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Electrical Systems - Essential Electric System
Alarm Annunciator

A remote annunciator that is storage battery
powered is provided to operate outside of the
generating room in a location readily observed by
operating personnel. The annunciator is
hard-wired to indicate alarm conditions of the
emergency power source. A centralized computer
system (e.g., building information system) is not
to be substituted for the alarm annunciator.
6.4.1.1.17,6.4.1.1.17.5 (NFPA 99)

This REQUIREMENT is not met as evidenced
by:

Based on observations, the facility failed to
provide all the generator required components as
in accordance with NFPA 110 section 5.6.6 and
NFPA 99 section 6.4.1.1.17. The deficient
practice affected 52 of 108 residents in the facility
on the day of survey.

Findings include:

On 5/9/23 at 10:50 AM, observation revealed the
C Hall generator lacked a remote annunciator

* The generator for C hall lacked a
remote annunciator. Maintenance director
notified Thompson -CAT on 5/9/2023 that
an annunciator panel needed to be
ordered and installed. Annunciator has
been ordered and will be installed on
5/31/2023.

*  The facility determined that all
residents have the potential to be
affected.

*  Facility administrator held a 1:1 in
service with maintenance director on
maintaining proper essential electric alarm
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panel in a constantly monitored location of the systems.
facility (ex. Nurses station or receptionist desk ...).
The facility contain two (2) generators (A Hall *  The maintenance director will
generator and C Hall generator). maintain and maintenance all alarm

systems weekly for 4 consecutive weeks
and then monthly thereafter.

»  Corrective action completion date:
June 25, 2023
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