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 M 000 INITIAL COMMENTS  M 000

On 10/18/2024, Surveyor conducted a standard 
survey and 1 complaint investigation.
One deficient practice was  identified.
One complaint was unsubstantiated.

Census: 3

 

 M 290 88.05(3)(e)2.b INSPECTIONS-GAS FURNACE

A gas furnace shall be inspected and  
serviced every 3 years by a heating  
contractor or local utility company.

This Rule  is not met as evidenced by:

 M 290

Based on record review and interview, the 
provider did not have the gas furnace inspected 
and serviced every 3 years by a heating 
contractor or local utility company for 1 of 1 
furnace in the facility. The furnace was due to be 
inspected approximately 20 months prior to the 
survey.

Findings include:

On 10/18/2024, Surveyor reviewed the most 
recent furnace inspection, dated 01/28/2020. The 
furnace was due to be inspected 01/28/2023.

On 10/18/2024, at 11:00 AM, Surveyor 
interviewed Licensee A regarding safety records. 
Licensee A confirmed the furnace inspection had 
not been done. Licensee A confirmed they had 
overlooked this requirement.
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