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E 000 Initial Comments E 000

 A recertification survey conducted on 08/01/2023 
found Parkside Lutheran Home 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 V (111) construction protected with a wet 
and dry automatic sprinkler system designed to 
meet the requirements of NFPA 13, Standard for 
Installation of Sprinkler Systems. A two-hour fire 
rated barrier separates a non-sprinklered garage 
attached to the south side of the facility.

 

K 324 Cooking Facilities
CFR(s): NFPA 101

Cooking Facilities
Cooking equipment is protected in accordance 
with NFPA 96, Standard for Ventilation Control 
and Fire Protection of Commercial Cooking 
Operations, unless: 
* residential cooking equipment (i.e., small 
appliances such as microwaves, hot plates, 
toasters) are used for food warming or limited 
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke 
compartments with 30 or fewer patients comply 
with the conditions under 18.3.2.5.3, 19.3.2.5.3, 
or
* cooking facilities in smoke compartments with 
30 or fewer patients comply with conditions under 
18.3.2.5.4, 19.3.2.5.4.
Cooking facilities protected according to NFPA 96 
per 9.2.3 are not required to be enclosed as 
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K 324 Continued From page 1 K 324
hazardous areas, but shall not be open to the 
corridor. 
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through 
19.3.2.5.5, 9.2.3, TIA 12-2

This REQUIREMENT  is not met as evidenced 
by:
 Commercial cooking equipment shall be in 
accordance with NFPA 96, Standard for 
Ventilation Control and Fire Protection of 
Commercial Cooking Operations. Maintenance of 
the fire-extinguishing systems and listed exhaust 
hoods containing a constant or fire-activated 
water system that is listed to extinguish a fire in 
the grease removal devices, hood exhaust 
plenums, and exhaust ducts shall be made by 
properly trained, qualified, and certified person(s) 
acceptable to the authority having jurisdiction at 
least every 6 months.  19.3.2.5.1, 9.2.3, NFPA 96 
11.2.1.

The facility failed to test and service the 
fire-extinguishing system serving the Kitchen 
exhaust hood in accordance with NFPA 96.

Record review determined the fire-extinguishing 
system serving the Kitchen exhaust hood was 
last inspected and serviced on 08/22/2022 by an 
outside company, exceeding the required 6 
months testing requirement.

Failure to inspect and service the 
fire-extinguishing system for the Kitchen exhaust 
hood at required intervals increases the risk of 
injury or death due to fire.

 The Fire extinguishing system serving 
the kitchen exhaust hood was inspected 
and serviced by an outside qualified 
contractor on 8/3/2023.

This is the facilities sole kitchen/ exhaust 
hood hence the only location affected by 
this deficient practice. 

Semi-annual Kitchen hood inspections/ 
servicing was added to the annual 
Maintenance Directors Calendar of 
required inspections. 

The director of Maintenance shall verify 
completion of all required inspections and 
report to the QA committee quarterly the 
results of said inspections either 
completed or upcoming with dates of 
service
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This deficiency affected one (1) of two (2) 
required inspections of the Kitchen exhaust hood 
fire-extinguishing system in the past year.
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