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INITIAL COMMENTS  
 
This survey used the 2012 edition of NFPA 101, Life 
Safety Code, Chapter 18-New Health Care  
Occupancies, Chapter 19-Existing Health Care  
Occupancies, and the 2012 edition of NFPA 99,  
Health Care Facilities Code in compliance with 42  
CFR 483.70(a)(b). The findings that follow  
demonstrate noncompliance with these standards.  
 
 
The facility was located in a one-story building of  
Type V (000) construction with a crawl space  
beneath. An addition of Type V (111) construction  
was attached to the north end of the existing  
building in 2019. The addition was surveyed using  
Chapter 18. The building was protected by a wet and 
dry automatic fire sprinkler system designed to  
comply with the requirements of NFPA 13, Standard 
for the Installation of Sprinkler Systems.  
 
 
A two-hour fire resistance rated barrier provided  
separation to a building attached to the northwest  
side of the nursing facility housing assisted living  
apartments.  
 

K0000  
 

K0345 
SS = F 
Bldg. 01

Fire Alarm System - Testing and Maintenance  
 
CFR(s): NFPA 101  
 
Fire Alarm System - Testing and Maintenance  
 
A fire alarm system is tested and maintained in  
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:  
 
The facility failed to test the fire alarm system as  
required.  
 
Health care occupancies shall be provided with a fire

K0345 An outside fire alarm contractor was immediately  
contacted and requested to complete the  
documentation to include an itemized list with device 
type, address, location, and teste result. The  
contractor completed said testing on 3/4/2026. The 
facility has only one Alarm panel thus the only  
system having the potential to be affected by this  
deficient practice. A vendor inspection checklist was 
added to the Maintenance director's annual and  
semi annual vendor inspection form. The Director of 
Maintenance will report to the QA committee  
quarterly the inspections completed and that the  
required testing has complete documentation.

03/06/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
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Continued from page 1 
alarm system in accordance with Section 9.6. 19.3.4.1 
 
 
A fire alarm system required for life safety shall be  
installed, tested and maintained in accordance with  
the applicable requirements of NFPA 70, National  
Electrical Code, and NFPA 72, National Fire Alarm  
and Signaling Code. 9.6.1.3  
 
 
A record of all inspections, testing, and maintenance 
shall be provided that includes the following  
information regarding tests and all the applicable  
information requested in Figure 14.6.2.4:  
 
(1) Date  
 
(2) Test frequency  
 
(3) Name of property  
 
(4) Address  
 
(5) Name of person performing inspection,  
maintenance, tests, or combination thereof, and  
affiliation, business address, and telephone number 
 
(6) Name, address, and representative of approving  
agency(ies)  
 
(7) Designation of the detector(s) tested  
 
(8) Functional test of detectors  
 
(9) Functional test of required sequence of  
operations  
 
(10) Check of all smoke detectors  
 
(11) Loop resistance for all fixed-temperature,  
line-type heat detectors  
 
(12) Functional test of mass notification system  
control units  
 
(13) Functional test of signal transmission to mass  
notification systems  
 
(14) Functional test of ability of mass notification  
system to silence fire alarm notification appliances  
 
(15) Tests of intelligibility of mass notification system 
speakers  
 
(16) Other tests as required by the equipment  
manufacturer’s published instructions

K0345 03/06/2026
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Continued from page 2 
 
(17) Other tests as required by the authority having  
jurisdiction  
 
(18) Signatures of tester and approved authority  
representative  
 
(19) Disposition of problems identified during test  
(e.g., system owner notified, problem  
corrected/successfully retested, device abandoned  
in place)  
 
NFPA 72 14.6.2.4  
 
 
Review of documentation determined device test  
results (alarm initiating, supervisory alarm initiating, 
and notification) did not provide an itemized list with 
the device type, address, location, and test result as 
required.  
 
 
Failure to install, test and maintain the fire alarm  
system in accordance with NFPA 72 increases the  
risk of death or injury due to fire.  
 
 
This deficiency affected one (1) of one (1) fire alarm  
system. The fire alarm system serves the entire  
facility.  
 

K0345  03/06/2026

K0914 
SS = F 
Bldg. 01

Electrical Systems - Maintenance and Testing  
 
CFR(s): NFPA 101  
 
Electrical Systems - Maintenance and Testing  
 
Hospital-grade receptacles at patient bed locations  
and where deep sedation or general anesthesia is  
administered, are tested after initial installation,  
replacement or servicing. Additional testing is  
performed at intervals defined by documented  
performance data. Receptacles not listed as  
hospital-grade at these locations are tested at  
intervals not exceeding 12 months. Line isolation  
monitors (LIM), if installed, are tested at intervals of 
less than or equal to 1 month by actuating the LIM  
test switch per 6.3.2.6.3.6, which activates both  
visual and audible alarm. For LIM circuits with  
automated self-testing, this manual test is performed 
at intervals less than or equal to 12 months. LIM  
circuits are tested per 6.3.3.3.2 after any repair or  
renovation to the electric distribution system.  
Records are maintained of required tests and  
associated repairs or modifications, containing date, 
room or area tested, and results.

K0914 The facility purchased an outlet tension tester. All  
patient care area outlets will be labeled, inspected,  
and tested by 3/25/2026. The Director of  
Maintenance developed an annual outlet inspection  
form to record all patient care area outlet  
inspections and test results. The Director of  
Maintenance will report to the QA committee as part 
of their quarterly report on required facility testing  
and inspections completion.

03/25/2026
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Continued from page 3 
 
6.3.4 (NFPA 99)  
 
This STANDARD is NOT MET as evidenced by:  
 
The facility failed to ensure the electrical system was 
inspected, tested and maintained in accordance with 
NFPA 99 Health Care Facilities Code.  
 
Electrical systems shall be inspected, tested and  
maintained in accordance with the applicable  
requirements of NFPA 99 Health Care Facilities  
Code. 6.3.3.2, 6.3.3.2.1, 6.3.3.2.2, 6.3.3.2.3, 6.3.3.2.4,  
6.3.4.1  
 
 
Receptacle inspection and testing in patient care  
rooms shall include the following:  
 
1) The physical integrity of each receptacle shall be 
confirmed by visual inspection.  
 
2) The continuity of the grounding circuit in each  
electrical receptacle shall be verified.  
 
3) Correct polarity of the hot and neutral connections 
in each electrical receptacle shall be confirmed.  
 
4) The retention force of the grounding blade of each 
electrical receptacle (except locking-type  
receptacles) shall be not less than 115 g (4 oz).  
 
 
Failed receptacles at patient bed locations shall be  
replaced with hospital grade outlets, per NFPA 70  
National Electrical Code, 517.18 (B). These tests need 
to be completed at least annually on all non-hospital 
grade outlets in patient care rooms.  
 
 
Observation, record review, and interview with staff 
determined there was no documentation of  
inspection and testing of the non-hospital grade  
electrical receptacles at patient bed locations in the 
past year.  
 
 
Failure to inspect, test and maintain electrical  
receptacles in accordance with NFPA 99 increases  
the risk of death or injury due to fire.  
 
 
The deficiency affected numerous electrical  
receptacles in resident rooms in the facility.

K0914 03/25/2026
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Electrical Equipment - Testing and Maintenanc  
 
CFR(s): NFPA 101  
 
Electrical Equipment - Testing and Maintenance  
Requirements  
 
The physical integrity, resistance, leakage current,  
and touch current tests for fixed and portable  
patient-care related electrical equipment (PCREE) is 
performed as required in 10.3. Testing intervals are  
established with policies and protocols. All PCREE  
used in patient care rooms is tested in accordance  
with 10.3.5.4 or 10.3.6 before being put into service  
and after any repair or modification. Any system  
consisting of several electrical appliances  
demonstrates compliance with NFPA 99 as a  
complete system. Service manuals, instructions, and 
procedures provided by the manufacturer include  
information as required by 10.5.3.1.1 and are  
considered in the development of a program for  
electrical equipment maintenance. Electrical  
equipment instructions and maintenance manuals  
are readily available, and safety labels and  
condensed operating instructions on the appliance  
are legible. A record of electrical equipment tests,  
repairs, and modifications is maintained for a period 
of time to demonstrate compliance in accordance  
with the facility's policy. Personnel responsible for  
the testing, maintenance and use of electrical  
appliances receive continuous training.  
 
10.3, 10.5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3, 10.5.6, 10.5.8 
 
This STANDARD is NOT MET as evidenced by:  
 
The facility failed to test all Patient-Care Related  
Electrical Equipment (PCREE) in use throughout the 
facility.  
 
Record review and interview with staff determined  
testing of all Patient-Care Related Electrical  
Equipment in use throughout the facility was not  
completed, as required by NFPA 99, Health Care  
Facilities Code.  
 
 
Failure to inspect, test and maintain Patient-Care  
Related Electrical Equipment (PCREE) in accordance 
with NFPA 99 increases the risk of death or injury  
due to fire.  
 
 
The deficiency affected numerous items of  
Patient-Care Related Electrical Equipment in use  
throughout the facility.

K0921 All residents and Personal Care Electrical Equipment 
(PCREE), has the potential to be deficient should the 
facility fail to comply with required PCREE testing as 
outlined in NFPA. A facility policy titled "Electrical  
Safety" was implementation 3/5/2026. Facility  
Maintenance staff were in-serviced on said policy on 
3/6/2026. A facility testing checklist was created to 
include all equipment requiring testing, including but 
not limited to resident beds, resident lifts chairs,  
facility suction machines, nebulizer machines. A  
biomedical electrical safety tester was purchased on 
3/6/2026. The facility maintenance staff will be  
in-serviced on 3/10/2026. Inspections and testing of 
all patient related equipment will be completed on  
PCREE by 3/25/2026, and annually thereafter. The  
Director of Maintenance has added this to the facility 
annual inspection checklists. The Director of  
Maintenance will report to the QA Committee  
quarterly on any new equipment or repaired  
equipment that was encountered the previous  
quarter and that required testing/inspections were  
completed.

03/25/2026
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E0000 Initial Comments  
 
A recertification survey conducted on 02/23/2026  
found Four Seasons Health Care Inc in compliance  
with the requirements of 483.73 Long-Term Care  
Facilities Emergency Preparedness.

E0000
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