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%4} | SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF GDRRECTION X5}
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. DEFIGIENCY)
K000 | INITIAL COMM
IA ENTS K 000 This Plan of Correction is the conler’s erediblc s

allogation of compliance,

This Life Safety Code(LSC} survi
f ty Code(L.S ) ey was Preparailon andfor exeeutlen of this plan of correction

conducted as per The Coda of Federal Register doct nof constitule admission or agreemant by the
at 429FR 483.70(a); using the 2000,5"(‘55"9 brovider of the truth of the faots allsged or conclusiqns
Health ('Jare sec_tion of the LSC and its referenced set forth in the statement of deficiencios. The plan of
publications, This bullding is Type il sonstruction, correelien [s prepared endior excouted solely becunle
ohe slory, with a complete automatic sprinkier it 5 respuived by the provisions of fedoral and state ighs,
system,
Life Safaty lssue A- Aupust 15, 2013
:rheea?g?;s:ges felemined during the survey 1. Durng Inspection, the HYAC unlt noor{o room v
: 18 did not shul dean wilh the fira olam
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K 067 activalion, The now wakt mount HYAG unll tn

tha elecirical raom did not shut down with the

S58=D
Heating, ventilating, and alr conditiening comply fro olarm acfvalon. Altother HVAG unta shut
with the provisions of section 9.2 and are installed f;’;”g‘;?ﬁ ‘:;fdmba'gg“oﬁfm"f;ymfﬁ‘r
In accordance with the manufacturer's pmpareqﬂ!pmnl:nd pmp;mpmum
spacifications.  18,5.2,1, 9.2, NFPA S0A, Copnporonts wil be roplaced and/or
19,822 adustments wil ba mada In oder lo commply

with Lifa Safaly raguiroments. As 4 rasult, tha
HYAC unlt noor room#$ wil shul down upan
fre vlonm aefvalion, Adétionally, o wal
movnlunti In the olociriesl room Wil shat down
upoh fre clarm actvallon, This workwii be

This STANDARD is not met as evidenced by ompiated by fAugust 7, 2043,

42 CFR 483.70(a) .
By observation on 7/23/13 at approximately noon 2 Allolhor HVAC wi ba inspacted fo ongure
proporoporaton In pecorence with Lite

the fullowing Heating, Venlilating, and Alr 8ol I
. y niy,
Conditioning system (HVAC) was non-compliant: olatyregulrome
specific findings Include .3 Themainienancs dopasmant whl monlior
HVAG unit noar room #8 for proper oparalion
A. The HVAC systam near room 9, did nof shut onﬂ: W:,?;;y E:sl;. Il!lndkadl!l;ﬂ. camacibi .
down with fire alarm activation, The new HVAC aclion wi toke place Immadiatoly.
unit in the efectricat room did not shut down with 4. Reulls of the wooky Inspeclions and
fire alarm activation, Other HVAC systems vomaciive action wil bo roported 1o It P
throughoun the facllity shut down with fire alann Gomiritias sach monlh for tho follewing fwo
aclivation monih parlod. Tho HVAC unlf near reom #3,
' the wall mount RVAG nnll[n'lhew%loc(ﬂcal
’ ; ¢ ol othor HVAC unl niinue (o
B, The master emergency shut down switch ;:T;’émg u?a,:uﬂw ol o oot
Incated at the fire alarm control panel did not l company pravaniive malnianance progrom, [
-
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othar safeguards provide sulficlent profection (o tho patients. (Sao instructions.) Except for nursing homes, 1ho findings siated above are disclosable 50 auys
following ihe date of survey whethor or not a plan of correcllon ks providad, Fer nurslng homes, the abave Andings and plans of correciion arg dlsclcs:_xb!c 14
days [alloving the date these documonls are muds avallable (o ihe faclity, If deficiencos are ¢llad, on apprevod plan of correction bs requiaife fo continuag
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NAME OF PROVIOER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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%4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER! 1
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PRiEF}X (EA(?H X?ERESC;;'%\?gJ\Oé:??gNRgggBﬁ)NBE C«OMPO(@FION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
a ) BEFIGIENCY)
K 067! Continued From page
pagel KOB71 Tats plon of Corvection 1 th cunter's rcde
operate properl;_r and it was discussed that the allzpaiion of compliance,
new H}/AC unlt in the electrical room would nead
to be tied into the emergency shut down switch as Preparation and/or exeoution of this plon of correcrity
wall, docs net constitute admission or agraement by the .
provider of the truth of the fuels alicged or conchusiofs
0 . . Seiforth in the statement of deficicncics, The plan
C. The facility was using the corridor as a return correctlon is prepored andor exceuted solely bacav
air plenum. Note: If a waiver is requested, the 1t 15 requilred by the provisions of federal and stare feh,

provider must certify that the following conditions
are mel: (1) Air handling units must be equipped

with smoke detectors. (2) There must be a Lile Sataly lsoun B; August 16, 2013
complete corridor smoke detection system. (3)
Smoke detectors must be wired to the fire alarm 1. Dung lnsgoction o HVAC Master
" Emorgency Shul-Down Swiich malfunstioned,
systf:m. (4)_ Fire glann system must shut down Yha swdsch wif ba Inspacied by en outoldd
all air handling units when activaied, ’ conlractot far proper oporallon, Components '

will o moploced andlor adjustmonts wil be
mate tn ordor Io comply with Life Sataly
requiramants. As 3 resulk, aff unils will shut
down upan Master Emargency Shul-Down
Switch aclivoton, Thiy work wi be complolad
by August7, 2013,

2. Tho HVAC Maslar Emergancy Shui-Doun
Swich wi ba Inspacled lo ansure propor
oparafion in accomfonco with Life Safely
roquiraments,

3, The malnlenance depariment will monitor (o
HVAC Mastar Emargoncy Shut-Down Swileh
{or propor operslisn on a waokly base, 1
Indicated, comactive action wi take pleco
[mmogiatoly,

4, Rasulis of the weakly Inspactiong end any
corociva actlan wlll be reponed te the P
Commitien each menth for Tho lollowing two
menth petied, The HVAT Emerganty Shut-
Dawm Switch will condinua to bo Inspocted
\hereattar &s set forh In our company
proventvo malntenance prograem.
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K067 | Continued From page 1 K067
operata properiy and it was discussed that the This Plun of Correction Ls the ecnier's credible
new HVAC unit In the electrical room would naag alicgation of compliavce,
to ﬁa fied into the emergency shut down switch as Preparation smdlor excoution of this pham of corvectlom .
well, does not constitite admlsston or dyreement by the
' . provider of the truth of the facts alloged or conchusidns
C. The facllity was using the cormidor as a return sl fortly I the statemeni of deficiencics, The plom of
air plenum, Nots; Ifa walver ig requasted, the correatlon s prepared andor cxecuted solely becaufe
Provider must certify thaf the following conditlons I Is respuived By the provisions of federal and stata Hew,
are met (1) Alr handling unlts must be aqulppad — — e

[

with smoke detectors, (2) There must be a
complete corridor smoke detecilon system. (3)
Smoke detectors must be wired to tha fire atarm

systam, (4} Fi
all alr handling

re alarm system must shut down
unils when activated, )

|

Life Safoly Jasus C:

Wolvorls requosted.

\_‘?ﬁﬂ?ﬁﬁﬁaﬁ@oﬁm ara address6d B foliows, 1]
Alr handiing units ara equlppod with prapenty cparalitg _
8moke dateciors, 2.} Thero ls a complata coridor
stooka dotecton syalom In place, 2JAksmoke
dolocions a1 wirad i De fire sloimn panol, 4,) Ale
haading unils are complalely shut dowh by fro alarm
activation 69 0 raaulf of Inspaciion and work perfonned
under [squed A & B,

August 15, 201

|
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Heating, ventilating, and air conditioning comply
wilh the provisions of section 8.2 and are installed
in accordance with the manufacturer's
specifications.  19.5.2.1, 8.2, NFPA 80A,
19.5.2.2

This STANDARD is not met as evidenced by:
42 CFR 483.70(a)

By observation on 7/23/13 at approximately noon
the following Heating, Ventilating, and Air
Conditioning system (HVAC) was non-compliant;
specific findings include

The HVAC system near room 8, did not shut
down with fire alarm activation. The new HVAC
unit in the electrical room did not shut down with
fire atarm activation. Other HVAC systems
throughout the facility shut down with fire alarm
activation.

B. The master emergency shut down switch
))cated at the fire alarm

control panet did not
i

fire alaim activation. Altother BYAC unils shut
down with the fire alarm activaion. The unit
will be Inspected by an ouislde contracior for
proper equipment and proper operation,
Components will be replaced andlor
adjustments will be made Inorder to comply
with Life Safety requirements, As a result, the
HVAG unit near roomi#d will shui down upon
fire 2larm activation. Additonally, the wai
mount unit In the elecirical rcom will shut down
upon fire alamm activation. This work will be
compleled by JAugust 7, 2013,

2. Alfother HYAC will bg Inspecied 10 ensurs
proper oparation In accordance with Life
Salaly requirements.

3. The maintenance deparimeni will monfior
HVAC unlt nsar room #9 for preper-operation
ona weekly basts, Ifindicatad, comrective
action will {ake place immediately.

4, Resuls of the weekly inspactions and
correctve action will be reported 1o the Pi
Committes each month for the following two
month period. The HVAC unit near room #9,
the wafl mount HVAC unit In the elacidcal
joom and all ofher HVAC unlts will continue to
& inspacled thereafter as set forlh in our
company preventive maintenance program.

4 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF GORRECTION (%5}
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACT @HQUL}) Tl =COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO TH Ibmpﬁv{afé:{) SERTEN
- DEFICIENC «r—..vi,."
K 000 INITIAL COMMENTS K000 This Plan of Correction is the center's credible
-allegailon of compliance,
This Life Safety Code(LSC) survey was ,
conducted as per The Code of Federal Register 5;:;’;’:0 “;’:‘;’; ;’:ﬁ‘: azif;:fg: ;’{ g’gff iﬁ’;ﬂ;’gﬁ“’”"
at 4?CFR 483'70,(3); using the ZOOO_EX'SH“Q provider of the truth of the facts alfeged or conclusidns
Heal_’(h (_:are section 9f ‘the L3C and its referenced sel forth In the statement of deficiencies. The plar of
publications. This building Is Typse i construction, correction is prepared and/or executed solely becatze
one story, with a compiete automatic sprinkier it is required by the provisions of federal and state lgw.
system, ‘
Llfe Safely Issus A: August 15, 2013
;}.;eaiemgag'fa § determined during the survey 1. Duting spection, tho HVAC unit near fo room -
: #8 dld not shut down with the fire alam
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K 067 activatien. The new wall mount HYAG unltIn
85=D ‘ the elsctrical room did not shuf down with the

TITLE

EXECLTI VE ,D//efa?)/e

{X6} DATE

\Aaﬂ!eﬁoilency stéiemer(!,Jnding with an asterisk {*) denotes a deficlency which the institution may be excused from correcting providing # is determined that
other safaguards provide sufficieni profection 1o fhe patlents. {(See insiructions.} Except for nuising 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 documenis are made available to the facility. If deficlencies are ciled, an approved plan of correction is requlsite to conilinued

program particlpation.
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SUMMARY STATEMENT OF DEFICIENC!ES.

operate properly and it was discussed that the
new HVAG unit in the electrical room would nead
to be tied into the emergency shut down switch as
weill, .

C. The facility was using the corridor as a return
air plenumn. Notfe: If a walver is requested, the
provider must certify that the following conditions
are met: (1) Air handling units must be equipped
with smoke detectors. {2) There mustbe a
complete corridor smoke detection system. (3)
Smoke detectors must be wired to the fire alarm
system. (4) Fire alarm system must shut down
all air handling units when activated.

X4) ID D PROVIDER'S PLAN COF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMgi(.aE)HON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRCES-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY)
K 067 | Continued From page 1 K 067

This Plan of Correction is the center's credible
ailegation of compliance.

Preparation and/or execution of this plan of correctign
does naf constitute admission or agreament by the
provider of the truth of the fucts alleged or conclistofs
sef forth in the statement of deficlencies, The plai of|
correction is prepared and/or executed solely becauj;
it Is required by the provisions of federal and state lew.

Lils Salsfy Issue B: August 15, 2013
1.

During Inspection the HYAG Master
Emergency Shut-Down Switch malfunclioned.
The switch wil be inspected by an oufside
conlractor for proper eparation. Cemponents
will be replaced and/or adjusimants will be
mede in ordar fo comply with Life Safely
fequifements. As a sesulf, all unifs will shuf
down upon Master Emergency Shut-Down
Swilch ackivation. This work will be completed
by August 7, 2013.

The HVAC Master Emergency Shut-Down
Swilch will bs Inspecied 1o snsure propst
operation In accordance with Life Safely
fequirements.

The mainienancs depariment will monitor the
HVAC Master Emergency Shut-Down Switch
fer proper operation on a weekly basls. i
Indlcated, comestive action will take place
immedlalety.

Results of tha weakiy Inspections and any
comective acllon will be reported fo the PI
Commitiee each month for the following two
month parlod. The HVAC Emargency Shut-
Bown Switch will continus to be Inspected
thereafter as set forth In our company
preventive mainlenance program;
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oparate pr operly and it was discussed that the This Plen of Corvection ix the center's crodible
new HVAC unit In tha electricai room would need allegalton of comphance,
to be tiad into the emergency 5 i
well, dency shut down switch as Preparation andlor execution of this plat of correetion .
docy not constituls admisston or agreement by the
: . provider of the truth of the facts ailsged or conchustdny
C. The facllity was using the corsldor as a return sel foris In the statement of deficlenoics, The plan o
alr plenum, Note: If walver is raquasted, the correctlon {3 prepared andlor executed solely becaufe
providey must carlify that the followin g conditions i Is requidred by the provivions of federul and stats liny,
ara mat: (1) Alr handling units must be squipped —
with smoke detectors. (2) There mustbe »
complete conidor smoke detaction system, (3) Lifo Safoly lssve C:
Smoke datectors must be wired to tho fire alarm Walvorls toquasted,
system, (4)' Flre alarm system must shut down
all air handling unifs when activated, Further, subcatsgorios ara addrosasd ss follows, 1,
Alt handling units aze equippad with propedy oparaling
amoko dytectors, 2.) Fhero Is a complats confdor
smaka detacton syslom In place, 2. Allsmake
doloctors arm wired 1o e fire alaimn panol, 4,) Al
hendling units ore complately ahul down by 6 alam
acivallon a3 0 resut of Inapaciion and work performed
under fssue A & B, Augusi 15, 2013
]
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