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 Description of structure: Protected Wood Frame 
with Brick Veneer, Construction Type V(111)
Sprinkler status: Fully Sprinklered (NFPA 13 
system)

An unannounced routine Life Safety Code survey 
was conducted 11-07-2024 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 facility was 
not in compliance with the Requirements for 
Participation Medicare and Medicaid.

No deficiencies were observed.
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