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This survey used the 2000 edition of NFPA 101,
Life Safety Code, Chapter 19-Existing Health
Care Occupancies in compliance with 42CFR
483.70(a). The findings that follow demonstrate
noncompliance with these standards.

The facility was located in a one-story building of
Type V (000) construction that was protected by a
wet automatic fire sprinkler system designed to
meet the requirements of NFPA 13, Standard for
the Installation of Sprinkler Systems.
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Electrical wiring and equipment is in accordance The GICI electrical receptacles
with NFPA 70, National Electrical Code. 9.1.2 identified have been replaced.
All other GFCI electrical receptacles
have been checked to ensure proper
functions.

This STANDARD is not met as evidenced by: _
electrical equipment meet NFPA 70 requirements. Beted.gn A semi-mnnual: basis.

This will be monitored by the
Observation determined the Beauty Shop Ma i‘.] tenance Director on a semi-annual
electrical receptacles by the sink basin were basis through the facility Q.A.
Ground Fault Circuit Interrupter (GFCI) protected PEOREEN July 29,
but did not trip when tested. AN
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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 sufficieft 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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