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Initial Comments

From 05/20/2024 to 05/21/2024, Surveyor
conducted an abbreviated survey at Our House
Lodi Assisted Care, a CBRF in Lodi.

One deficiency was identified.

Census: 14

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:

Based on record review and interview, the
provider did not ensure a fire inspection was
completed annually by the local fire authority or
certified fire inspector. The provider had not had a
fire inspection completed since 2022.

Findings include:

On 05/20/2024 at approximately 11:00 a.m.,
Surveyor reviewed the provider's environmental
records. Surveyor was unable to locate
documentation of a fire inspection completed in
the past year.

On 05/20/2024 at approximately 11:30 a.m.,
Surveyor interviewed Administrator A.
Administrator A stated s/he was unable to recall
the local fire authority conducting a fire inspection
since s/he became administrator in 2023, but
stated s/he would follow up with the local fire
department.
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On 05/31/2024 at approximately 12:30 p.m.,

Administrator A followed up with Surveyor.

Administrator A stated s/he followed up with the

local fire authority and learned a fire inspection

had not been completed since 05/10/2022.

Administrator A stated s/he requested the fire

department complete a fire inspection as soon as

possible but was still waiting for the inspection to

be scheduled.
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