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 A standard health survey was conducted on 

04/30-05/02/13.  No deficient practice was 

identified.

An abbreviated survey (KY20088) was also 

conducted at this time.  The complaint was 

unsubstantiated with no deficient practice 

identified.
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 BUILDING:  01

PLAN APPROVAL:  1985 

SURVEY UNDER:  2000 Existing

FACILITY TYPE:  SNF/NF

TYPE OF STRUCTURE:  One story, Type V 

(111)

SMOKE COMPARTMENTS:  Four

COMPLETE SUPERVISED AUTOMATIC FIRE 

ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY 

SYSTEM) 

EMERGENCY POWER:  Type II diesel generator 

                                     

A life safety code survey was initiated and 

concluded on 05/01/13, for compliance with Title 

42, Code of Federal Regulations, 483.70(a) and 

found the facility to be in compliance with NFPA 

101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.
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