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K 000 | INITIAL COMMENTS . K 000
| This survey used the 2000 edition of NFPA 101, | i
' 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 i
 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. | |
| | |
ngfg | NFPA 101 LIFE SAFETY CODE STANDARD | K 062 K062 1124011
| Required automatic sprinkler systems are | ‘ 1. Maintenance will perform quarterly |
continuously maintained in reliable operating | g tests and maintenance of the .
| condition and are inspected and tested | inkl X '
periodically.  19.7.6, 4.6.12, NFPA 13 NFPA | | SRFnkier system,
; 25,975 5 2. The sprinkler system was affected.

3. Maintenance will schedule checks |
quarterly on a preventative

| |

' This STANDARD is not met as evidenced by: | maintenance card. A form will be

| The facility failed to ensure the automatic
 sprinkler system was continuously maintained in

used to document the results of the |

' a reliable operating condition as required by inspection and test each quarter. |
| NFPA 25, Standard for the Inspection, Testing 4. The QA Coordinator will monitor |
| ' and Maintenance of Water-based Fire Protection | 3

' Systems. that the inspections and tests have

. been completed on schedule for the |

Sprinkier record review determined the facility next quarter. Findings will be

failed to conduct quarterly tests and maintenance ; ) -

of the sprinkler system. reported to the QA Committee. 5

K 144  NFPA 101 LIFE SAFETY CODE STANDARD K144 5. Completion Date 11/24/11.

SS=F | -
Generators are inspected weekly and exercised :

| under load for 30 minutes per month in : .

| accordance with NFPA 99. 3.4.4.1. '
| |

LABORATORY DIR R'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deﬁc‘.lency(?!{ement ending with an asterisk (*) denotes a deficiency which the |hst1tutlon may be excused from correcting providing it is determined that
other safeguards provide sufficient 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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K 144! Continued From page 1 | K 144 »
| | K144 1124/11
i 1. Maintenance will perform weekly
: ‘ inspection of the emergency ]
generator. 1
| 2. The emergency generator was
affected.
3. Maintenance will schedule checks
This STANDARD is not met as evidenced by week]v ona preventative
The facility failed to inspect the emergency int rd. A form will be
generator on a weekly basis. marintenance card.
used to document the results of the
. Review of generator test records indicated that checks each week.
! weekly inspections were not being documented. . , .
} 4. The QA Coordinator will monitor
i that the inspections and tests have
been completed on schedule at one
month and at 3 months. Findings will
be reported to the QA Committee.
5. Completion Date 11/24/11.

FORM CMS-2567(02-99) Previous Versions Obsolete Event iD: TRZK21

Facility ID: ND149 If continuation sheet Page 2 of 2



