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{C 000} Initial Comments {C 000}

. Report of a Biennial Follow Up Construction
. Survey by Ed Miller, conducted on March 1, 2018.

Deficiencies were cited that will require a new
- Plan of Correction.

{C 189}§ Building Equipment Maintained Safe, Operating | {C 189}

5 AANSTRNCTION SECTION

' SECTION .0300 - PHYSICAL PLANT CONSTRUCTION SECHON
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- REQUIREMENTS APR ©9 0%

' (@) The building and all fire safety, electrical, . —

' mechanical, and plumbing equipment in an adult %:%g ;z%%% ;%&ﬁ
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' care home shall be maintained i ina safe and

i operating condition.

i (k) This Rule shall apply to.new and exxstmg

- facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

~This Rule is not met as evidenced by:

3. Basedon observation the required one-hour T#E Loy EfReC g Thgd.
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. possibility that a fire that begins in one space can ERE pAED Cauli .

quickly spread to other areas of the faciiity. - ‘
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. b. Unrated foam used to seal holes in ceiling of
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