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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 101 section 19.3.4.5, Section 9.6, and NFPA 72 
14.4.5.3.2 and Table 14.3.1. This deficiency affected 
all 106 residents in the facility on the day of survey.
Findings include: On January 13, 2026, at 11:40 AM, 
observation and record review revealed the facility was
unable to provide a complete sensitivity inspection of
the fire alarm system. All the smoke detectors were not
tested during the last sensitivity inspection in 2021.
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*EMERGENCY PREPAREDNESS* Survey conducted 
on 01/13/26 revealed the above facility meets all 
applicable Federal, State and local emergency 
preparedness requirements. No deficiencies were cited.
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