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K 000 | INITIAL COMMENTS | Koo

Requiraments for Long Term Gare Faoilities
Saction 42 CFR 483,70 (a) excapt as ctherwise
provided in the section, the faclity mrust mest the
appiicable provisfons of the 2000 edition of the |
Life Safety Code, Exigting Health Care, of the
National Fire Protecton Association.

The facility was a fully sprinkied single story
. bullding of Type V {111} congtruction with a
basement which wes bullt in 1964, 1286 and
1986, The building was etquipped with a ; . oy
supervised automatic wet sprinkler systern and | Amie Holt Care Center will ensure
addragsable fire alarm system shared with the | that temporary eleotrical adﬂPt_ﬂIS do
altached hospital, The facility had s gapacity of 50 | not replace permanent fixed Wwiring)
certified Medicaid bats with 2 census of 42,
}; 3‘!:; NFPA 101 LIFE SAFETY CODE STANDARD K 147 Removing the extension cord forgthe
Elestrical wiing and equipment is in accordance telephone in room #305. Removiing
‘ with MFPA 70, Mational Elactricat Code. 810 the extension cord for the Christinas
' ‘ tree in the main dining room.
This STANDARD it not met as evidenced by: Staff will be educated om not uging
fga&edfa‘rtr zbtgervation E@md $laff intFwiew, lthe extension cords in the facility. The
CHty railed to ensure temporary electrical wiring | ; ; ;
did not replace permanent fixed wiring in 2 of 4 [:iON .Wﬂ]‘ be responsible for this
smeke compartments. Tha findings were: education.
Observation of the electrical systerm on 12/18/12 | The Maintenance Manager will: be
| between 130 PM and 2:30 PM showed extansion ' ‘ : ' el
cords were used In the fallowing areas: | responsible for the aforementioned
1) The telephone in residant room #3085 ' achions.
2) The Chiistmas tree in the main dining room
Gol 0 i ey e ameanes workor 1| . Jhe Safety Chairporson will | bo
extension cords bad not been roticed and ,' ' responsible for comp hifmce duringthe
 removed during the monthly safety inspection. | | quarterly safety inspections. 01/10/13
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other gafaguarﬂs provide suffleient protection fo the patiehts, (Sew insiructions.} Except for nurging homes, the fidlngs stated abova sre disclosuble 50 days
following the dete of Survey whether or net & jslan of carraction Is provided, For rrging homas, the Above findingk snd plans of sorrection are disclosabie 1%
Aays following the date these documents ae tade avaiable to the faility. 1 defisiancies ara dited, an appeoved plan of corection is ragulsite Lo contin e

rhnt paiticipation.
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K 000 INITIAL COMMENTS K 000
Requiraments for Long Term Cate Faciiities
Bection 42 CFR 483.70 {a) except as otherwise
provided in the sectior, the facility must meet the
applicable provisions of the 2000 edition of the
Life Safely Cude, Existing Mealth Cate, of the
Natiomal Fire Protection Association,

The facility was a fully sprinkled single story
bullding of Type V¥ (111) construction with a
hasarmegnt which was built in 1964, 1986 and
1996, The building was equippad with a : . |
supervised automatic wet sprinkler systern and Amie Holt Care Center will ensure
addressgable fire alarm syslem shared with the that temporary electrical ada]l;)i:_ers do
attachied haspital. The facility had & capacity of 50 not replace permanent fixed wiring

| certified Medicaid beds with 2 census of 42 _

};;f; NFPA 107 LIFE SAFETY CODE STANDARD K 147 Removing the extension cord for the
Blectrical wiring and equipment is in eccordance telephone in room #305. Removing
with NFPA 70, National Electrical Code. 9.1.2 the extension ecord for the Chrlstﬁnas

tree in the main dining room.
This STANDARD is not met 46 evidenaed by: Staff will be educated on not uging
Ba;s;dfon observation.and staff intiervi&w. the i extension cords in the facility. The
facility faflad to ensure temporary electrical wiring ! : : :
did not replace permanant fixed wiring in 2 of 4 i %ON .w111 be responsible for this
smoke compartrments. The findings were: education.
Gbsewatiog of the electrical system on 12/18/12 | ' The Mainfenance Manager will | be
: between 1:30 PM and 2,30 PM showed extension ; : : ;i
cards were usad in the following aress: res?cnns:ble for the aforemﬂntlo:;ned
1) The telephone in tesident ropm #3085 . actions, 2
2} The Christmas tree in the main dining room ]
iﬂuﬂjﬂﬁm ?;1:11 i’% F‘m mmt:rgangfa w%rker #1 . The Safety Chairperson will | be
explain why the 3 entiong : : :
extansion corls had not basn noticed] and responsible folr 90mp11:?nce durmg the
i removed during the monthly safely inspeetion. | quarterly safety inspections. 01/19/13
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