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INITIAL COMMENTS

On 08/16/2023, Surveyor conducted a complaint
investigation and standard survey at Connie
Home LLC.

Complaint was unsubstantiated.
One deficiency was identified.

Census 4

88.05(4)(b)2 SMOKE DETECTORS-TESTING
AND MAINTENANCE

The licensee shall maintain each
required smoke detector in working
condition and test each smoke detector
monthly to make sure that it is
operating. If a unitis found to be

not operating, the licensee shall
immediately replace the battery or
have the unit repaired or replaced.

This Rule is not met as evidenced by:
Based on record review and interview the
provider did not test each smoke detector
monthly to ensure it was operating.

Findings include:

On 08/16/2023, Surveyor reviewed the facility's
life safety binder. Surveyor noted there were no
smoke detector tests documented.

On 08/16/2023 at approximately 1:40 PM,
Surveyor interviewed Licensee A. Licensee A
stated s/he did not have monthly smoke detector
tests. Licensee A stated s/he had bought the 10
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year smoke detectors and did not realize it was a

requirement to do monthly checks. Licnesee A

stated s/he would start doing the monthly checks.
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