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K 000| INITIAL COMMENTS | K 000 ,
. The statements made on this plan of

correction are not an admission to and
do not constitute an agreement with the
alleged deficiencies hergin

Description of Structure: This is a 1 story, fully
sprinklered building of protected construction.

Construction Type: V(lil) To remain in compliance with all
federal and state regulations, the

Sprinkler status: Fully Sprinklered, NFPA 13 center has taken or will take the actions

System, Quick Response Heads. : sel forth in the following plan of

correction. The following plan of |
correclion constitutes the center's

allegation of compliance. All alleged
deficiencies cited have been or will be
corrected by the date or dates

indicated.

An unannounced recerification Life Safety Code |
survey was conducted 05/10/2018 in accordance

with 42 Code of Federal Regutalicn, Part 483 | ‘
Requirements for Long Term Care Facilities. The |

facility was surveyed for compliance using the |

LSC 2012 Existing regulations. The facility was '

not in compliance with the Requirements for ‘
Participation Medicare and Medicaid.

]
I
| . .
The findings that follow demonstrate | | 1. Maintenance Director
nan-compliance with Title 42 Code of | removed cables off of
|
|
|
|

Regulations, 483.70(a) et seq (Life Safety from I Sprinkler piping deficient 100
Fire.) areas and also checked the
K 353[ Sprinkler System - Maintenance and Testing K 353 other corridors as well on 5-
§S=Fj CFR(s): NFPA 101 i 17-18.
| 2. Maintenance Director
Sprinkler System - Maintenance and Testing IDesignee will monitor
Automalic sprinkier and standpipe systems are electrical coniraclors and
inspected, tested, and maintained in accordance perform Quarterly
with NFPA 25, Standard for the Inspection, Inspections to ensure
Testing, and Maintaining of Water-based Fire Compliance
Protection Systems. Records of system design, . P ) .
maintenance, inspection and testing are 3. Sp(lnkler Conlractor_wull be
maintained in a secure location and readily notified to check during
available. Quarterly Inspections and
a) Date sprinkler system last checked report any finding to
Maintenance Direclor.
b) Who provided system test 4. QA Safety Commitiee to be
notified of any found to be
¢} Water system supply source repaired at time of findings.
Provide in REMARKS information an coverage | , 5. Date of Correction 5-17-18.
for any non-required or partial automatic sprinkler i
system. it

ORY DIR TGRWS PP|4ER REPRESENTATIVE'S SIGNATURE . . (Xﬁ) DATE
/777(}/! a I (A //p(ﬂ/m/lm W 372’3/7/0}8

A y ef caency slalement ending with an asterisk (*) denotes a deficiency which the Institution may be excused from comecling providing it is determined lh
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings staled above are disclosable 50 days
following the date of survey whether or not a plan of comrection is provided. For nursing homes, the abave findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are ciled, an approved plan of correction I8 requisite to continued
program parlicipation. ’
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9.7.5,9.7.7, 9.7.8, and NFPA 25

This REQUIREMENT is not met as evidenced
by:

Based upon observations and interviews the
facility failed to test and maintain the building fire
sprinkler system. This has the ability to affect all
occupants of the building.

The findings include:

On 05/10/2018 at approximately 2:57 PM it was
observed that network cable and other wiring
were resting on the CPVC fire sprinkler piping
above the drop-in ceiling near patient room 120
and the 100 corridor smoke barrier doors.

The Facility Maintenance Director and
Administrator witnessed this evidence by
interview and observation on 05/10/2018 at
approximately 4:00 PM during the exit interview.
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