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E 000 Initial Comments E 000

 A recertification survey conducted on 04/28/2025 
found The Meadows on University in compliance 
with the requirements of 483.73 Long-Term Care 
Facilities Emergency Preparedness.
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K 000 INITIAL COMMENTS K 000

 This survey used the 2012 edition of NFPA 101, 
Life Safety Code, Chapter 19-Existing 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 one-story building of 
Type II (000) construction protected with a 
wet/dry automatic sprinkler system designed to 
meet the requirements of NFPA 13, Standard for 
Installation of Sprinkler Systems.

The building was of noncombustible construction 
except for the canopy (wood framed combustible 
construction) located at the building main entry. 
This combustible exterior canopy was isolated 
from the remainder of the building by a two-hour 
fire resistance rated masonry wall.

 

K 353 Sprinkler System - Maintenance and Testing
CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance 
with NFPA 25, Standard for the Inspection, 
Testing, and Maintaining of Water-based Fire 
Protection Systems. Records of system design, 
maintenance, inspection and testing are 
maintained in a secure location and readily 
available. 
  a) Date sprinkler system last checked   
_____________________
  b) Who provided system test  
____________________________
  c) Water system supply source  

K 353 5/29/25
SS=F
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__________________________
Provide in REMARKS information on coverage 
for any non-required or partial automatic sprinkler 
system.
9.7.5, 9.7.7, 9.7.8, and NFPA 25
This REQUIREMENT  is not met as evidenced 
by:
 Automatic sprinkler systems are continuously 
maintained in reliable operating condition and are 
inspected and tested periodically. The property 
owner or designated representative shall correct 
or repair deficiencies or impairments that are 
found during the inspection, test, and 
maintenance required by NFPA 25, Standard for 
the Inspection, Testing and Maintenance of 
Water-based Fire Protection Systems. 19.7.6, 
4.6.12, NFPA 25, 4.1.4.1 

Gauges shall be replaced every 5 years or tested 
every 5 years by comparison with a calibrated 
gauge. Gauges not accurate to within 3 percent 
of the full scale shall be recalibrated or replaced. 
NFPA 25 5.3.2.1, 5.3.2.2

The facility failed to ensure the automatic 
sprinkler system was continuously maintained in 
a reliable operating condition as required by 
NFPA 25.  

Record review and observation determined three 
(3) of three (3) sprinkler system gauges were 
dated 03/06/2020 had not been replaced or 
calibrated within the last five (5) years.

Failure to inspect, test and maintain the 
automatic sprinkler system in accordance with 
NFPA 25 increases the risk of death or injury due 
to fire.

 Corrective Action:
The Maintenance Director confirmed that 
the 5-year inspection and gauge 
replacements are scheduled for 
5/29/2025.

Identification of Others:
All 3 of 3 sprinkler system gauges were 
identified during the survey. 

Systemic Changes:
The Maintenance Director was educated 
on or before 5/12/2025 on the regulation, 
“Gauges shall be replaced every 5 years 
or tested every 5 years by comparison 
with a calibrated gauge. Gauges not 
accurate to within 3 percent of the full 
scale shall be recalibrated or replaced. 
NFPA 25 5.3.2.1, 5.3.2.2”.

Monitoring:
The Maintenance Director/designee will 
conduct a visual inspection of the 
sprinkler system gauges once a month to 
ensure that they have been replaced and 
dated correctly.

FORM CMS-2567(02-99) Previous Versions Obsolete 0HN921Event ID: Facility ID: ND130 If continuation sheet Page  2 of 3



A. BUILDING 02 - MAIN BUILDING

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  05/15/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

355024 04/28/2025
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1315 S UNIVERSITY DR
THE MEADOWS ON UNIVERSITY

FARGO, ND  58103

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

K 353 Continued From page 2 K 353

The deficiency affected the complete automatic 
sprinkler system, which serves the entire facility.
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