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Surveyor, 27871

This Life Safety Code(LSC) survey was
sonducted as per The Code of Federal Register
at 42 CFR 483.70(a); using the New Health Care
sectlon of the LSG and ils referenced
publications. This buliding is Type B {211)
construction, one story, with a complete
automatic sprinkler system.

The deficlencles determined during the survey

are as follows:

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066 /7 ok

85=E \ 1. The sprinkler heads in the faundry )‘/
There is an automatc sprinkler system, Installed room have been cleaned of excess ;

In accordance with NFPA 13, Blandard for the
Installation of Sprinkler Systers, with approved
components, devices, and equipment, to provide

fent.
3. There are no other sprinkler heads

complete coverage of all portions ofthe facl!tl‘ty. in areas that generates a high

The system is maintained In accordance wit concentration of fent.

NEPA 25, Standard for the Inspectlon, Testing, 3. The maintenance department

and Malntenance of Water-Based Fire Protection . \
inspects and cleans the area behind the

Systems. There Is a reliable, adequate waler
supply for the system. The system s equlpped dryess on a monthly schedule. The

with waterflow and tamper switches which are sprinkler heads in the laundry room
connested to the fire alarm system.  18.3.6. will be added to this routine monthly
maintenance task.

4. The Plant Director or his desigiee
will conduct a monthly audit of the
{aundry room to ensure that Jent has
not accumulated on or around the
This STANDARD Is not met as evidenced by: dryers or the sprinkler heads.

Surveyor: 27871
Based on observation and staff Interview gt 1:30
pm, the foflowing llem was observed as
noncomplaint, specific findings include; sprinkler
heads In laundry room have excess lent build up
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Surveyor: 27871
Based on observal

42 CFR 483.70(a)

Cooking facllities are protected In accordance
with .23, 18.3.2.6 NFPA €6

This STANDARD is not met as evidenced by

ion and staff inlerview al 10:00
am, the following ftem was observed a8
noncomplaint, specific findings Include: deep fal
fryers logated In kitchen and Healthcare kitchen,
ware not under ansul extingulshing systern at
fime of gurvey. Also both deep fal fryers did not
have splash guards on equipment
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on heads.
47 CFR 483.70{a)
K 060 | NFPA 101 LIFE SAFETY CODE STANDARD K 088

1. The fryers were repositioned to be
centered under the ansul extinguishing
system.
2. The facility has no other fiyers
beyond the one in the main kitchen
and the one in the pantry kitchen.
3. A visual positioning aide will be
instalied by the Plant Dept. to aid the
dietary staff in proper placement of the
fryers.
4. The dietary manager or his
designee will inspect the placement of
the fiyers weekly during the kitchen
sanitation audit.
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