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This facility is in compliance with the
requirements of 42CFR Part 483, Subpart B, for
Long Term Care Facilities {General Health
Survey).
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s The power supply breaker was identified 4126112

A fire alarm system with approved components,
devices or equipment is installed according to
NFPA 72, National Fire Alarm Code, to provide
effective warning of fire in any part of the building.

and lahel was placed on the Fire Alarm
panel.

» This is the only Fire Alarm panel and it
has emergency power and battery back-

Activation of the complete fire alarm system is by
| firs alarm initiation, automatic detection or Lp power. ;
manua 1ire L L ¢  The system was lested on 4/27/12 with 4127112
extinguishing system operation. Pull stations in : the power off of the panel as well as the
patient sleeping areas may be omitted provided powaer off of the battery charger. The Fire
that manuat pull stations are within 200 {feet of Alarm system activated throughout the
nurse's stations. Pull stations are located in the building.
path of egress. Electronic or written records of s The Fire Alarm Company, Johnson Annually

Controls will add this test to the annual
fire alarm system testing.

«  We wilt monitor to ensure this deficient
practice does not recur by the annual

tests are available, A reliable second source of
power is provided. Fire alarm systems are

maintained in accordance with NFPA 72 and Annually

records of maintenance are kept readily available. testing and report it through fhe Sampson
There is remote annunciation of thc_e fire alarm Regional Medical Center Fire and Safoly
system to an approved ceniral station.  18.3.4, :

06 Committee.

This STANDARD is not met as evidenced by:
A. Based on observation on 04/26/2012 the fire
alarm panel was not tested due to the fact that
the AC Power could not be disconnected.

42 CFR 483.70 {a)
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