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E 000 Initial Comments E 000

 A recertification survey conducted on 05/14/2024 
found Minot Health and Rehab, LLC 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 two-story building of 
Type II (000) construction. The building had no 
basement. The building was protected by a 
wet/dry automatic sprinkler system designed to 
meet the requirements of NFPA 13, Standard for 
Installation of Sprinkler Systems.

Note:

At the time of this survey no residents occupied 
the lower level of the facility.

 

K 712 Fire Drills
CFR(s): NFPA 101

Fire Drills 
Fire drills include the transmission of a fire alarm 
signal and simulation of emergency fire 
conditions. Fire drills are held at expected and 
unexpected times under varying conditions, at 
least quarterly on each shift. The staff is familiar 
with procedures and is aware that drills are part 
of established routine.  Where drills are 
conducted between 9:00 PM and 6:00 AM, a 
coded announcement may be used instead of 
audible alarms. 
19.7.1.4 through 19.7.1.7
This REQUIREMENT  is not met as evidenced 
by:

K 712 5/31/24
SS=D

 The facility failed to conduct fire drills as  This Plan of Correction is submitted 
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K 712 Continued From page 1 K 712
required.

Fire drill records review determined no fire drill 
was conducted on the PM Shift during the third 
quarter in the past year.

Failure to conduct fire drills as required increases 
the risk of death or injury due to fire.

The deficiency affected one (1) of twelve (12) 
drills in the past year.

solely as required under Federal and 
State regulations and statutes applicable 
to long term care providers. The 
submission of the plan does not constitute 
an agreement by the facility that the 
allegations of noncompliance or 
conclusions are accurate, that the 
allegations constitute noncompliance, or 
that the scope or severity regarding any 
of the deficiencies cited are correctly 
applied. The submission of this required 
Plan of Correction does not constitute an 
admission or acknowledgement of 
noncompliance or liability on the part of 
the facility, and any such noncompliance 
or liability is hereby specifically denied. 
 
The facility failed to conduct fire drills as 
required.  Fire drill records review 
determined no fire drill was conducted on 
the PM shift during the third quarter in the 
past year.  

To ensure that NFPA 101 Fire Drills 
standard is met the following corrections 
will be made: 

1. The executive director educated the 
maintenance director on the fire drill 
requirements per NFPA 101 Fire Drill 
standards on 5/15/2024.  

2. All areas of the facility have the 
potential to be affected by the same 
practice.

3. The executive director and 
maintenance director will review the fire 
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K 712 Continued From page 2 K 712
drill plan to ensure fire drill requirements 
are met and fire drill policy will be updated 
if required.

4. The executive director or designee 
will perform audits to ensure all fire drills 
have been conducted in a timely manner, 
monthly for 3 months and quarterly for 2 
quarters. If concerns are identified, 
immediate corrective action will be 
implemented.  The executive director, 
maintenance director or designee will 
report audits, findings, and action taken 
monthly and quarterly to QAPI at each 
scheduled meeting.
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