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{N 000} Initial Comments {N 000}

On 05/22/2025, Surveyor concluded a standard 
survey, verification visit and two complaint 
investigations. 

As a result, 1 deficient practice was identified.

Two complaints were unsubstantiated. 

Census: 4

 

 N 530 83.47(3) Fire inspection.

Fire inspection. The CBRF shall arrange for an 
annual inspection by the local fire authority or 
certified fire inspector and shall retain fire 
inspection reports for 2 years.

This Rule  is not met as evidenced by:

 N 530

Based on record review and interview, the 
provider did not arrange for an annual inspection 
by the local fire authority or certified fire inspector 
and retain the report for 1 of 2 years reviewed 
(2024).

Findings include: 

This facility is licensed to care for 6 residents in 
the client groups of: physically disabled, 
developmentally disabled, and/or public funding.

On 05/21/2025, Surveyor reviewed facility safety 
records on site. Surveyor was unable to locate 
the local fire authority inspection for 2023 and 
2024. 

On 05/21/2025, at 2:30 p.m., Surveyor gave 
Client Service Manager (CSM) D and Area 
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Director of Operations (ADO) C until 05/22/2025, 
at 2:30 p.m., to provide documentation.

On 05/22/2025 at 2:45 p.m., Surveyor evaluated 
the safety reports at facility. Surveyor evaluated 
documentation for 1 of 2 fire inspections required. 
The last fire inspection for the facility was dated 
05/09/2023. Surveyor did not find evidence that 
the 2024 fire inspection was completed. 

On 05/22/2025 at 9:00 a.m., Surveyor reviewed 
the provider's department file, and no waivers for 
fire inspections were filed.

On 05/22/2025, at 8:44 p.m., Surveyor received 
an email with the subject fire inspection from 
ADO C, who indicated the fire inspection was not 
conducted in 2024. ADO C stated, "After 
reviewing our invoices, it was noted that we do 
not have one for 2024.  We will have this 
scheduled to be completed immediately."
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