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 N 000 Initial Comments  N 000

On 02/16/2024, Surveyor conducted a complaint 
investigation and a standard licensure survey. 

Data for this survey was received and reviewed 
through 02/20/2024.

The complaint was unsubstantiated. 

One deficiency identified. 

Census: 8

 

 N 394 83.35(5)(b) Annual evaluation of evacuation limits

Evaluation update.  The CBRF shall evaluate 
each resident ' s mental or physical capability to 
respond to a fire alarm at least annually or when 
there is a change in the resident ' s mental or 
physical capability to respond to a fire alarm.

This Rule  is not met as evidenced by:

 N 394

Based on record review and interview, Resident 1 
was not evaluated on his/her mental or physical 
capability to respond to a fire alarm at least 
annually.

Findings include:

On 02/16/2024 at approximately 11:50 AM, 
Surveyor reviewed Resident 1's file. Surveyor 
reviewed Resident 1's annual evacuation 
assessment. The evacuation assessment was 
dated 12/02/2022.

On 02/16/2024 at approximately 12:05 PM, 
Surveyor shared findings with Administrator A. 
Surveyor asked Administrator A if there was 
evidence of a 2023 evaluation of evacuation limits 
for Resident 1. Administrator looked in the file 
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 N 394Continued From page 1 N 394

and did not locate a 2023 evaluation for Resident 
1. Administrator A stated, "I think you got me on 
that one."
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