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Initial Comments

Report of a Biennial Follow Up Construction
Survey by Ed Miller, conducted on April 18, 2018.

Deficiencies were cited that will require a new
Plan of Correction.

Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311  OTHER
REQUIREMENTS

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

1. Based on observation there is a failure to
maintain the building's fire safety systemsin a
safe condition. Holes or gaps at penetrations
through fire resistant rated ceilings could allow
fire and smoke to spread beyond the area of
origin.

Findings on 4-18-2018:
d. Main Electrical room:

1) There are multiple unsealed or incomplete
ceiling penetrations.

2) Unapproved orange foam was covered
over with a thin layer of firestop sealant. Through
penetrations shall be protected by an approved
penetration firestop system installed as tested in
accordance with ASTM E 814 or UL 1479.

5. Based on observation there is a failure to
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maintain the facility's fire safety equipment in a
safe operating condition. Occupants in the smoke
compartment could be exposed to smoke or fire if
doors do not completely close and latch to help
limit the spread of smoke or fire to the area of
origin.

New findings on 4-18-2018:
a. The astragal was loose on the smoke barrier
doors near room 400.
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