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CFR: 42 CFR 483.70(a;
Building: 01
Survey under. NFPA 101 {2000 Edition)
Ptan approval 10/22/1086
:Faciiéty type: SNF/NF
Type of structure: Type 1 {333) 2nd Floor
s contains rooms 279-289 3rd floor contains

rooms 3672-376

Smoke Compartment. Four {(4)

Fire Alarm: Complete fire alarm {soffware
upgrade: 09/17/2008)

. Sprinkier System: Complete sprinkler system
{wet)

Generator: Two (2) Type |, Diesel installed 1698

A standard Life Safety Code survey was
sonducted using 27868 (short form) on
-02/19/20%4. Cardingl Hill Rehabilitation Unit was
found to be in comphance with the requirements
- for participation in Medicare and Medicaid. The
census on the day of the survey was thirty four
(34} The facility is licensed for fifty (50) beds.
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