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eyvacuate on their own, the facility will have to be "
equipped with two outside exits at grade or

cessible by a ramp.

10/13/2015: SF-At the time of this survey, there
as only one accessible exit at the front. The
Provider is working with the Owner to construct a
second exit with a ramp. Provide copies of the
permits and final documents for the ramp to
HSR/Construction when complete.

01/20/2016-PD: Based on observations during
the Follow-up Survey, this has not been
corrected. There was a contractor on-site at the

oices, work orders, receipts, photographs and
y other supporting documentation concerning
this repair.
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