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K000 INITIAL COMMENTS K 000

This survey used the 2012 edition of NFPA 101,
Life Safety Code, Chapter 18-New Health Care
Occupancies and the 2012 edition of NFPA 99,
Health Care Facilities Code in compliance with
42 CFR 483.70(a)(b). The findings that follow
demonstrate noncompliance with these
standards.

The facility was located in a four-story building of
Type 1l (222) construction with a basement. The
entire facility was protected with a wet automatic
sprinkler system designed to meet the
requirements of NFPA 13, Standard for the
Installation of Sprinkler Systems.

The basement was separated from the remainder
of the building by two-hour fire resistive
construction.

A business occupancy building was attached to
the north side of the nursing facility. This
business occupancy building was a one-story
building of Type Il (000) construction and was
separated from the health care occupancy by an
occupancy separation wall having a three-hour
fire resistance rating.

The basement and business occupancy building
were not included in this survey.

Note:

Atemporary Federal waiver for K-511, was

approved by CMS on 03/19/2024 until

02/13/2027.
K 511 Utilities - Gas and Electric K 511 4/2/25
SS=F CFR(s): NFPA 101
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K511 Continued From page 1

Utilities - Gas and Electric

Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas Code,
electrical wiring and equipment complies with
NFPA 70, National Electric Code. Existing
installations can continue in service provided no
hazard to life.

18.5.1.1,19.5.1.1,9.1.1,9.1.2

This REQUIREMENT is not met as evidenced
by:

The facility failed to ensure electrical wiring and
electrical equipment met the requirements of
NFPA 70, National Electrical Code.

Each patient bed location in general care areas
shall be provided with a minimum of four
receptacles. They shall be permitted to be of the
single, duplex, or quadruplex type, or any
combination of the three. All receptacles, whether
four or more, shall be listed "hospital grade" and
so identified. General care areas are defined as
patient bedrooms, examining rooms, treatment
rooms, clinics, and similar areas in which it is
intended that the patient will come in contact with
ordinary appliances such as a nurse call system,
electric beds, examining lamps, telephones, and
entertainment devices. 18.5.1.1, 9.1.2, NFPA 70,
517,517.18, 517.18 (B)

Observation determined numerous electrical
receptacles at the patient bed location in general
care areas of all resident rooms were not hospital
grade receptacles.

K511

Waivered tag: no plan of correction
required.
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K511 Continued From page 2
Failure to provide electrical wiring and equipment
in accordance with NFPA 70 increases the risk of
injury or death due to fire.

The deficiency affected numerous electrical
receptacles in all resident rooms in the facility.

K511
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A recertification survey conducted on 04/01/2025
found Missouri Slope in compliance with the
requirements of 483.73 Long-Term Care
Facilities Emergency Preparedness.
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