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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 findings that follow demonstrate | .
' noncompliance with these standards. ‘ . ‘

|
' The facility is located in a one-story building of

Type V (000) construction with a wet automatic

sprinkler system designed to meet the
| requirements of NFPA 13, Standard for
| Installation of Sprinkler Systems. | . ‘
K 130 NFPA 101 MISCELLANEOUS ‘ K130 1) Removed power strips from ‘

|

SS=E | resident’s rooms 408, 419, 522, and in
| OTHER LSC DEFICIENCY NOT ON 2786 Physica] Therapy room. Replaced ‘
' - power strips with Four-In-One
‘ receptacles. w
' This STANDARD is not met as evidenced by: | 2) Environmental Services checked each
When electrical hazards are identified, measures - resident’s room to have a listing
to abate such conditions shall be taken. identifying any other deficient practices. |
| Identified hazardous electrical conditions must be Environmental Services also checked the |
' corrected and comply with NFPA 70, National ‘ entire facility including Physical Therapy.
Electrical Code. The facily failed to provide w gy By
igﬁgg::ilsw:rlng in compliance with these \ 3) Environmental Services has been
‘ ' educated on 2-15-13.
Observation determined power strips were in use . . . .
' for appliances other than computer or ; 4) Environmental Services will monitor .
| entertainment equipment in Resident Rooms | \ weekly x 2, monthly x 3, quarterly x 1,
#408, #419, and #522, and in the physical therapy ‘ and then prn. 3/15/13
office. |
| | |
+ .
LABORATQRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

BM,(&W Ahonn prfrafoa A/ -1/ | R

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution 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.

FORM CMS-2567(02-99) Prewous Versions Obsolete Event ID: V7W421 Facility ID: ND163 If continuation sheet Page 1 of 1




