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This survey used the 2000 edition of NFPA 101,
Life Safety Code, Chapter 19 Existing Health
Care Occupancies in compliance with 42 CFR
483.70(a).
The facility i1s located in a one-story building of
Type Il (000) construction on a concrete slab. The
facility is protected throughout by a wet automatic
sprinkler system designed to meet the
requirements of NFPA 13, Standard for
Installation of Sprinkler Systems. POCK I3
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The facility failed to assure maintenance and J ; hf:_i_ i _u" b kb JE.;‘ A t 4T
testing of emergency lighting. Review of records o Y S
indicated the last annual 1 %-hour test of the Facity Admnisratoe will e futre schoduled inpection s and oo e
battery-powered lighting located in the Boiler coepetion of e et
Room (above the generator) was done in June, '
2009. .
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2) Transfer switches must be subjected to a
maintenance program including connections,
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