬂaﬂ’ peemiersere 202012013
are as follows: : .
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025/ Preparation avidfor exécution of this plan of corscciion -
§8=D does not constitute admission or agreement by ﬂ;e
= . Heged i
Smoke barriers are constructed to provide at f:f}ff,f ofthe ;ﬁ:j’,ﬂfﬁ}'&:};’;};ﬁ;";ﬁ;ﬁ;jf;’”
least a one half hour flre resistance rating In correction is prepared and/or executed solely becawse
accordance with 8.3, Smoke barriers may it Is required by the provistons of federal and state T,
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass .
panels and steel frames. -A minjmum of two K —Tag-025 - The latch to the 20 minute
geparate compartments are provided on each fire door on 3 East was removed the day of
floor, Dampers are not required in duct survey and will not be replaced.
penstrations of smoke barrlers in fully ducted
heating, ventliating, and air conditioning systems. The Administrator checked the other 20 min
10.3.7.3,19.3.7.5,18.1.6.3, 19.1.6.4 fire doors to ensure that there were no other
latches and found that there were none,
The Administrator will monitor weekly to
ensure compliance .
This STANDARD Is not met as evidenced by: The Adminisirator met with Plant
42 CFR 483.70(a) T .
By observation at approximately noon the OPerat;l{nés that the latch will not be
following smoks barrier was observed as remnstailed.
non-compllant, specific findings Include, the 3 c .
E£ast smoke door was held open with a hook and The Performance lmproverent ommittes
fatch, has reviewed this plan and approved, We
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 047/ will follow up with the next Performance
88=D . Improvement Meeting with any
Exit and directional signs are displayed In recommendations.
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K 000| INITIAL COMMENTS K 009],
This Life Safely Code(LSC) survey was
conducted as per The Code of Federal Register
al 42CFR 483.70(a); using the 2000 Existing
Health Cara section of the LSC and its referenced
publications. This building is Type | consiruction,
multi-story, with @ complate automatic sprinkler
system. .
. . . This Plan of Corvection is the center's credibla
The deﬁc;enc{es determined during the survey allegation of compltance. 2/20/2013
are as follows: . .
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K (25| Preparation anidior execution of this pla of correction .
§8=D0 doss not conslitute admission or agreezzem by thf: i
= . ) b i
Smoke barriers are constructed to provide at ;’;;’}’;f;;’ of the irulh ¥ f,fj;},f;;,f;‘,:,,";’:;";m,‘;”’
loast a one half hour fire resistance rating In correction is prepared andlor exectied solely becaiise
accordance with 8,3. Smoke barriers may it s requlred by the provisions of, federal and siate law,
terminate at an atrdum wall, Windows are,
protected by fire-rated glazing or by wired glass
panels and stesl frames, -A minimum of two K —Tag-025+ The latch to the 20 minute
separate compartments are provided on each fire door on 3 East was removed the day of
floor, Dampers ‘are not required in duct survey and will not be teplaced,
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems. The Administrator checked the other 20 min
19,3.7.3, 19.3.7.5, 19.1.6.3, 19.1.84 fire doors 1o ensure that there were no other
tatches and found that there were nons,
The Administrator will monitor weekly 1o
ensure compliance
E?SC?_.;A?%@%%)IS not met as evidenced by: The Administrator met with Plant
By observation at approximately noon the OPemt;O“s that the latch will not be
following smoke barrier was observed as reinstalled.
non-compliant, speclfic findings Include, the 3 .
£as{ smoke door was held cpen with a hook and The Performance Improvement Committco
fatch. has reviewed this plan and approved. We
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 0a7| will follow up with tho next Performance
85=0 ) Improvement Meeting with any
Exlt and directional signs are displayed In recommendations.
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