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K 000 INITIAL COMMENTS K 000

The findings on this statement of deficiencies 

demonstrates non-compliance with Title 42, Code 

of Regulations 483.70(a), life safety from fire. The 

requirement is not met as evidenced by the 

facility's failure to meet the National Fire 

Protection Association code(s) cited.

K 067

SS=D

NFPA 101 LIFE SAFETY CODE STANDARD

Heating, ventilating, and air conditioning comply 

with the provisions of section 9.2 and are installed 

in accordance with the manufacturer's 

specifications.     19.5.2.1, 9.2, NFPA 90A,  

19.5.2.2

This STANDARD  is not met as evidenced by:

K 067 3/15/07

Based on observation, the facility failed to ensure 

the air handler for the Central Hall shut down 

when the fire alarm was activated.  This failed 

practice had the potential to affect 6 residents 

residing on the Central Hall according to the 

Roster Sample Matrix dated 2/12/07.  The 

findings are:

On 2/13/07 at 10:50 a.m., the Central Hall was 

used as return air plenum.  The air handler for the 

Central Hall did not shut down when the fire alarm 

was activated.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it 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.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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