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Fire Alarm System - Testing and Maintenance

Afire 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 9.6.1.3. This deficiency affected
the entire facility on the day of survey.

Findings include:

On 5/5/26 at 11:00 AM, observation revealed the
facility’s main fire alarm panel displayed a trouble
code indicating a fault on the tamper switch.

The water-based fire protection and fire alarm sy
stems remained operable. The facility notified
the fire alarm company (Electronic Controls) and
the sprinkler company (Holloway Fire Protection,
LLC) to correct the deficiency.

The findings were acknowledged by the
Administrator and Maintenance Supervisor, who
verified the observation during the exit interview on
5/5/26.
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*EMERGENCY PREPAREDNESS*

Survey conducted on 05/05/26 revealed the above
facility meets all applicable Federal, State and local
emergency preparedness requirements.

No deficiencies were cited.
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