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 Description of structure: One Story, Type II (000)
Sprinkler status: Fully Sprinklered, NFPA 13

A paper revisit to a recertification Life Safety 
Code survey was conducted on 02-05-2025 of an 
initial survey conducted 01-20-25 in accordance 
with 42 Code of Federal Regulation, Part 
483:90(a) Requirements for Long Term Care 
Facilities.  The facility was surveyed for 
compliance using the LSC 2012 EXISTING 
regulations.  
The findings that follow demonstrate compliance 
with Title 42 Code of Regulations, 483.90(a) et 
seq (Life Safety from Fire.)
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