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A Recertification Survey was initiated on
04/14/15 and concluded on 04/15/15 with no
deficient practive identified.
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| CFR: 42 CFR 483.70 (3)
' Building: 01
. Plan Approval: 1977
~Survey Under: 2000 Existing
Facllity Type: Skilled Nursing Facility (SNF)
' Type of Structure: Type Il (222) Protected
‘ Smoke Compartments: 2

. Fire Alarm: Complete fire alarm. Updates to the
system in 2006 and 2008

+ Sprinkler System: Complete system. instalied
1977

“ Generator: Three (3) Type | Caterpiilar Diesel
Twe (2) upgraded in 12/2012.

Alife Safety Code Survey using a 2786S (Short

. Form) was initiated and concluded on 04/14/15.
The findings revealed St. Elizabeth Florence SNF
meets the requirements for compliance with Title

1 42, Code of Federal Regulations, 483.70 {a) et
seq (Life Safety from Fire). The facility is
licensed for sixteen {16) beds with a census of

twelve (12) during the survey. No deficiencies
cCited.
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