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This Life Safety Code (LSC) survey was
conducted as per The Code of Federal Register
af 42 CFR 483.70(a); using the 2000 Existing
Health Care sectlon of the LSC and its referenced
publications. This building is Type V construction,
one story, with a complete automatic sprinkler
system. :

The deficiencies determined during the survey
are as follows:
{K 062} | NFPA 101 LIFE SAFETY CODE STANDARD {K 082}
$S8=k
Required automatic sprinkler systems are
continuously maintained in reliable operating
condltion and are inspected and tested
periodically. 19.7.8, 4.6.12, NFPA 13, NFPA
25,975 _

This STANDARD s not mef as evidenced by:
Based on observations and staff interview at

approximately 8:00 am onward, the following
items were noncompliance, specific findings
include:

1. per sprinkler contractor Inspection report

sprinkler system has not having a S year
obstruction investigation in past & years.

2. also, 3 year full flow test.

3. sprinkler heads under canopy have corrosion

on heads.

4. no sprinkler wrench provided in box sprinkler
hox.

NOTE: This ifem is waivered until 1/31/2014

42 CFR 483.70(a)
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Any deficiency statement ending with an asterisk (*} denotes a deficiency which the Inslitution may be excused from correcling providing i is determined that
other safeguards provide sufficient protection o the patlents, (See instructions.) Except for nursing homes, the findings stated above are disclosabls 80 days
following 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 decuments are made avallable to the facilily. If deficiencles are cited, an approved plan of correction {s requisits to continued

program parlicipation. ﬁ—:ﬂ::
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