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K 000 INITIAL COMMENTS | Koo0 ,

Surveyor: 36033
Desctiption of structure: 1 Story li(111) |
Sprinkler status: Fully Sprinklered

An unannounced Life Safety Code survey was
conducted 10/03/2018 in accordance with 42 | '
Code of Federal Regulation, Part 483:

Requirements for Long Term Care Facilitles. The |
facility was surveyed for compliance using the

LSC 2012 Existing regulations.The facllity was

not in compliance with the Requirements for

Particlpation Medicare and Medicald.

K 300 Protection - Other K 300
S$S=D| CFR(s): NFPA 101

Protecilon - Other

List In the REMARKS section any LSC Section

18.3 and 19.3 Protectlon requirements that are

not addressed by the provided K-tags, but are

deficient. This information, along with the 1. Repairs to the wail penetrations will be completed
by a licensed fire stop contractor.

applicable Life Safety Code or NFPA standard C
citation, should be included on Form CMS-2567. | 2. All areas in HC will be reviewed to ensure there are
no penetrations to fire walls.

3. Above ceiling permlis will be included In vendor
[ agreements for all above celling work. All team
members will be educated on use of proper repalr

This REQUIREMENT is not met as evidenced products when above ceiling work is required.
by: 4. Bullding and Grounds team will conduct quarterly
Surveyor: 36033 ] . monitoring of fire walls/ceilings and Inspect work
Based upon obsel_'vatrons & discussicns there prior to departure of each vendor. Any

are open penetrations above the Fire Doors in the discrepancies will be brought to the QAPI
Corridors which will aflow the passage of smoke committee for further evaluation and

& flames from one smoke compartment to recommendation

another. 5. 11/15/2018

Findings Include on 10/03/2018 accompanied by
the Director of Faclliitles, the following item was
noted: Observed open penetrations In the fire |
walls/ rated cellings in the following locations:

LABORATORY DIRECTOR'S OR PROVI

*'S SIGNATURE TITLE {XB) DATE

H bin Sevices Aduiiskats lblﬂ |1?

notes a doﬁc-incy which the instfutlon may be excused from correcting providing It is determined that
instructions.) Except for nursing homes, the findings stated above are disclosabls 20 days
the above findings and plans of correction are disclosable 14
ted, an approved plan of correction is requislte to continued

Any deficfency statement ending with an asterlsk (*) 4
other safeguards provide sufficlent protection 1o the patients. (See
following the date of survey whether or not a plan of correction Is provided. For nursing homes,
days following the date these documents are made avalabls to the facility. If deficiencles are ¢i

program pearticipation.
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K300 Continued From page 1 | K300
Penetratlons to the fire wall in 3 places near the
health care entrance ' '
Penetrations to the fire wall near room 13, wires
resting on the sprinkier pipe in this location .
The Director of Facllities and Administrator
confirmed these findings.
K 345 Fire Alarm System - Testing and Maintenance K 345
S§S=D CFR(s): NFPA 101

Flre Alarm System - Testing and Malntenance
Afire alarm system is tested and maintalned in
accordance with an approved program complying |
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system '
acceptance, maintenance and testing are readily
available,

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

This REQUIREMENT is not met as evidenced

by:

Surveyor: 36033

Based upon observations, interviews &
discussions the Fire Alarm System records
indicate all of the Flre Alarm and assoclated
anclllary equipment attached to it are not being
properly tested annually.

Findings Include that between the hours of 1 pm
and 4 pm on 10/03/2018 accompanled by the
Facllties Maintenance Director & his staff, the |
following item was noted: The review of the Flre
Alarm Malntenance report indicated that afl of the
.components of the Fire Alarm System's annual
test has not been performed within the last 12
months. The Facilities Malntenance Director |
canfimed these findings.

The above observations were witnessed by the '
Facllities Malntenance Director.

1. The fire alarm testing was scheduled with
Ambassador and will be completed by 10/12/2018.

2. The testing will be piaced on an annual schedule
with the vendor beglnning this year for all
subsequent years to ensure annual testing occurs
routinely 30 days prior to the actual due date.

3, The Building and Grounds team will be educated to
include routine 2larm testing on the maintenance
schedule of the electronic work order tracking

[ system.

4. The Bullding and Grounds director will monitor to
ensure that testing is done In compllance with
malntenance and regulatory schedules. Any
discrepancies will be brought to the QAP!
committee for further evaluation and
recommendation

5. 11/15/2018
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