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A Life Safety Code survey was conducted by
Healthcare Licensing and Surveys on October 10,
2018.

Requirements for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facility must meet the
applicable provisions of the 2012 Edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association.

The facility was a fully sprinklered, three-story
building with a basement of Type |l (222), and
Type Il (111) construction built in 1966 and 1972.
The building was equipped with a supervised
automnatic wet sprinkler system, and an
addressable fire alarm system. The facility had a
capacity of 146 certified Medicare and Medicaid
beds with a census of 118 residents.

Based upon the findings of the survey team, it
was determined that the facility was in
compliance with all regulations surveyed.
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An Emergency Preparedness survey was
conducted by Healthcare Licensing and Surveys
on October 10, 2018.
Based upon the findings of the survey team, it
was determined the facility was in compliance
with all requirements.
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