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There were no deficiencies cited as a resuit of
the recertification survey ending 10/24/13. The
facility is in substantial compliance.

LABORATORY DIRECTOR'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 from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 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 documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite {o continued
program participation,
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This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This building is TypeV(111)
construction, one story, with a complete
automalic sprinkler system.

The deficiencies determined during the survey
are as follows:

K 011 | NFPA'101 LIFE SAFETY CODE STANDARD K 011 | K011
§8=D 0 The hardware to the fire doors on 200 hall near

room 201 have been adjusted to latch property f%’:’f//ﬁ

if the building has a common wall with a 1
upon activation of the fire alarm system

nonconforming bullding, the common wall is a fire
barrier having at least a two-hour fire resistance

rating constructed of materials as required for the The Maintenance Director performed a check
addition. Communicating openings occur only in of the facility and no other fire doors failed to
corridors and are protected by approved latch correctly upon activation of the fire
self-closing fire doors, 19.1.1.4.1, 19.1.1.4.2 alarm system.

The Maintenance Director andfor designee will
audit all fire doors in the facility 2 x month x 2
months and then monthly x 2 months to ensure

This STANDARD s not met as evidenced by: that they are latching correctly.
A. Based on observation on 11/14/2013 the fire
doors near room 201 failed to latch upon Resuits of the audits will be brought to the
activation of the fire alarm. monthly QA&A committee meeting for
42 CFR 483.70 (a) further follow up and recommendations,
K 029| NFPA 101 LIFE SAFETY CODE STANDARD K029} koo ' ' ) /%957"5
§8=D . ) The closure to the dry storage room inthe
One hour fire rated construction (with % f_lour kitchen has been installed. Both the clean
fire-rated doors) or an approved automatic fire linen and the soiled linen doors to the laundry
extinguishing system in accordance with 8.4.1 room have been adjusted and now close and
and/or 19.3.6.4 protects hazardous areas. When fatch correctly. .

the approved automatic fire extinguishing system
option Is used, the areas are separated from
other spaces by smoke resisting partitions and

LABORATORY DIREG& OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE / TITLE (X8) BATE
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Any deficiency statement ending will{ an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing it Is determinad that
other safeguards provide sufficient proteclion to the palients. {(See instructions.} Except for nursing homes, ihe findings stated above are disclosable 90 days
following the dale of survey whether or not & plan of correction 1s provided. For nursing homes, the above findings and plans of coirection are disclosable 14
days following the date these documents are made available to the facifity. If deficiencies are cited, an approved plan of correction is requisite o continued Q

program participation. ) (J
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generator cranked but falled to fransfer the load.
42 CFR 483.70 (a)

Generators are inspacted weekly and exercised
under toad for 30 minutes per month in
accordance with NFPA 99.  3.4.4.1,

This STANDARD s not met as evidenced by:
A. Based on observation on 11/14/2013 the
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K 029 | Continued From page 1 K 029| The Maintenance Director performed a check
doors. Doors are self-closing and non-rated or of the facility and no other doors were found
field-applied protective plates that do not exceed to have missing closures, The Maintenance
48 inches from the bottom of the door are Director also checked all the doors to make
permitted.  19.3.2.4 sure that they closed and latched
appropriately, No other doors were found to
be out of compliance.
The Maintenance Director and/or designee
This STANDARD is not imet as evidenced by: will audit all the doors in the facility monthly
A. Based on observation on 11/14/2013 there % 3 months to ensure that they close and
was no closer on the door to the dry storage room latch appropriately and that the closures are
in the Kkitchen. ' functioning properly.
B. Both the clean linen and the sofled linen doors
to the Taundry failed to close and latch, Results of the audits will be brought to the
42 CFr 483.70 (a) monthly QA&A commitiee meeting for ///”/5
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144} further follow up and recommendations,
S$8=F

K144

Our service provider to ensure that the
transfer of the load is done within the
appropriate time frame has inspected the
generator. The generator is functioning
correctly at this time.

There are no other generators attached to
the facility to check.

‘The Maintenance Director and/or designee
will audit the generator weekly x 4 weeks
and then monthly to ensuze that the

transfer of the load is working appropriately
and within the proper time frame,

Results of the audits will be brought to
the monthly QA&A committee meeting for
further follow up and recommendations.
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