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K0000 
Bldg. 01 
 

INITIAL COMMENTS  
 
42 CFR 483.09  
 
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).  
 

K0000  
 

K0324 
SS = D 
Bldg. 01

Cooking Facilities  
 
CFR(s): NFPA 101  
 
Cooking Facilities  
 
Cooking equipment is protected in accordance with 
NFPA 96, Standard for Ventilation Control and Fire  
Protection of Commercial Cooking Operations,  
unless:  
 
* residential cooking equipment (i.e., small  
appliances such as microwaves, hot plates, toasters) 
are used for food warming or limited cooking in  
accordance with 18.3.2.5.2, 19.3.2.5.2  
 
* cooking facilities open to the corridor in smoke  
compartments with 30 or fewer patients comply with 
the conditions under 18.3.2.5.3, 19.3.2.5.3, or  
 
* cooking facilities in smoke compartments with 30 
or fewer patients comply with conditions under  
18.3.2.5.4, 19.3.2.5.4.  
 
Cooking facilities protected according to NFPA 96  
per 9.2.3 are not required to be enclosed as  
hazardous areas, but shall not be open to the  
corridor.  
 
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through  
19.3.2.5.5, 9.2.3, TIA 12-2  
 
This STANDARD is NOT MET as evidenced by:  
 
Based on observations, the facility failed to provide 
protect the cooking equipment in accordance  
with NFPA 96 Chapter 11 and NFPA 101 section  
18.3.2.5.3 (10), Standard for Ventilation Control and  
Fire Protection of Commercial Cooking Operations,
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Continued from page 1 
Section 10.6.2. The deficient practice affected all  
smoke compartments and residents in the facility on 
the day of survey.  
 
 
Findings Include:  
 
On 4/30/26 at 10:30 AM, observation revealed the 
facility failed to produce the documentation for the 
inspections of the Ventilation Control and Fire  
Protection of Commercial Cooking Operations.  
 
 
The finding was acknowledged by the Administrator 
and Maintenance Supervisor verified this observation 
during the exit interview on 4/30/26.
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E0000 Initial Comments  
 
*EMERGENCY PREPAREDNESS*  
 
 
Survey conducted on 04/30/26 revealed the above  
facility meets all applicable Federal, State and local  
emergency preparedness requirements.  
 
 
No deficiencies were cited.
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