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A Recertification Health Survey was initiated on
05/05/15 and concluded on 05/07/15 with no
deficiencies cited.
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CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 2003 and 2010.
SURVEY UNDER: 2000 New
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: The original 2003
building is a one (1) story structure with a partial
basement. The 2010 building addition is a two (2)
story structure with a full basement, Construction
Type !l Protected.

SMOKE COMPARTMENTS: Seven (7) smoke
compartments in the Skilled Nursing Facility.

FIRE BARRIER: The non-certified facility and the
Skilled Nursing Facility were separated by a
two-hour fire barrier.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complete auiomatic, wet
sprinkier system, hydraulically designed.

GENERATOR: Type II, 750 KW generator. Fuel
source is diesel.

An Abbreviated, Life Safety Code Survey utilizing
the 2786S, Short Form, was conducted on
05/05/15. The facility was found to be in
compliance with the Requirements for
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