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42 CFR 483.73 

The facility must meet the applicable provisions of the
2012 (existing) Edition of the Life Safety Code (LSC) 
of the National Fire Protection Association (NFPA). 

 

K0345

Bldg. 01

K0345

SS = F

Fire Alarm System - Testing and Maintenance 

CFR(s): NFPA 101 

Fire Alarm System - Testing and Maintenance 

A fire alarm system is tested and maintained in 
accordance with an approved program complying with the
requirements of NFPA 70, National Electric Code, and 
NFPA 72, National Fire Alarm and Signaling Code. 
Records of system acceptance, maintenance and testing 
are readily available. 

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72 

This STANDARD is NOT MET as evidenced by: 

Based on record review, the facility failed to provide
a properly maintained fire alarm system as required by
NFPA 72 Table 14.3.1 and section 14.4.5.3.2. This 
deficiency affected the entire facility on day of 
survey. Findings include: On 10/6/25 at 1:00 PM, 
observation and record review revealed the facility was
unable to provide the year 2024 documentation of annual
and sensitivity inspection of the fire alarm system for
the JNH Jefferson Inn Buildings #31 and #33. The 
finding was acknowledged by the Administrator and 
Maintenance Supervisor verified this observation during
the exit interview on 10/6/25. 

 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
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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 to continued program 
participation.
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*EMERGENCY PREPAREDNESS* Survey conducted on 
10/06/25 revealed the above facility meets all 
applicable Federal, State and local emergency 
preparedness requirements. No deficiencies were cited.
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