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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). 

 

K0712

Bldg. 01

K0712

SS = D

Fire Drills 

CFR(s): NFPA 101 

Fire Drills 

Fire drills include the transmission of a fire alarm 
signal and simulation of emergency fire conditions. 
Fire drills are held at expected and unexpected times 
under varying conditions, at least quarterly on each 
shift. The staff is familiar with procedures and is 
aware that drills are part of established routine. 
Where drills are conducted between 9:00 PM and 6:00 AM,
a coded announcement may be used instead of audible 
alarms. 

19.7.1.4 through 19.7.1.7 

This STANDARD is NOT MET as evidenced by: 

Based on record review and interviews, the 
facility failed to properly perform fire drills in 
accordance with NFPA 101 sections 19.7.1.6 and 
19.7.1.7. This deficiency affected the entire facility
on the day of the survey. Findings include: 
On 2/3/26 at 11:00 AM, record review revealed 
the facility failed to provide documentation of the 
fire drills for the following: The 1st shift for the 
2nd and 3rd quarter of 2025. The 3rd shift for the 
4th quarter of 2025. The findings were acknowledged by
the Administrator and Maintenance Supervisor verified 
this observation during the exit interview on 2/3/26. 
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E0000 E0000Initial Comments 

*EMERGENCY PREPAREDNESS* Survey conducted on 
02/03/26 revealed the above facility meets all 
applicable Federal, State and local emergency 
preparedness requirements. No deficiencies were cited.
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