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K 000 | INITIAL COMMENTS Kooo| The facility has prepared and submitted this
plan of correction because of the
. » requirements under state ¢ al Iz
Thls survey used the 2000 edition _Of NFPA 101, that mandate submissim{: ;I[]‘(;i [f}clg::}r;;hw
Life Safety Codg, Clhapter 1_9 Existing Health correction to participate in the title 42
Care Occupancies in compliance with 42 CFR program. The submission of the pia;of
483.70(a). correction should in no way be considered
. o : " or construed. as an agree I
This facility was locatec_i in a_t:ms_'-stor}ar building of allegations of 11:ol::»cic%:lrf;;;]i:ﬁ:ze“s;::Iihe
Type V (000) construction with no basement. constitute this facility’s credible allegati
The building was protected throughout with a wet of compliance. This anpli egation
automatic sprinkler system designed to meet the the following ".1,,5. KSEE Eslfigr 44

requirements of NFPA 13, Standard for the
Installation of Sprinkler Systems.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 ] : _
e Western Fire & lSafcty will be doing an
Required automatic sprinkler systems are annual testing 0‘f the automatic sprinkler
continuously maintained in reliable operating system. This will be done on an annual
basis to ensure the automatic sprinkler

condition and are inspected and tested

periodically. 19.7.6, 4.6.12, NFPA 13, NFPA system is maintained in a reliable operating
condition as required by NFPA25. NFPA

25, 9.7.5
form 25 will be used for the annual
inspection, testing, and maintenance for
the automatic sprinkler system. The
This STANDARD is not met as evidenced by: sprinkler system runs through the whole
The facility failed to ensure the automatic facility which would affect the whole
sprinkler system was continuously maintained in facility. Reviewed contract and
a reliable operating condition as required by contract has been updated to include
NFPA 25, Standard for the Inspection, Testing an annual inspection of the sprinkler
and Maintenance of Water-based Fire Protection system. Will monitor through QA to
Systems. ensure 3 quarterly and an annual
inspection is completed for 1 year. '?//9//"
Sprinkler record review determined the facility This was completed on: 0873171
failed to conduct an annual test and maintenance s Fhen] <
of the sprinkler system during 2010. 7o O
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 v
SS=F A monthly inspection and a 30 minute
Generators are inspected weekly and exercised underload exercise of the emergency
under load for 30 minutes per month in generator will be done and documented.
accordance with NFPA 99.  3.4.4.1. Generator will be monitored for 4 months
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»- deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
- safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 days

iewowing 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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using the forms that we received from
K 144 | Continued From page 1 K 144| the life safety survey and through

' our QA committee. The emergency
generator would affect the whole
facility.

Completion date: 8/31/11

This STANDARD is not met as evidenced by:
The facility failed to document the monthly
inspections and the 30-minute under load
exercise of the emergency generator.

Review of generator test records could not verify
-~ that monthly 30-minute load tests were done and
s the required monthly inspections were conducted.
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