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Requiraments for Long Term Nuraing Homes
Saction 42 CFR 463,70 (a) except as otherwise
provided in the saction, the facllity must mest the
applicable provisiona of the 2012 Edition of the
Life Safety Coda, Exiating Health Care of the
National Fire Protection Association.

The facllity was a fully sprinklered, single story
bullding of Type V (111) Construction built in
1898. The building was equipped with a
supervised, automatic wet sprinkler systam with a
dry branch and an addressable fire alarm syatem
that communicated with the Alzhelmer bullding
(SCU). The facility had a capacity of 75 certified
Medicald beds with a census of 81.

The bullding meets the Life Sefaty Code
standards basad on compliance with all
provisiona.

ﬁmﬁ OR FROVIDERIOUPPLIE REPESE"HWE‘S SIGNATURE () OATE

JL//J/{.J 232

Any deflalancy statsment ending with an aatedak " danulau a daﬂulanuyMo tnst[tullon may ba excused fram corracting providing it Ig deterrnlngd that
other safaguards provide sufficlant prols he-patisnts(Se¥Inetructions.) Excapt for nursing homes, tha findings stated above are disalosable 00 daya

- fdllowing the datfs oF survay w rrection I pfovided. For riursing homes, the above findings and plans of cormifion dre dizalosable 14
days folowing (hp date these mmwbh lo thel faciiky. If deficloncies are ciled, an approved plan of comrection Is requislte Lo eomlnuéd
pragram partiéipgtion.
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