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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
483.70(a).
The facility is located in a one-story building of
Type V (000) construction. The building was
protected by a NFPA 13 wet/dry automatic
sprinkler system designed to meet the
requirements of the 1999 edition of NFPA 13,
Standard for the Installation of Sprinkler Systems.
K029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029
SS8=E 2 /24T
One hour fire rated construction (with % hour 11(023 th . : il )
fire-rated doors) or an approved automatic fire - Consult with heating and air i/
extinguishing system in accordance with 8.4.1 professionals and implement
and/or 19.3.5.4 protects hazardous areas. When recommendations for adjusting air
the approved automatic fire extinguishing system handling unit to ensure closure of
option is used, the areas are separated from .
other spaces by smoke resisting partitions and lauqdry roon} door even when driers
doors. Doors are self-closing and non-rated or are 1n operation.
field-applied protective plates that do not exceed 2. All doors on door closures should
48 inches from the bottom of the door are have a tight closure when shut.
permitted.  19.3.2.1 3. Maintenance will monitor and
adjust self closing doors for a tight
closure even with drafts.
Professionals will be consulted as
This STANDARD is not met as evidenced by: needed.
1) The facility failed to separate hazardous areas 4. The Safety Director will check
from other spaces with self-closing doors. selfelosing doos f51 @l in th
Observation determined the air balancing 0s1ng coors 1or ¢ Osurf: e
between the Laundry Room and the corridor presence of drafts after repair and
when the dryers were in operation would not allow quarterly x 2.
the double doors to self-close and latch into the
frame. This is a repeat deficiency from the
previous LSC survey.
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K 029 Continued From page 1
Pag K029 k029 (cont) 2081
2) The facility failed to separate hazardous areas 1. Maintenance will repair ceiling in l’l"” A
from other spaces with smoke resistive boiler room and unit 2 soiled utility
partitions. room.
oh ond ned: 2. Maintenance will audit entire
servation determined; facility for holes in ceilings barrier.
a) The membrane ceiling of the Boiler Room had 3. Cel!mg areas will be repaued
a hole that was not sealed with smoke resistive when discovered.
material. 4. The Environmental Services
Director will audit for ceilin
b) The membrane ceiling of the Unit 2 Soiled enetrations quarterly x 2 g
Utility Room had a hole that was not sealed with P q yx 2.
smoke resistive material.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062
ssD| o K062 228710
Continuously mainiained i reibie operating L. _Viking Sprinkler will install fabn |#
condition and are inspected and tested SP er hea:d in the mamtcn?nce
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA shop to provide coverage behind the
25,9.7.5 furnace. .
2. The Safety Director will audit the
facility for any other areas of
. . . inadequate coverage.
This STANDARD is not met as evidenced by: 1na . ) .
The facility failed to ensure all areas were 3. Sprinkler heads will be added if
protected by the automatic fire sprinkler system. any areas are detected.
ob g od th ona th , 4. Environmental Services Director
servation determined the area along the wes i s of i
wall behind the furnace and metal cabinet of the Z\gveilegl;azeas of;llll;adequate
Maintenance Shop was not protected. g montns.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147
=D
Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2
This STANDARD is not met as evidenced by:
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Contmu.e'd Fr9m page 2 . o K147 K147 m
The facility failed to assure the electrical wiring is 1. An electrici i1l repl th "m
maintained in accordance with NFPA 70, National ;. (up elecinician wil replace the 11
Electrical Code. 7 GFCI outlet in the Libby’s bathroom.
2. Maintenance will make a list of
Observation determined a GFCI electrical outlet all GFCI outlets and check all GFCI
in the Rest Room of Libby's Lounge did not trip outlets to trip when tested prior to
when tested. . . . . . . .
electrician visit. Electrician will
replace any other malfunctioning
outlets
3. Maintenance audit GFCI outlets
quarterly.
4. The Safety Director will monitor
for completion of the audit quarterly
x 2.
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