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W 440 EVACUATION DRILLS
CFR(s): 483.470(i)(1)

at least quarterly for each shift of personnel.
This STANDARD  is not met as evidenced by:

W 440

 Based on review of record and interview, the 
facility failed to show evidence quarterly fire drills 
were conducted for each shift of personnel 
relative to first, second, and third shift. The finding 
is:

Review of the facility fire drill reports from 3/24 
through 3/25 revealed missing drills for 4/24, 
5/24, 6/24, 9/24 and 12/24. 

Interview with the qualified intellectual disabilities 
professional (QIDP) on 3/18/25 confirmed  there 
were no additional documentation to reflect the 
missing drills.
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