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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 57 residents in facility on the day of survey.

Findings Include:

On 2/21/19 at 9:15 AM, observation revealed a
“trouble signal” on the fire alarm system panel in
the facility. The trouble code is a smoke detector in
room # 125. The Administrator was able to reset the
fire alarm panel to “normal” mode.

The finding was acknowledged by the Administrator
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verified this observation during the exit interview on
10/13/26.

Subdivision of Building Spaces - Smoke Barrie
CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier
Doors

2012 EXISTING

Doors in smoke barriers are 1-3/4-inch thick solid
bonded wood-core doors or of construction that
resists fire for 20 minutes. Nonrated protective
plates of unlimited height are permitted. Doors are
permitted to have fixed fire window assemblies per
8.5. Doors are self-closing or automatic-closing, do
not require latching, and are not required to swing in
the direction of egress travel. Door opening provides
a minimum clear width of 32 inches for swinging or
horizontal doors.

19.3.7.6, 19.3.7.8, 19.3.7.9

This STANDARD is NOT MET as evidenced by:
Based on observations, the facility failed to provide
20-minute fire resistance rating smoke barrier door
in accordance with NFPA 101 sections 19.3.7.6,
19.3.7.8, 19.3.7.9. This standard deficiency affected

four (4) of four (4) Smoke compartments and 50 of 77
residents in the facility on the day of survey.

On 10/13/26 at 9:05 AM, observation revealed the
following smoke barrier doors of the facility did not
properly close upon activation of the fire alarm and
sprinkler systems:

East Hall Smoke Barrier Doors.

West Hall Smoke Barrier Doors.

The finding was acknowledged by the Administrator
and verified by the Maintenance Supervisor during
the exit interview on 10/13/26.

Fire Alarm System - Testing and Maintenance
CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
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accordance with an approved program complying
with the requirements of NFPA 70, National Electric
Code, and NFPA 72, National Fire Alarm and
Signaling Code. Records of system acceptance,
maintenance and testing are readily available.

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This STANDARD is NOT MET as evidenced by:

Based on record review, the facility failed to provide
a properly maintained fire alarm system as required
by NFPA 72 Table 14.3.1 and section 14.4.5.3.2. This
deficiency affected the entire facility on day of

survey.

Findings include:

On 10/13/26 at 10:45 AM, observation and record
review revealed the facility was unable to provide
the current year 2026 documentation of annual and
sensitivity inspection of the fire alarm system.

The finding was acknowledged by the Administrator
verified this observation during the exit interview on
10/13/26.
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*EMERGENCY PREPAREDNESS*

Survey conducted on 10/13/26 revealed the above
facility meets all applicable Federal, State and local
emergency preparedness requirements.

No deficiencies were cited.
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