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42 CFR 483.73 

The facility must meet the applicable provisions of the
2012 (existing) Edition of the Life Safety Code (LSC) 
of the National Fire Protection Association (NFPA). 
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Fire Alarm System - Installation 

CFR(s): NFPA 101 

Fire Alarm System - Installation 

A fire alarm system is installed with systems and 
components approved for the purpose in accordance with
NFPA 70, National Electric Code, and NFPA 72, National
Fire Alarm Code to provide effective warning of fire in
any part of the building. In areas not continuously 
occupied, detection is installed at each fire alarm 
control unit. In new occupancy, detection is also 
installed at notification appliance circuit power 
extenders, and supervising station transmitting 
equipment. Fire alarm system wiring or other 
transmission paths are monitored for integrity. 

18.3.4.1, 19.3.4.1, 9.6, 9.6.1.8 

This STANDARD is NOT MET as evidenced by: 

Based on observations, the facility failed to maintain
a complete manual fire alarm system as directed by NFPA
72 Chapter 10, and NFPA 101 section 9.6. The deficient
practice affected all smoke compartments and all 53 
residents in facility on the day of survey. 

Findings Include: On 10/2/25 at 10:15 AM, observation 
reveled “trouble signal” for phone line on the facility
main fire alarm panel. The Maintenance Supervisor was 
unable to reset the fire alarm panel to “normal” mode.
During the interview between the SA Life Safety Code 
(LSC) Surveyor and the Maintenance Director, a fire 
alarm test was conducted by initiation of a manual pull
station. During the fire alarm testing, the Systronics
Monitoring Company stated that they did not receive 
signal notification from the facility. Also, during the
fire alarm testing, the smoke barrier and exit doors 
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Continued from page 1
did release, and the fire alarm visuals and hearing 
aids functioned properly. The findings were 
acknowledged during the interview with the 
Administrator. During the LSC inspection, the 
Administrator notified the employees and implemented 
the facility fire watch. The finding was acknowledged 
by the Administrator and Maintenance Supervisor also 
verified this observation during the exit interview on
10/2/25. 
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E0000 E0000Initial Comments 

*EMERGENCY PREPAREDNESS* Survey conducted on 
10/02/25 revealed the above facility meets all 
applicable Federal, State and local emergency 
preparedness requirements. No deficiencies were cited.
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