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K 000 | INITIAL COMMENTS K 000
This survey used the 2000 edition of NFPA 101,

Life Safety Code, Chapter 19 Existing Health
Care Occupancies in compliance with 42 CFR
483.70(a).The findings that follow demonstrate
noncompliance with these stardards.

The facility is located in a one-story building of
Type V (000) construction that is protected
throughout with a dry automatic sprinkler system
designed to meet the requirements of NFPA 13,
Standard for Installation of Sprinkler Systems.

1) A two-hour fire resistance rated barrier
provides separation to a building used for
ancillary support; including offices, storage, and a
day care center.

2) Atwo-hour fire resistance rated barrier
provides separation to a building housing
assisted living apartments.

K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046 1/22/13
SS=F
Emergency lighting of at least 12 hour duration is
provided in accordance with 7.9.  19.2.9.1.

This STANDARD is not met as evidenced by:
A functional test must be conducted on every
required emergency lighting system at 30-day
intervals for a minimum of 30 seconds. An annual \
test must be conducted for 1 1/2-hour duration. 1
Written records of testing must be kept by the
owner for inspection by the authority having
jurisdiction.

Review of records and interview of maintenance '
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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personnel confirmed that monthly 30 second
tests and a 1 %2 hour annual test of the

battery-operated emergency lighting pack, one(1)

of one(1), located in the mechanical room was
not done.
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