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A Recertification Survey was conducted on
10/27/15 through 10/29/15 and the facility met the
minimum requirements for recertification with no
deficiencies cited.
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CFR: 42 CFR 483.70{a)
BUILDING: 01.

PLAN APPROVAL: 1994
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type lll
(200).

SMOKE COMPARTMENTS: Four (4) smoke
compartments.

FIRE ALARM: Complete fire alarm system
installed in 1994, with 56 smoke detectors and 4
heat detectors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed in 1994,

GENERATOR: Type |l generator installed in
1994, Fuel source is Diesel.

A Recertification Life Safety Code Survey was
conducted on 10/28/15. The facility was found in
compliance with the requirements for participation
in Medicare and Medicaid; Title 42, Code of
Federal Regulations, 483.70(a) et seq. (Life
Safety from Fire).

The facility has the capacity for seventy-four (74)
beds with a census of sixty-eight (68) on the day
of the survey.
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