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F 000 INITIAL COMMENTS F 000 7/20/14
Address what corrective action(s) will be
A Recertification Survey was conducted 06/24/14 accomplished for those residents found to have
through 06/26/14 to determing the facility’s . been affected by the deficient practice,
compliance with Federal requirements. The facility
failed to meet minimum requirements for No residents were affected by the deficient
recertification with the highest S/S of an “E”. practice.
. F37
F37l 483.35(i) FOOD PROCURE, .
88= STORE/PREPARE/SERVE - SANITARY Address how the facility will identify other
residents having the potential to be affected by
The facility must — the same deficlent practice, and what
(1) Procure food from sources approved or considered corrective action will be taken,
satisfactory by Federal, State or local authoritics; and
(2) Store, prepare, distribute and serve food under All residents, staff, and visitors have the potential
sanitary conditions. to be affected.
On June 25, 2014 all food items stored in the
dietary department refrigerator and freezer
withoul dales were discarded by the dietary
manager.
On June 25, 2014, immediately following the
abservation of no sanitizer noted on the chemical
This REQUIREMENT is not met as cvidenced by: test strip, the water in the bucket was changed and
tested for appropriate concentration of sanitizing
Based on observalion, interview, and facility policy agent by a dietary employee. A service manager
review, it was determined the facility failed to store, from a commercial supplier of cleaning and
prepare, distribute and serve food under sanitary sanitation products inspected both dietary
conditions. Observations of the kitchen, revealed sanitizing dispensing units on July 3, 2014 and
undated food items stored in the refrigerator and July 17, 2014,
freezer; the range hood vents were noted to have a
coating of dust and debris and a sanitizer bucket had On June 26, 2014 range hood filters were
no evidence of measurable sanitizer in the bucket. removed and cleaned by the dietary manager.
On July 17, 2014 a representative from a hood
Review of the facility’s Census and Condition, dated and duct cleaning company inspected the grease
06/24/14, revealed there were seventy-five (75) exhaust system. On July 20, 2014 the same hood
residents in the facility and ten (10) of those residents and duct cleaning company condueted the
were lube feeders and did not eat food from the monthly cleaning.
kitchen arca, ‘

(X6) DATE

P O 2 Za) XAANAAN 0 A £~ '4._ LA _‘1_ 1 ‘
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused fropn ghrrecting providing i1t is determined that
other safeguards provide sufficient protection to the patients. (See instructions). Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. 1f deficicncies are cited, an approved plan of corection is requisite to continued
program parlicipation
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Address what measures will be put into place,
FiTt Continued From page 1 F 37 or what systemic changes the facility wili make

The findings include:

Review of the facility's, “Frozen Storage Policy”,
dated 08/15/13, reveated all frozen food would be
properly wrapped, dated and labeled.

1. Observation of the freezer and refrigerators on
06/25/14 at 8:45 AM, revealed the following items
undated: one (1) quart of “Specialty Salad”, four (4)
pints of chicken base, one {1) pint of beef base,
fifteen (15) popsicles, four (4) ice cream
“Drumsticks”, one (1) bag of French fries, five (5)
coconut pies, two {2) boxes of sugar cookie dough;
and one (1) applc pic,

Interview with the Dietary Manager on 06/25/14 at
9:00 AM revealed the facility went by the food
vendor's date on the box of food or the stamped “use
by" date to tell the expiration dates of food items.
However, some of the food items had been taken out
of the boxes and some had no “use by” dates marked
on the product. The Dietary Manager stated “they
should have been marked.”

Interview with the Dietician on 06/26/14 at 9:45 AM,
revealed the pies were good for four-hundred and
fwenty-five (425) days when kept in the freezer,
However, there was no box or markings to indicate
what date the products had been placed in the
refrigerator and freezer.

to ensure that the deficient practice does not
recur,

Dietary policy A.4.2 Dry Storage was revised on
7711714 to reflect that all food would be tabeled
with delivery date. Dietary Policy A.4.3
Refrigerated Storage was revised on 7/11/14 to
add the definitions of use by date, expiration date,
sell by date and best by date.

The dietary manager/food service coordinator /
cook will utilize a new form Dating of Food, Dry
Storage and Refrigeration and Freezer Storage
daily for two weeks (start date 07/12/14} | then
three times per week for two weeks, then weekly
thereafter to casure dating of all items.

Dietary Policy A.6.8 Pots and Pans was revised
on 7/11/14 to reflect that the sanitizer in the
potfpan sink will be recorded each time the water
is changed and that the test strip needs to read
200-400 ppm. The Three Compartment Sink Log
was revised for testing of the sanitizer four times
a day with concentration levels of 200400 ppm.
A new Dietary Policy A.6,29 Sanitizing Work
Surfaces was initiated on 7/11/14 to properly
clean and sanitize work surfaces. A Moenitor for
Sanitizing Bottles was implemented 7/11/14.
Sanitizing solution will be checked every four
hours for two weeks beginning 7/11/14, then
twice a day thereafter.

Monthiy cleanings will be managed by a
contracted full-service mechanical maintenance
campany by the 20® of each month pursuant to
Section 1.032 Exhaust Hoods. The dictary
manager/ food service coordinator /fcook will
utilize the Monthly Range Hood Vent Cleaning
form to document cleaning by vendor.

All dietary staff was in-serviced on the above
policies on 7/11/14 by the dietary manager, Any
staff on leave will be in-serviced before receiving
assigninent of duties.
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F3n Continued From page 2 F3n Address how the corrective action(s) will be

montitored to ensure the deficient practice will
not recur, L.e. what quality assurance will be
put into place.

2. Review of the “Emplayee Sanitary Practices”
policy dated 08/25/10 revealed cloths used for
wiping food spilis on food contact surfaces would be

stored in a sanitizing solution between uses during The dietitian will complete a monthly Foodborne
the day. Ilness Risk Factors/Sanitation Audit, which will

. ) . be given to the Superintendent Associate/
Observation of the chemical test strip measure of Director by the 30% of each month. This audit will

sanitizer in the sanitizer bucket, on 06/25/14 at £ 1:50
AM, revealed the sanitizer bucket had no evidence of
sanitizer noted on the chemical test strip.

be reviewed at the quarterly CQI meeting.

Interview with Dietary Aide #1, on 06/25/14 at
11:50 AM, revealed she had fitled the bucket with
the sanitizing agent, and mixed it with water, at
approximmately 6:30 AM. She further stated she had
wiped the counters with the solution *10 minutes
ago”,

Interview with the Dietary Manager, on 06/25/14 at
11:53 AM, reveaied the sanitizer buckets were to be
changed at 6:00 AM, after each use or when the staffl
noticed the water was dinty.

Interview with the Dietician, on 06/24/14 at 9:50
AM, revealed she had interviewed the staff and
found the sanitizer bucket had been changed at

8:30 AM that morming. She further stated the
buckets should be changed “aboul every two hours”,
In addition, she stated "every food particle decreases
the sanitizer agent”, Further interview revealed the
sanitizer agent should have measured 200 parts per
million (PPM).
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F 37 Continued From page 3 F 371

3. Observation of the kitchen equipment, on
06/25/14 at 9:10 AM; and, on 06/26/14 at 9:00 AM,
revealed a build up of dust and debris on the vents of
the range hood, over the stove,

Interview with the Dictary Manager, on 06/25/14
at 9:15 AM; and, on 06/26/14 at 3:05 AM,
revealed the hood was last cleaned on 04/26/14
when the hood was inspected by an outside
contractor, Further interview revealed the Dietary
Manager had been hesitant to clean the hood due
to a gas pipeline and separation wall that ran
behind the stove,

Interview with the Dietician, on 06/25/14 at 9:20
Am, revealed the range hood was scheduled to
have been cleaned every two (2) weeks.

Interview with the Administrator, on 06/25/14 at
2:55 PM, revealed she was not aware of any
problems with undated food items, the sanitizer
bucket or the range hood until “teday” and stated
this would be remedied.
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K000 | INITIAL COMMENTS kow | Lo Q&UL&:O ¢A2¢4[

CFR: 42 CFR 483.70(a)

BUILDING: 01,

POC ACCEPTED

SURVEY UNDER: 2000 New. JUL 28 2014

PLAN APPROVAL: 2012,

FACILITY TYPE: SNE/NF B iintia

TYPE OF STRUCTURE: One (1) story. Typell
(222).

SMOKE COMPARTMENTS: Five (5) smoke
compartments,

FIRE ALARM: Complete fire alam system installed
in 2013 with 77 smoke detectors and 2 heat detectors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 2013,

GENERATOR: Type II generator installed in 2013,
Fuel source is Diesel.

A Standard Life Safety Code Survey was conducted on
06/25/14. The facility was found not to be in
compliance with the requirements for participation in
Medicare and Medicaid. The facility is certified for
ore-hundred (100) beds with a census of seventy-four
{74) on the day of the survey.

The findings that follow demonshate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(z) e! seq. (Life Safety from

LABO;ATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE | {X6) DATE

o clSfonnnt e lit, iing cron _ UENY

Any deficienoy statement ending with an asterisk {*) denotes a deficlency which e institation may be excused, fhom correcting providing it is determined that
ather safeguards provide sufficient protection (o he patients, (Ses instructions). Except for nursing homes, the findings stated above are disclosable 90 days
following the dato of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days following the dzte these documents are made available to the facifity, Ifdeficiencies are cited, an approved plan of correction is requisite to continued
program parlicipation
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K 000 Continued From page 1 K 000

Fire).,

Deficiencies were cited with the highest

deficiency identified at Scope and Severity of *“D"

Level.
K 056 NFPA 101 LIFE SAFETY CODE STANDARD K 056 Address what corrective action will be 7-16-14
§8=D accomplished for those residents found to have

There is an automatic sprinkler system, installed

in accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems, with approved
components, devices, and equipment, to provide
complete coverage of ail portions of the facility.
The system is maintained in accordance with
NFPA 25, Standard for the Inspection, Testing,

and Maintenance of Water-Based Fire Protection
Systems. There is a reliable, adequate water supply
for the system, The system is equipped with
waterflow and tamper switches which are connected
to the fire alarm system. 18.3.5

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure the building
had a complete sprinkler system, in accordance

with Nafional Fire Protection Association (NFPA)
standards. The deficient practice has the potential to
affect one (1) of five (5) smoke compartments,
residents, staff and visitors. The facility has the
capacity for one-hundred (100) beds. At the time of
the survey, the census was seventy-four (74),
According to CMS' Survey and Certification

been affected by the deficient practice.

No residents were affected by the deficient
practice.

Address how the facility will identify other
residents having the potential to be affected by
the same deficient practice,

All residents, staff, and visitors have the potential
to be affected.

All sprinklers in the facllity were inspected on
07-16-2014 by Michael McFarland of Fire Teain
Cont. The sprinkler in the men’s bathroom in the
basement was relocated to cover the shower area,
Room 318 sprinkler head was adjusted to extend
downward. All other sprinklers were found to be
installed properly in accordance with NFPA 13,
Standard for the Installation of Sprinkler Systems.

Address what measures will be put into place
or systemle changes made to ensure that the
deficient practice will not recur.

Maintenance personnel will complete a Sgrinkler
preventative maintenance audit by the 30" of the
month and give o the Superintendent Associate.

Indleate how the facility plans to monitor its
performarice to ensure the solutions are
sustained.

The sprinkler report will be revicwed at the
monthly Fire and Safety meeting.
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K 056 Continved From page 2 K056

13-55-LSC (Life Safety Code) the enforcement
implication would be a fully sprinklered facility with
minor problems.

The findings include:

Observation, on 06/25/14 at 11:50 AM with the
Maintenance Personnel, revealed the men's
bathroom in the basement did not have sprinkler
protection at the area by the shower,

Interview, on 06/25/14 at 11:51 AM with the
Maintenance Personnel, revealed he was unawars the
shower area was not properly sprinkler protected.

The census of seventy-four {74) was verified by the
Administrator on 06/25/14, The findings were
acknowlcdged by the Administrator and verified by
the Maintenance Personnef at the exit interview on
(6/25/2014,

Actual NFPA Standard;

NFPA 13 (1999 Edition) 5-13 8. Actual NFPA
Standard: NFPA 101, Table 19.1.6.2 and 19.3.5.1
Existing healthcare facilities with construction Type
V (111) require complete sprinkler coverage for all
paris of a facility. Actual NFPA Standard: NFPA
101, 19.3.5.1, Where required by 19.1.6, health care
facilities shalt be protected throughout by an
approved, supervised automalic sprinkler system in
accordance with Section 9.7,

Actual NFPA Standard: NFPA 101, 9.7.1.1. Each
automatic sprinkler system required by another
section of this Code shall be in accordance with
NFPA 13, Standard for the Installation of Sprinkler
Systems.
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K 056 Continaed From page 3 K 056

Aciual NFPA Standard; NFPA 13, 5-1.1. The
requirements for spacing, location, and position of
sprinklers shall be based on the following principles:
(1) Sprinklers installed throughout the premises

(2) Sprinklers located so as not to exceed maximum
protection area per sprinkler

{3} Sprinklers positioned and located so as to provide
satisfactory performance with respect to activation
time and distribution.

NFPA 13 (1999 Edition) 7-2.3.2,.4 Where listed
quick-response sprinklers are used throughout a
system or portion of a system having the same
hydraulic design basis, the system area of operation
shall be permitied to be reduced without revising the
density as indicated in Figure 7-2.3.2.4 when al} of
the follewing conditions are satisfied:

(1) Wet pipe system
(2) Light hazard or ordinary hazard occupancy
{3) 20-8, (6.1-m) maximum ceiting height

The number of sprinklers in the design area shalt
never be less than five. Where quick-response
sprinklers are used on a sloped ceiling, the maximum
ceiting height shall be used for determining the
percent reduction in design area, Where quick-
response sprinklers are instatled, all sprinklers
within a compartment shall be of the quick

response type. Exception: Where circumstances
require the use of other than ordinary
temperature-rated sprinklers, standard response
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K 056 Continued From page 4 K 056
sprinklers shall be permitted to be used.
K 066 NFPA 101 LIFE SAFETY CODE STANDARD K 066 Address what corrective action will be 07-18-2014
$8=b accomplished for thode residents found to have

Smoking regulations are adopted aid include no less
than the following provisions: '

(1) Smoking is prohibited in any room, ward, or
compartment where flammable liquids, combustible
gases, or oxygen is used or stored and in any other
hazardous location, and such area is posted with
signs that read NO SMOKING or with the
international symbol for no smoking.

{2) Smoking by patients classified as not responsible
is prohibited, exeept when under direct supervision.

(3) Ashtrays of noncombustible material and safe
design are provided In all areas where smoking is
permitted, !

(4) Metal containers with self-closing cover devices
into whick ashirays can be emptied are readily
available to all areas where smoking is penmitted.
i8.74

This STANDARD is not et as evideaced by:

Based on observation, interview and smoking

policy review, it was determined the facility failed

to ensure the use of epproved smoking arens, in
accordance with National Fire Protection Association
(NFPA) Standards. The deficient practice has

the potential to affect one (1) of five (5)

smoke compartments, residents, staff and

been affected by the deficient practice.

No residents were affected by the deficient
practice, :

Address how the facillty will identify other
resldents having the potential to be affected by
the same deflcient practice.

All residents, staff, and visitors have the potential
{o be affected.

A metal smoke bucket with self ~closing cover
was purchased from Fastenal and placed in the
employee smoking area for proper disposal of

cigarette butts.

Address what measures will be put into place
or systemic changes made to ensure that the
deficient practice will not recur.

Maintenance staff wilt vilize QA Tool ES-3 Life
Safety monthly. Section 74 states raintenance
will check for metal containers with self-closing
cover devices for disposal of smoking ashes in
resident and employee smoking areas, This report
will be reviewed by the Superintendent Associate
monthly.

Indicate how the facility plans to monitor its
performance to ensure the solutions are
sustained.

QA Tool ES-3 Life Safety will be reviewed at the
quarterly CQI meeting.
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visitors, The facility has the capacity for
one-hundred (100) beds. At the time of the
survey, the census was seventy-four (74),

The findings include:

QObservalion, on 06/25/14 at 11:43 AM with the
Maintenance Personoel, revealed the employes
smoking area located at the back of the facility did
not have a metal bucket with a self-closing lid to
dump the ashirays into,

Interview, on 06/25/14 at 11:44 AM with the
Maintenance Personnel, revealed he was unaware the
smokers’ pole could not be used in place of the self-
closing metal bucket.

The census of seventy-four {74) was verified by the
Administrator on 06/25/14, The findings were
acknowledged by the Administrator and verified by
the Maintenance Supervisor at the exit interview on
06/25/2014,

Actual NFPA Standard:

NFPA 101 (2000 Edition) 19.7.4* Smoking.
Smoking regulations shall be adopted and shail
include not less than the following provisions:

(1) Smoking shall be prohibited in any room, ward or
compartiment where flammable Hquids, combustible
gases, or oxygen is used or stored and in any other
hazardous locatien, and such areas shall be posted
with signs that read NO SMOKING or shall be -
posted with the international symbol for no smoking,
Exception: In health care occupancies where
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smoking is prohibited and signs are prominently
piaced at all major entrances, secondary shgns with
language that prohibits smoking shall not be
required.

{2) Smoking by patients classified as not responsxble
shall be prohibited.

Exception. "The requirement of 19.7.4(2) shall not
apply where the patient is under direct supervision.
(3) Ashirays of noncombustible material and safe
design shall be provided in alf areas where smoking
is permitted,

(4) Metal containers with selfclosing cover devices
into which ashtrays can be emptied shall be readily
available to all arcas where smoking is permitied.

NFPA 101 LIFE SAFETY CODE STANDARD

Cooking facilities are protected in accordance with
923 18.3.2.6, NFPA 96

This STANDARD is not et as evidenced by:

Based on observation and interview, it was
determined the facility failed to maintain the
cooking appliances in accordance with Nationat
Fire Protection Association (NFPA) standards,
The deficient practice bad the potential to affect
one (1} of five (5) smoke compartments,
residents, staff and visitors. The facility is
certified for ene-hundred (100) beds with

a census of seventy-four (74) on the day of the
survey. The facility failed to ensure the grease

K 066

K 069

Address what corrective action will be 07-19-2014
gecomplished for those residents found to have
been affected by the deficlent practice,

No residents were affected by the deficient
practice.

Address how the facility wili identify other
residents having the potential to be affected by
the same deficlent practice.

All residents and staff have the potential to be
affected by the deficient practice,

A steel baffle/splash guard was purchased from
Service Solutions and installed on 7-16-14 to
allow 10 inches in height between the fryer and
stove. Al dictary staff was in-serviced on the
placement of the steel baffle by 7-19-14, Any
staff on leave will be in-serviced before receiving
assignment of duties,

Address what measares will be put into place
or systemie changes made to ensure that the
deflclent practice will not recur,

The dietary munager will monitor the placement
of the steel baffle monthly per preventativa
maintenance report, The report is gl ven to the
Superintendent Asscciate by the 30® of euch
month,
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fryer was properly separated from the stove top,
The findings include:

Observation, on 06/25/14 at 12:20 PM withi the
Maintenance Personnel, revealed the grease fryer
was |ocated twelve (12) inches from the cooking
surfuce. Per the NFPA, the grease fryer must be at
least sixteen (16) inches from the cooking surface,

Interview, on 06/25/14 at 10:33 AM with the
Maintenance Personnel, revealed he was unaware the
grease fryer did not have proper separation from the
cook top,

The census of seventy-four (74) was verified by the
Administrator on 06/25/14, The findings were
acknowledged by the Administrator and verified by
the Maintenance Personnel at the exit interview on
06/25/14,

Actual NFPA Standard:

Reference: NFPA 96 (1998 Edition)

9-1.23 All deep fat fryers shal] be Installed with at
least 16-in, (406.4-mm) space between the fryer and
surface flames from adjacent cooking equipment.
Exception: Where a steel or tempered glass bafile
plate is installed at a minimum & in. (203 mm) in
helght between the fryer and surface flames of the
adjacent appliance.

NFPA 10} LIFE SAFETY CODE STANDARD

Medicai gas storage snd administration areas are

K 069

K 076

Indicate how the facility plans to monitor ils
performance to ensure the solutions are

sustained,

The dietary manager will present the report for
review at the menthly Fire & Safety meeting.

Address what corrective setion witl be 4414

accomplished for those residents found to have
been aiffected by the deficient practice.

No residents were affected by the deficient

practice.
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protected in accordance with NFPA 99, Standards for
Health Care Facilitics.

(a) Oxygen storage locations of greater than 3,000
cu. ft. are enclosed by a one-hour separation,

(b) Lecations for supply systems of greater than
3,000 cu. ft. are vented to the outside. NFPA 99
43.1.1,2, 18324

This STANDARD is not met as evidenced by:

Based on observation and interview, it was
determined the facility failed to ensure oxygen
storage areas were protected in accordance with
National Fire Protection Association (NFPA)
standards, The deficiency had the potential to affect
one (1) of five (5) smoke compartments, residents,
staff and visitors, The facility is certified for one-
hundred (100) beds with a census of seventy-four
(74) on the day of the survey.

The findings include:

Observation, on 06/25/14 at 2:45 PM with the
Maintenance Personnel, revealed ten (10) oxygen
tanks stored in the oxygen room in room #203. The
oxygen tanks were being stored within five (5) feet
of a cart containing cardboard boxes,

Interview, on 06/25/14 at 2:45 PM with the
Maintenance Personnel, revealed he was unaware
oxygen tanks could not be stored within five (5)
feet of combustible materials if the oxygen
storage was under twelve (12) tanks.

Addvress how the facility will identify other
residents having the potentlal to be affected by
the same deficient practice,

All residents, visitors and staff have the potential
to be affected.

The oxygen supply cart and supplies were
removed on 6-25-14.

Address what measures will be put into ﬁ]ace
or systemic changes made to ensure that the
deficient practice will not reeur.

The Oxygen Storage Rooin record was revised on
6-27-14 to include “No items are to be stored in
the oxygen room other than cylinders and holders
(i.e., no cannulas, tubing, etc., or anything
combustible).” All nursing and maintenance staff
have been in-serviced on oxygen storage, no
items are to be slored in oxygen room other than
cylinders and holder. Staff on leave will be in-
serviced before assignment of duties.

Contract vendor, Pennyrile Home Medical
Supply, is responsible for oxygen supplies.
Pennyrile staff was in-serviced on proper storage
of oxygen supplies cn 7-1-14. -

Indicate how the facllity plans to monitor its
performance to ensure the solutions are
sustained.

Maintenance personnel will utilize QA Tool ES-
3 Life Safety monthly, which will be given to the
Superintendent Associate/designee by the 30® of
each month. Paragraphs 10, 11 and 12 cover no
combustibles and proper storage of ¢ylinders and
supplies.

This report will be reviewed at the quarterly
Continuous Quality Improvement meeting.
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The census of seventy-four (74) was verified by the
Administrator on 06/25/14. The findings were
acknowledged by the Administrator and verified
by the Maintenance Personnel at the exit inferview
on 06/25/14.

Actual NFPA Standard:

Reference: NFPA 101 (2000 edition)
8-3,1,11.2

Storags for nonflammable gases greater than 8.5 m3
(200 ft 3) but less than 85 m3 (3000 ft 3)

(a) Storage locations shall be outdoors in an
enclosure or within an enclosed interior space of
noncombustible or mited-combustible construction,
with doors (or gates outdoors) that can be secured
against unaothorized entry, '

{b) Oxidizing gases, such as oxygen and nitrous
cxide, shall not be stored with any flammable gas,
Kquid, or vapor.

{c) Oxidizing gases such as oxygen and nitrous
oxide shatl be separated from combustibles or
materials by one of the following:

(1) A minimum distance of 6.1 m (20 fi)

(2} A minimum distance of 1.5 m (5 ft) if the entire
storage location is protected by an automatic
sprinkler system designed in accordance with NFPA
13, Standard for the Installation of Sprinkler
Systems,

{3) An enclosed cabinet of noncombustible
construction having a minimum fire protection rating
of ¥4 hour. An spproved flammable liquid storage
cabinet shali be permitted to be used for eylinder
storage. :
(d) Liquefied gas container storage shall comply
with 4-3.1.1.2(b)4.

() Cylinder and storage container storage locations
shall meet 4-3.1.1.2{a)i 1 e with respect to
temperature Hmitations.
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{f) Electrical fixtures in storage locations shall meet

4-3.L.1.2(a)114.

(g) Cylinder protection from mechanical shock shall

meet 4-3.5.2.1(b) 13,

(h) Cylinder or container restraint shall meet

4.3,52.1(5)27.

(i} Smoking, open flames, electric heating elements,

and other sources of ignition shall be prohibited

within storage locations and within 20 f. (6.} m) of

cuiside storage locations,

(i) Cylinder valve proteciion caps shali mest

4-3.5.2.1(b) H4,
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