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K 000 | INITIAL COMMENTS K 000

Life Safety Code, Chapter 19 Existing Health i
Care Occupancies in compliance with 42 CFR |
| 483.70(a). The findings that follow demonstrate

i

1

This survey used the 2000 edition of NFPA 101, | |
| !
noncompliance with these standards. ;

The facility is located in a one-story building with |
a partial basement. The original building is of
Type | (332) construction and the 1993 and 1994
additions are Type Il (111) construction. A
two-story addition of Type Il (222) construction on
the west side of the building and a one-story
addition of Type Il (000) construction on the east . i |
side of the building were constructed in 2008. ;
The two-story addition was attached to the |
original building. The second floor of this addition ‘
is a business occupancy and is separated from

|
f
|
|

|

the health care occupancy with an occupancy i |
separation having a two-hour fire resistance ]
| rating. :

' between the 2008 one-story addition of Type Il |

(000) construction and the remainder of the §
‘ building, the entire facility was classified as Type 1
| 11 (000) construction. The entire building is : §
~equipped with a wet automatic sprinkler system ; ‘
| designed to meet the requirements of the 1999 !
} edition of NFPA 13, Standard for the Installation
‘ of Sprinkler Systems.

|

|

|

E Due to the lack of two-hour fire rated separation : ;
|

{

| main floor by two-hour fire resistive construction !

t and were being used by staff only. The integrity of - l
the basement's floor/ceiling assembly was l ‘
included in this survey but the basement area :

, was not. | | |

[ ‘
! |
| |

. The basement areas are separated from the i * |
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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 S0 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
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Note: ' ;
i
[ At the conclusion of the 08/08/12 Life Safety :
f Code survey, it was determined the facility was in ! | |
: compliance with the provisions of NFPA 101, Life | i
| Safety Code. : ?
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