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F 000 INITIAL COMMENTS F 000
The State Agency (SA) conducted a
recertification survey from 11/18/2019 through
11/21/2019. During the survey the SA determined
the facility was in compliance : During the survey
the SA determined the facility wast in compliance
with the Minimum Standards for the Age & Infirm.
The SAdid not cited any deficiencies.
At the time of the survey the census was 120 and
the facility held a license for 151 beds.
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Findings includes:
On 11/18/19 at 10:10 AM, observation and
provide documentation for the quarterly

and 3rd quarters of 2019.

document review revealed the facility could not

inspection of the sprinkler system during the 1st
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K 353 Continued From page 1 K 353

All residents have the potential to be
affected.

Sprinkler inspection has been changed to
quarterly. E-Fire Southern is scheduled to
complete quarterly inspection on
01/17/2020.

Sprinkler system inspection schedule
changed to quarterly. Maintenance/EVS
Supervisor and Memorial Hospital
Engineering Technician will maintain
copies of all inspections. A binder with
inspection information and due dates
were updated to include quarterly
scheduling of the sprinkler system. This
binder will be monitored by
Maintenance/EVS Supervisor and
Memorial Hospital Engineering Technician
on a monthly basis.
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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 353 Sprinkler System - Maintenance and Testing K 353 12/10/19
ss=D CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked

b) Who provided system test

c) Water system supply source

Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.

9.7.5,9.7.7,9.7.8, and NFPA 25

This REQUIREMENT is not met as evidenced
by:

Based on record review and interviews with staff,
the facility failed to properly insure the operability
of the sprinkler system as required by NFPA 25
table 2-1and NFPA 25 section 2-2.6. This
deficiency practice affected all residents in the
facility at the time of survey.

Sprinkler System was inspected by E-Fire
Southern on 10/17/19. Water supply
source is through the City of Gulfport.
E-Fire Southern was contacted on
11/18/19 via phone and again via email on
12/9/19 to ensure updating schedule to
quarterly inspections.
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Survey conducted on 11/18/19 reveals the above
facility meets all applicable Federal, State and
local emergency preparedness requirements.

No deficiencies were cited.
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