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Initial Comments

On 09/06/2023, Surveyor completed a standard
survey at Stoneridge. As a result, 1 deficiency
was identified.

Census: 0

83.48(1)(b) Smoke and heat detectors per NFPA
72.

Smoke and heat detectors shall be installed and
maintained in accordance with NFPA 72 National
Fire Alarm Code and the manufacturer ' s
recommendation. Smoke detectors powered by
the CBRF ' s electrical system shall be tested by
CBREF personnel according to manufacturer ' s
recommendation, but not less than once every
other month. CBRFs shall maintain
documentation of tests and maintenance of the
detection system.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure smoke detectors were
tested at least every other month.

Findings include:

On 09/06/2023, at 3:15 PM, Surveyor requested
the provider's documentation of bi-monthly smoke
detector testing for the facility.

On 09/06/2023, at 5:05 PM, Licensee A reported
the facility did not conduct every other month
smoke detector testing. Licensee A reported the
facility had not admitted any residents since initial
licensing.

On 09/07/2023, at 12:35 PM, Surveyor
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interviewed Licensee A. Licensee A reported s/he
was aware of the code; however, due to staffing
shortage and no residents residing in the home,
s/he had not been able to test the smoke
detectors. Licensee A reported s/he would ensure
the smoke detectors were tested as required.
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