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E 000 Initial Comments E 000

 A recertification survey conducted on 03/31/2025 
found Marian Manor Healthcare Center in 
compliance with the requirements of 483.73 
Long-Term Care Facilities Emergency 
Preparedness.
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 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 facility was located in a one-story building of 
Type II (000) construction. The building was 
protected with a wet automatic sprinkler system 
designed to meet the requirements of NFPA 13, 
Standard for Installation of Sprinkler Systems 
and a corridor smoke detection system. Two-hour 
fire rated occupancy separation walls were 
constructed between the facility and the attached 
apartments to the east and an outpatient clinical 
building to the west.

A kitchen addition of Type II (000) construction 
was attached to the southwest side of the 
existing facility and a nursing station addition of 
Type II (000) construction was attached to the 
east side of the 200 Wing in 2022. A major 
renovation of the Dining Room was completed in 
2022. The additions and Dining Room were 
surveyed using Chapter 18 of the Life Safety 
Code.

Note:
Observation and records review determined the 
facility to be in compliance with the minimum 
requirements of the 2012 Life Safety Code and 
the 2012 Health Care Facilities Code.

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

04/02/2025Electronically Signed

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 90 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 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete 6DD821Event ID: Facility ID: ND137 If continuation sheet Page  1 of 1


