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: Based upon implementation of the acceptable
. POC, the facility was deemed to be in
“compliance, 03/31/15 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X&) DATE

Any deficiency statement ending with an asterisk ("} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other sateguards provide sufficient protection fo the patients, {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 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 documenis are made availabie o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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i! . CFR: 42 CFR 483.70(a)
!J : Building: 01

i Plan Approval: Unknown

i Survey unded, 2000 Existing
: Faciity Type: SNFINE

Type of structure: One (1) story Type V{111 with
‘ basemaent

; Smoke Campartments: Four {43
; Fire Alars Fult fre alarm system

f - Sprinkler Syster: Automatic {try) sprinkier
jf ' system
]

; Generator. Type {1 Diesal Generatar

i

A Life Safely Code Survey was initiated and

ccongiuded on 02424715, The facility was not in
compliance with Title 42, Code of Federal

- Regulations. 483,70 (a) at seq {Life Safety from
Fire) with deficiencies cited. The faciity ia

Hicensed for sixty-eight (58) beds and the consug

_ was fifty-seven (571 on the day of the SUrvey.

| The following findings demonstrate
{ nencompliance with the highest deficigncy at "0

levet, :
K072 NFPA 101 LIFE SAFETY CODE STANDARD . KOv2

E8=D
I Moans af egress are continuously maintained free,

: of all obstructiors or impediments to full instant
ITLE ) '{xa} DATE
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