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‘ St. Joseph Rehabilitation and Residence, a

\ long-term care facility, was surveyed pursuant to

: the National Fire Protection Association 101 Life

| Safety Code, 2012 Edition as referenced in 42 |

| CFR 483.90 (a - d) - Physical Environment and is |

- in substantial compliance. ‘
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i St. Josephs Rehabilitation and Residence a |
' long-term care facility, was surveyed pursuant to
| the National Fire Protection Association, 101, Life \
| Safety Code, 2012 Edition, as referenced in Part
| 483.90(a-d) - Physical Environment and is not in ‘
1 substantial compliance. ‘
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Based on observations and interview, this |
long-term care facility failed to ensure that fire ‘
drills are held at expected and unexpected times
- under varying conditions, at least quarterly on i
each shift per NFPA 101, Life Safety Code, 2012 |
. Edition, Section 19.7.1.6.

Finding:

- Observations and Interviews during a facility tour |
with the Administrator present on 11/07/2024 from |
3:30 PM to 4:30 PM identified, confirmed that the
following fire drill for the facility was not

' completed or missing:

| 1. The facility was unable to provide any

. documentation of fire drills performed after the
08/20/2024 federal inspection. The administrator
: states the new facility was moved into on
09/20/2024 and no fire drilis had been performed. |
He advised they will perform a fire drill tomorrow.

The surveyor confirmed this finding with the
Administrator at the time of the observation and
record review.
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