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 Construction Type:  V(III)

Number of stories: One Story

Building description:  The facility is a one-story 

building of wood frame construction with concrete 

floors, and is separated from the addition by a 

1-hour fire barrier.

Sprinkler Status:  The building is fully sprinklered 

with NFPA #13 systems supplied by municipal 

water.

An unannounced standard recertification Life 

Safety Code survey was conducted 04-22-24 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 is not in compliance with 

the Requirements for Participation Medicare and 

Medicaid. 

 The findings that follow demonstrate 

non-compliance with Title 42 Code of 

Regulations, 483.70(a) et seq (Life Safety from 

Fire.)

On 5/20/24 a paper revisit was conducted, and 

the Facility was found to be in compliance with

the Requirements for Participation for Medicare 

and Medicaid, demonstrate compliance with title. 

42 Code of Regulations, Part 483.90 (a) 

et.seq(Life Safety from Fire)
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