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E 000 Initial Comments E 000
A recertification survey conducted on 03/19/2024
found Wishek Living Center in compliance with
the requirements of 483.73 Long-Term Care
Facilities Emergency Preparedness.
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WISHEK LIVING CENTER

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 facility was located in a one-story building of
Type Il (000) construction with a partial
basement. The building had a wet automatic
sprinkler system designed to meet the
requirements of NFPA 13, Standard for the
Installation of Sprinkler Systems. An occupancy
separation wall having a two-hour fire resistance
rating separated the adjacent apartments from
the nursing facility.

Note:

Observation and records review determined the
facility to be in compliance with the minimum
requirements of the 2012 Life Safety Code and
NFPA 99, Health Care Facilities Code.
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