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The State Agency (SA) conducted an annual 
re-certification survey at Courtyard CLC from of 
Fulton October 29, 2019 To October 31, 2019 
During the survey, The State Agency determined 
that facility was in compliance with Medicare and 
Medicaid requirements of participation.
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42 CFR 483.70(a)

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)...

K 361 Corridors - Areas Open to Corridor 
SS=D CFR(s): NFPA 101

K 361 11/7/19

Corridors - Areas Open to Corridor 
Spaces (other than patient sleeping rooms, 
treatment rooms and hazardous areas), waiting 
areas, nurse's stations, gift shops, and cooking 
facilities, open to the corridor are in accordance 
with the criteria under 18.3.6.1 and 19.3.6.1. 
18.3.6.1, 19.3.6.1
This REQUIREMENT is not met as evidenced
by:
Based on observations, the facility failed to 

properly protect corridors as per NFPA 101 
section 19.3.6.1. This deficiency affected one (1) 
of four (4) smoke compartments and 18 of the 49 
residents in the facility on the day of survey.

1. System sensor smoke detectors were 
installed in the Bistro, Puzzle Room, and 
in the fire alarm dialer room on 11/6/19.
2. All residents have the potential to be 
affected.
3. Maintenance Director will monitor 
facility monthly x three months and then 
as needed to ensure smoke detectors are 
installed as needed according to NFPA 
101 section 19.3.6.1.
4. Maintenance Director will report 
findings to Quality Assurance and 
performance Improvement Committee 
monthly x three months and then as 
needed.

Findings include:

On October 30, 2019 at 11:00 AM, observation 
revealed no corridor door on the Puzzle Room 
and Bistro Area of the facility. In addition, the 
Puzzle Room and Bistro Area were not 
electronically supervised by smoke detection 
system. Observation also revealed no hard-wired 
smoke detector in the location of the fire alarm 
dialer.
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Survey conducted on 10/30/19 reveals the above 
facility meets all applicable Federal, State and 
local emergency preparedness requirements.

No deficiencies were cited.
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