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 Description of structure: The facility is single 

story building with a below ground level basement 

and a construction type of II(111)

Sprinkler status: Fully Sprinklered

An unannounced Life Safety Code follow-up 

survey to the standard survey conducted on 27 

Mar 2017 was conducted on 9 May 2017, in 

accordance with 42 Code of Federal Regulation, 

Part 483: Requirements for Long Term Care 

Facilities.  The facility was surveyed for 

compliance using the LSC 2012 Existing 

regulations.  The facility was in compliance with 

the Requirements for Participation in Medicare 

and Medicaid. 

The findings that follow demonstrate compliance 

with Title 42 Code of Regulations, 

483.70(a) et seq (Life Safety from Fire.)
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete OL2522Event ID: Facility ID: VA0083 If continuation sheet Page  1 of 1


