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Required automatic sprinkler systems are
; continuously maintained in reliable operating
: condition and are inspected and tested
- periodically.  19.7.6, 4.6.12, NFPA 13, NFPA

25,9.7.5
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K000 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 42CFR f !
483.70(a). The findings that follow demonstrate :
noncompliance with these requirements. , i ;
| i
- e ‘ |
JI The facility is located in a one-story building of ‘ I
' Type V (000) construction that is protected by a ; | r
; wet automatic sprinkler system designed to meat : i
' the requirements of NFPA 13, Standard for i 5 K 062
" Installation of Sprinkler Systems and smoke i !
detection throughout the corridor system. i
K062 NFPA 101 LIFE SAFETY CODE STANDARD K 062: 1. RFS Sprinklers has been contacted

to correct the error on their reports
so that they indicate that quarterly
and annual tests were done. They
completed their inspections and
reports on June 11, 2013.

2. Environmental Services Director

| : will review reports from RFS '
' This STANDARD is not met as evidenced by: ! Sprinklers to ensure that they. ALe
. The facility failed to ensure the automatic J accurate and reflect whether it was a
 Sprinkler system was continuously maintained in ! quarterly or annual visit.
; @ reliable operating condition as required by : 3. Environmental Services Director has
. NFPA 25, Standard for the Inspection, Testing f been co

and Maintenance of Water-based Fire Protection ! : ached and counseled on how

. ; : to review the report from RFS
- Oystems. ' t ;

‘ 5 ' Sprinklers and to ensure that

: l i quarterly and annual tests are done
1) Review of sprinkler records could not verify j ,' by RFS Sprinklers.
' that the quarterly tests of the automatic sprinkler ! ' 4. We will do a QA audi 3
- system were conducted in the 2nd and 3rd : Sprinkl QA audit af RFS

quarter of 2012, : prinkier reports to ensure that they

2) Review of sprinkler records could not verify are correct.
that the annual test of the automatic sprinkler . 5. July 1, 2013
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K 062 Continued From page 1
system was conducted in the past twelve (12)
months.
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