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K 000 INITIAL COMMENTS K 000

 42 CFR 483.70(a)

The facility meets the applicable provisions of the 

2012 (existing) Edition of the Life Safety Code 

(LSC) of the National Fire Protection Association 

(NFPA).

 

K 353 Sprinkler System - Maintenance and Testing

CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems are 

inspected, tested, and maintained in accordance 

with NFPA 25, Standard for the Inspection, 

Testing, and Maintaining of Water-based Fire 

Protection Systems. Records of system design, 

maintenance, inspection and testing are 

maintained in a secure location and readily 

available. 

  a) Date sprinkler system last checked   

_____________________

  b) Who provided system test  

____________________________

  c) Water system supply source  

__________________________

Provide in REMARKS information on coverage for 

any non-required or partial automatic sprinkler 

system.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

This REQUIREMENT  is not met as evidenced 

by:

K 353 6/21/24

SS=F

 Based on the review of documentation, the 

facility failed to properly document records of 

testing the fire sprinkler system in accordance 

with NFPA 101 sections 9.7.5, 9.7.7, 9.7.8, and 

NFPA 25. This deficient practice had potential of 

affecting the entire facility (54 residents) on the 

day of facility survey. 

 Prepearation and/or execution of this 

plan does not constitute admission or 

agreement by the provider that a 

deficiency exists. This response is also 

not to be construed as an admission of 

fault by the facility, its employees, agents, 

or other individuals who draft or may be 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

05/31/2024Electronically Signed

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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Findings include:  

 

On 5/7/24 at 1:30 PM, the facility could not 

produce the documentation for quarterly 

inspections of the fire sprinkler system for three 

(3) of four (4) quarters the calendar year 2023. 

  

The finding was acknowledged by the 

Administrator and Maintenance Supervisor 

verified this observation during the exit interview 

on 5/7/24.

discussed in this response and plan of 

correction. This plan of correction is 

submitted as the facility's credible 

allegation of compliance.

1. The fire sprinkler system was inspected 

on May 14.2024.

2. The alleged deficiency could have 

affected all residents.

3. The maintenance director was 

in-serviced by the administrator on 

   5.7.24 on quarterly fire sprinkler system 

test. 

4. We have scheduled in writing, with 

Southern Fire Co., to cmplete 

   quarterly fire sprinkler system test. The 

maintenance director will 

   keep records of each quarter's fire 

sprinkler system test. The 

   quarterly fire sprinkler system teset will 

be reviewed in Quality 

   Assurance Performance Improvment on 

6.21.24
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