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F 000, INITIAL COMMENTS F 000

An annual survey was conducted 03/10/10
through 03/12/10 and a Life Safety Code survey
was conducted on 03/11/10 to determine the
facility's compliance with Federal Regulatory
Requirements. Deficiencies were cited in regard
to the Life Safety Code survey with the highest
scope and severity being an "F" and the facility
having an opportunity to correct before remedies
could be recommended for imposition.
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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
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days following the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of cofrection is requisite to continued
program paricipation.
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NFPA 25 19089 Edillon

2-2 Inspacllion,

2-2.1 Sprinklers,

2-2,1.1* Sprinklers shall be inspeciad from lhe
floor level annusily. Sprinklers shall ha free of
corroslon, fareign malerials, paint, and physleal
damage and shall be Installed In lhe proper
orfentation (e.g.. upright, pendant, ar sidewall).
Any sprinkler shall be replaced that is paintad,
corfoded, damaged, loaded, or In the Improper
orlentalion.

K062

Plant Operations Director and
Licensed Contractor will inspect
sprinkler system quartetly to ensure
future compliance.

The safety committee will inspect
Automatic Sprinkler System
inspection documentation quarterly
for one year following the noted
issue and report finding to Quality
Assurance committee.

P4y 1D BUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF COARECTION o5
FREFIX (EAGH DEFIGIENGY MUST BE PRECEOEO BY FULL PREFIX {EAGH CORRECTWE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CRO35-REFERENCED TQ THE APPROPRIATE BATE
DEFICIENCY)
K062 | Continued From pags 1 €062

5o

£ M.

FORA CMS-2567(02-69) Previous Vedalons Obaolele

Evend ID:JPEW21

Faclity (D: 100317

if conlnualon sheol Page 2 0f 2





