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K 062 | NFPA 101 LIFE SAFETY GODE STANDARD
S8=F

K 082! Preparation and/or execttion of this
" correstion dous ot conshitute admission
[ or agreernent by the provider of the truth
of the facts alleged or conclusions set forth
In the statement of deficjencies. The Plan
of Correction is prepared and/or executed

. 1
Requirad auformatic sprinkier aysema are f
centinuausly maintained in raliable operating l
i

i

i

4

conditlon apd are inspectad and tested
periodically.  19.7.6, 4.0.12, NFPA 13, NFPA

26, 8.7.5 solely bessuse it is requi#‘cd by the :
’ provisions of Federal anl State law. |
_ K062 : i2/16/2011
1;1;5 STANDARD Is notmet as evidenced by: ;
sed on the observations and staff interview  * i t ;
g oo o TSR0 ety ioos | el e tulenats.
required accolorator [nataﬂed on ifs dry pipe maintained in reliable operating copdition
sprnkler syslem. This aceelerator has a vaive . and arg inspected and tested perfodically.

that is essantial 1o the sprinkler sysfern. This :
valve ig not cumently electrically supervised 10 . .
t;:jmtggt t?fe system againgt t belng accidently ! ' gz’l'l"fv‘:;‘;l igg‘:oﬂ Coraling Fire Control
med oft . i l On 11/21/2011 by the Maintenance
CFR#& 42 CFR 483.70 (a) Director to correct probjem with the
. accelerator on the dry pipe sprinkler
system, :

Proposal was presented [and accepted by
the facility, The work will be completed
on 12/16/2011.
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Identification for Othefs Potentially
Affected
All resldents in the Tacility have the

potential to be affected By the alleged
deficient practice,
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- Systemic Changes .
_! There is ne need for systemic changes as
the accelerstor was already in place and

£ . i the electrical supecvision is being added.

- —————
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Quatity Assurance
The Maintenance Director will engure that
nducts quarterly
inspections of the sprinkler system.
Carolina Fire Control will monitor the
accelerator and tamper sivitch on their
routine quarterly inspsctjons and any
identified problems wilf be corrected. The
Maintenance Director will 1eport the
resuits of the quarterly ispections to the
Quality Assurance comnyittee quarterly to
ensure continued complifmee.




