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F 000 | INITIAL COMMENTS £ 000 The submlsswn' of the Plan _of.Carrecnan
does not constitute an admission by the
provider of any fact or conclusion set forth
A standard heallh survey was Inltlated on in the Statement of Deficiencies. This plan
08/07/11 and concluded on 09/09/11 with of Correction is being snbmitted because it
regulatory violations ciled at the hlghest scope is required by |
and severlly of an "D". A Llfe Safety Code survey equired by law.
was cohducled on 09/07/11 with regulatory
violatlons clted al the highesl scope and severlty ) _ o
of an "E". : 1. No specific residents were identified
F 371 483.35(1) FOOD PROCURE, F 371 as having been affected by the | 10/04/11

facility’s failure to store and serve
food under sanjtary conditions. On
9/9/2011 the Dietary Manager did a

s5=p | STORE/PREFPARE/SERVE - SANITARY

The facilily must -

(1) Procure food from sources approved or 100% audit of both the walk in freezer
considered satisfactory by Federal, State or local & refrigerator to enswe all opened
aulhorilies; and products were properly labeled &
(2) Store, prepare, distrlbute and serve food sealed per facility policy. No other
under sanitary condillons , _ products were noted to be without

proper” labeling—& ~were-sealed in
accordance with established policy. On
9/9/2011 the Dietary Manager checked
all cold food products on (he tray line
This REQUIREMENT is not met ag evidenced lo make sure a temperafure of 41°F or
by: lower. No cold food producls were
Based on abservalion, intervlew, and review of found with a temperature abova 41°F.
{he facllily's pollcy on Food Storage and Serving, On 9/19/2011 the Dietary Manager in~
it was determined Lhe facilily did nol slore and serviced 100% of the dietary staff to
serve food under sanitary condllions. Flve (5) include the proper ways to apen, label

food products stored In the walk-in freezer were and seal food product in the wallc-in

fouind to have been opaned but not labeled on the (reezer and walk-in vefiigerator as well

Inltal tour of the kitchen. Two (2) of the five llems | on 09/26/2011 the Dietary Manager in-

were unsealed and open (o gir. One container of serviced 100% of Dietary Staff as to

thickened millc was not labeled with the open the proper way to ensure cold food

date. One (1) mulll-serving pitcher of sroducts are at a temperatare of 41°F

nectar-lhickened milk was. placed on the tray ‘m_ lowor P

serving line at a temperature above the minlmum o .

standard of 41 (forly-one) degrees Fahrenhelt (F) 2. All residents partaking of food stored
: and served in a manner that does not

or below for cold foods.

AQGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE : (X6) OATE

W £ Y i X Adnmin/Strater X /0P

' ls((‘) ,d'enoles a deficlancy which the Inallluflon may b?wsad»fwm«coﬂwmgapmvmm tarmlnad that

Any deflclency stalament ending wilh an aslar

olher safeguards provida sufficlant proleclion la Iha pallents. (See Inalrucilons.) Excepl for nursing hames, (h W"Q@Q‘?W disglosabla 90 days
followlng (he dale. of survey whather of nol a plan of cotrectlon Is providsd, For nursing homes, Iha abjove findligs and ‘plang f corfection are dlsclosable 14
days followlng Ihe dale (hess dosumanls are made avallable lo (he (aclllty. If daflclencles are clied, ar approvad plan of correction le raqulslta Lo con(lnued

} {

pragram parilcipation. ! , |
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, ; meet defined sanitary conditions have
F 371 Confinued From page 1 Far _ the potential to be affected.
o ) 3idEReview of fucllity policies and
The findings include: procedures reveal the facility did have
Review of the facilty's pollcy for Food a policy for proper starage of opened,
Temperature Recoryd rSVBaYed cold food products refp_gerated and frozen items. The
must leave lhe kitchen at a minimum of 41 facility policy has been revised afier
degrees (F) or lower. The facillly did not have a veview and all dietary staff provided
policy for dating and sealling opened refrigerated training by the Dietary Manager on
and frozen food products. 9/19/2011 to include (he proper
) storage and service of food in sanitary
Observalion, on 09/07/11 at 8:40 AM, during the conditions. Resouwrces utilized in the
Inillal lour revealed one (1) package of [rozen review and revision of the policy for
cheass, ane (1) package of frozen carrots, and proper storage of opened, refiigerated:
one (1) package of lunch meat that was opened and frozen ilems imcludes: ourrent
and not labsled with th_e opened date. facility policy, federal regulations
Observallon of the refrigerater revealed ono (1) from State Operations Manual
contalner of opensd thickened milk not labeled A PP P.ﬁ Iy §483.350
wilh open date. ppendix , specifically § A'S.(l) —
, Sgnitary Cox:jd;ctilons F37l,-ar1|d pohcgs
Observallon, on 09/08/11 at 9:60 AM, of the of contracted dietary consultant, On
walk-in freezer revealed one (1) package of 9/26/2011 the Dietary staff was
frozen chicken tenders and one (1) package of provided further education by the
frozen chicken filels that were opened and not Dietary Manager of the policy for
dated, not sealed closed and open to air, The Food Temperature Records to ensure
walk-In refrigerater revealed one opened cold food products leave the Iitchen at
container of whipped topping not fabeled wilth the a minimum of 41°F or lower. Dietary
open date. staff will be held accountable for
ensuring compliance with policies on
Observalion, on 09/08/11 al 11:20 AM, revealed proper storage of opened, refrigerated
nectar-thlckgned pl‘tcher of milk on (he lray line in and frozen items and ensuring cold
the North Wing Dining Room wilh & temperalure food products leave the Kitchen at a
of 44 degrees (F). minimum of 41°F or lower, All cold
Interview, on 09/08/11 at 2:06 PM, with lhe foods and boverages aré iced down
Distary Manager (DM) revealed the Dietary Staff during l}aeal service and transport. '
are tralned to label foad items with the opening 4. An audit tool has been developed by
date and to seal frozen and refrlgerated food the contracted dreta?y copsultmg
items afler opening. The DM said she did not vendor in collaboration with the
Even! 1D: Q7JHA1 facllity [D: 100637A If conllinuatlon sheel Page 2 of 3
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: facitity Dietary Manager, contracted
F371| Continued F‘r .om page 2 , _ k371 Regis?::rcd D);etitian, Director  of
hink the Facility had a wrilten policy on labeling Nursing Services, Staff Development
and sealing frozen and refrigerated foods when Coordinator, Facility Risks Manager
opened. and Administiator.  The avdit tool
used will include:

a. Check of walk-in freczer 1o -
enswre  food  products, if
opened reflect

i. Labeled
ii. Sealed baclk properly

b. Check of walk-in refirigerator
1o ensure food products, if
opened reflect

i. Labeled
il. Sealed back properly
¢, Cheele of temperature of cold
fopd product at fray line to
ensure temperature-of product
is at a temperabwa of a
minimum of 41°F or Jower.
Audits will be completed on a weekly
basis by designated employees that
will include: .

o Dietary Manager

s Director of Nursing Services

o Staff Development
Coordinator

o Tisks Manager

a  Administralor

Additionally weelly audits will be
conducied by contracted Regislered
Dietitian.  Findings of audits will be
documented and discussed with lhe
Dietary Manager and immediale
actions taken by the Dielary Manager
ta address any concerns. The Dietary
FORM CMS-2557(02-09) Previous Verglona Obaolsle Event {D:Q7JH11 Facllily 10: 100837A If conlinuation sheet Page 3 of 3
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CMS-2567 Statement of Deficiencies
Date Survey Completed: 09/09/2011
Green Meadows Health Care Center

Provider Number: 185464

F371 (Cont’d)

Manager will be responsible for ensuring Dietary Staff compliance with established policies on proper storage
of opened, refrigeraled and frozen items as well as ensuring cold food products leave the kitchen at a minimum
of 41°F or lower. Andits will be conducted a minimum of three days a week in seven day time frames
beginning the weel¢ of October 09, . 2011 throngh October 15, 2011,
These 3-days a week audits will continue for 8 consecutive weels as follows:

Weel 1: 16/09-15/2011
Weelk 2: 10/16-22/2011
Weelc 3; 10/23-29/2011
Weelk 4: 10/30-11/05/11
Week 5t 11/06-12/2011
Weelk 6: 11/13-19/2011
Week 7: - 11/20-26/2011
Week 8: 11/27-12/04/11

Fmmoe a0 o

Effective December 05, 2011 going forward, audits will be conducted once per week.

Findings of these audits and actions talcen will be presented in writing by the Dietary Manager to the Quality
Assessment and Assurance Committee (QAA) on 2 monthly basis. The QAA Committee wil} provide direction on a
monthly basis for actions fo be talen relative to ensuring the proper storage and serving of food under sanitary

conditions,

|
{ OFFICE
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K 000 | INITIAL COMMENTS K 000| The submission of the Plan of Coirection
. does not constitute an admission by the
. provider of any fact or conclusion set forth
CFR: 42 CFR §483.70 (2) in the Statement of Deficiencies. This plan
, of Correction is being submitied because it
BUILDING: 01 is vequired by faw.
PLAN APPROVAL: 1990
SURVEY UNDER: 2000 Exlsting I. WNo specific residents were identified io/aq/n
as having been affected by the
FACILITY TYPE: SNF/NF facility’s failure to ensure there were
no impediments to the closing of
TYPE OF STRUCTURE: One (1) story, Type corridor doors, according to NFPA
(000) standards.
2. All residents have the potential to be
SMOKE COMPARTMENTS:  Nine (9) affected if they are in the smoke
. compartments where the facility failed
_ FIREALARM: = Complete fire alarm system wilh _.—|  to ensure there were no impediments | _
heat and smoke deteclors . to the closing of corridor doors,
SPRINKLER SYSTEM:  Automatic (dry) according fo NFPA standards. .
sprinkler system, hydraulically deslghed 3. The wedge holding the coiridor door
to the beauty shop open was removed
GENERATOR: Type Il generator. Fusl source Is on 109/07/2011. The beautician was
dlesel notified on  09/08/2011 by the
Administrator that cowidor doors
cannot have any impediments to their
A standard Life Safely Code survey was closing, specifically the beauty shop.
conducled on 09/07/11. Green Meadows Heallh The door closure was removed on
Care Center was found not to be in compliance 9/7/201 Lallowing the door to remain
wlth the requirements for participation in open without the need of a wedge.
Medlcare and Medicaid. The facllity is licensed for The Divector of Maintenance and his
one-hundred and twenty-two (122) beds and the staff was provided in-servicing on
census was one-hundred and flve (105) on the KOI8 on 09/07/2011 by the
day of the survey. Administrator, ~ The Director of
The findings lhat follow demonstrale Mail‘uenance conducted a check 0‘? A v
| noncompiiance wilh Tille 42, Coda of Federal corridor doors throughout the facility
Regulalions, 483.70(a) et seq. (Life Safely from on 03/07/2011 to ensure all corridor
TITLE (X6) PATE

\ Admnistiey )( JO/06/R0//

A)
Any d:aﬂclency stalemenl enalng With an aslerfsk (%)-dencles a deflclency which the inslilullon may he a)!cused fro

alhar safeguards provide sufflclant pratection lo [he pallents. (See Insiryclians.) Excepi for nursing homes, the findings slal f

followlng lhe dale of strvey whether ar nol a plan of correclion Is provided. For nurslng homes, (he above Mndings
days followlng the dale thess dooumenls are made avallable (o (ha facllty. Il deficlencles afe clied, an approved pi

program pariclpalion,

1 ¥,
OO GV RT

and plans of

{3 i’
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K 000 | Conlinued From page 1 €000 . .
Fire pag doors were free of any impediments to
Ire) closing, Additionally the
Deficiencies were cited with the highesl Administrator provided lraining fo ‘nll
deficiency idenlified at E level Department Heads/Adminisirative
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD Kotg| ~ Staff on  09/0972011 om KO8y /pg /i1

S§=D

Doors prolecting corridor openings in olher [han
required enclosures of vertical openings, exlts, or
hazardous areas are subslantial doors, such as
lhose constructed of 1% Inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered bulldings are only
required to resist the passage of smoks. Thare Is
no Impediment o the closing of the doors. Doors
are provided with a means sultable for keeping
the door clased, Dutch doors meeling 19.3.6.3.6
are permitted.  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilitles.

This STANDARD is not met as evidenced by:
Based on observalion and Interview, it was
determinad the facilily failed lo ensure there were
no Impediments to lhe closing of corrldor doors,
according to NFPA standards. The deficiency
had the potenilal to affect one (1) of nine (9) -
smoke departmenls, approximately twanly-five
(25) residents, staff and vigilars. The facllity is

standards.

4. The Director of Mainlenance will
check all corridor doors throughout the
facility on a weekly basis beginning
the week of October 02, 2011 through
October 08, 2011 to ensure all corridor
doors are f[rece from impediments,
Weeldy audits will be conducted by
the Director of Maintenance for the
next 8§ weeks as follows:

a. Week 1. 10/02-08/2011
T b. Week2:  10/09-15/2011
¢, Week3: 10/16-22/2011
d. Week4: 10/23-29/2011
e. Week5; 10/30-11/05/11
f. Week6: 11/06-12/2011
g Week7: 11/13-19/2011
h. Week &; 11/20-26/201 1

Effeciive November 27, 2011 going
forward, the audits will be conducted once
per month,

Findings of these audits will be presented
in writing by the Director of Maintenance
lo the Quality Assessment and Assurance
Commirtee (QAA) on a monthly basis.
The QAA Committee will provide
direction for actions to be taken relalive to
ensuring there are no impediments to the

FORM CMS+2667(02-98) Fravlaus Varslons Obsolsle
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K018

K 028
88=D

Confinued From page 2

licensed for one-hundred and twenty-two (122)
beds and the census was one-hundred and flve
(108) on the day of lhe survey.

The lindings include:

Observations, on 09/07/11 at 2:20 PM, with the
Maintenance Directar and Maintenance Assistant
revealed a wedge holding the carridor door o the
beauly shop open.

Intarview, on 09/07/11 al 2:20 PM, with the
Maintenance Director and lhe Malnlenance
Assistant revealed lhey were unaware that a
wedge was being used to hold the door in Ihe
open position.

Reference; NFFA 101 (2000 Edltion)

19.3.6.3.3* :
Hold-open davices Lhal release when the door is
pushed or pulled shall be permilted.

A 19.36.3.3

Doors should not be blocked open by furnliure,
door stops, chocks, tle-backs, drop~down or
plunger-lype devices, or other devices that
necessilate manual unlalching or refeasing aclion
to close, Examples of hold-open devices that
release when the door is pushed or pulled are
friclion catches or magnellc catches,

NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
exlinguishing system In accordance with 8.4.1
andfor 19,3.5.4 prolects hazardous areas. When
the approved automatls fire extinguishing system

Ko1g

K 029

closing of corridor doors, according to
NIPA standards.

(a/oa/n

No specific residents were idenlified
as having been affected by the
facility’s failure to ensure hazardous
areas were maintained according to

.FORM CMS-2667(02-88) Prevlous Verslona Obaolalo
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K 029 | Conlinued From page 3 K 029 National Fire Protection Association
oplion is used, the areas are separated from (NEP A? standards. !
other spaces by smoke resisting pariitions and 2. All residents have the. potential fo be
doora, Doors are self-closing and non-rated or ffecied if there are holes around pipe
field-applied prolective plates that do not exceed penetrations in the walls and ceilings
48 Inches from lhe boltom of the door are and the rooms not sealed lo resist the
permitted.  19.3,2,1 passage of smoke.
3. The Administrator provided education
fo (he Director of Maintenance and |
ather maintenance staff on Thweday,
September 08, 2011 addressing the
_ requirement that all holes around pipe
This STANDARD Is nat met as evidenced by: penetrations in the walls and ceilings
Based on observallon and Interview, It was must be sealed to resist the passage of
ceiminad el eed i v e ke An e o o s o
Prolectlon Assoclation (NFPA) slandards, The il)\c i fac‘lllry was ;\:/? nducted by the
deficlency had the polential to affect one (1) of reclor of  Maintenance = on
— nine (9) smoke comparimsnls; residents, staff, 09/08/2011 to ensure any holes found
and visitors. The facllily Is licensed for are vepaired to” comiply "with™NFPA
one-hundred and twenty-two (122) beds, and the standards. The holes found in the
census was one-hundred and flve (105) on the Mechanical Room in the Physical
day of the survey. Therapy Department around the pipe
penetratians in the walls and ceiling
The lindings include: were repaired and are sealed to resist
the passage of smoke. The Director of
Observallon, on 09/07/11 at 1:20 PM, with the Maintenance will check all areas of the
Malntenance Director and the Malntenance facility throughont the facility on a
‘Asslstant revealed the Mechanlcal Room In the monthly basig beginning the month of
Physical Therapy Depariment had holes around October 2011.
the plpe penetrallons in the‘wair:s and celllng.fThe 4. The Director of Maintenance will
;?Ttlagnk;vas not sealed (o resisl the passage o check all areas of the facility
’ throughout (he facility on a monthly
basis beginning the menth of October
Interview, an 08/07/11 at 1:20 PM, with lhe 2011
Maintenance Dlrector and lhe Malntenance o :
Assistant revealed lhey were unaware Ihe holes Findings of these audits will be presented
In the walls and ceiling had not bsen sealed in writing by the Director of Maintenance
FORM CMS-2667({02-98) Previous Varslans Obsolele Event ID:Q7JH21 Facllity ID: 100837A If conllnuallon gheal Paga 4 of B
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SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORRECTION

- | permiited to be In accordance with 19.3.5.4,

smoke light.

Referencs; NFPA 101 (2000 edilion)

19.3.2.1 Hazardous Areas, Any hazardous-areas
shall be safaguarded

by a fire barrler having a 1-hour fire resislance
reling

or shall be provlded with an automatic
extingulshing system In

accordance wilh 8.4.1, The automatic
exlinguishing shall be

Whare the sprinkler
oplion is usad, the areas shall be separated from

other

.| spaces by smoke-resisiing pariilions and doors..—|.

The doors

shall be self-closing or automallc-closing.
Hazardous areas

shall Include, but shal} not be restricted to, lhe
followlng:

(1) Bolier and fuel-fired heater rooms

(2) Cenlrallbull laundries larger than 100 (t2 (9.3
m2)

(3) Paint shops

(4) Repair shops

(5) Solled linen rooms

(6) Trash collection rooms

(7) Rooms or spaces larger than 60 fi2 (4.6 m2),
including

repalr shops, used for slorage of combustible
supplles

and equipment in quanlilies deemed hazardous
by the

authorlty having jurisdiclion

(8) Laboralorles employing flammable or

4) 10 (X6)
t?f(zE)ﬂx (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE A
DEFICIENCY)
K 029 | Conliniied From page 4 K029 , :
pag to the Quality Assessment and Assurance

Committee (QAA) on a monlhly basis.
The QAA Committee will provide
direction for actions to be taken relative o
ensuring hazardous areas are maintainéd
according to NFPA standards so areas sare
sealed to prevent the passage of smoke.
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() ID SUMWMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF: GORRECTION (5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX {EAGH GORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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K 029 | Conlinued From page 6 Ko20f1. No specific residents were identified
combustible materlals as having been affected Dby the
in quantities less Ihan those Lhat would be facility's failure to cnsure  Alcohol
consldered Based Hand Rub dispensers were not
a severs hazard, installed over or adjacent to an ignition
Exception: Doors In raied enclosures shall be source, per NFPA standards.
permlited (o have nonrated, 2. All residents have the potential to be
faclory- or field-applied prolective plates affected if Alcohol Based Mand Rub
extending not more dispensers are installed over or
than 48 In, (122 cm} above the boltom of the adjacent to an ignition sowrce, per
doar, NFPA slandards,
K 211 NFPA 101 LIFE SAFETY CODE STANDARD K211|3. The Administrator provided education lD/M / {1
SS=E to the Director of Maintenance and
Where Alcohol Based Hand Rub (ABHR) maintenance employees on Thursday,
dispensers are installed in a corrldor: September 23, 2011 addressing the
o The corridor |s at Jeasl 6 feet wida requirement that Alcohol Based Hand
o The maximum individual fluid dispsnser Rub (ABHIR) dispensers are properly
i ﬁ?é);t:)ty shall be 1.2 liters (2 liters In sultes cjf B installed according to NFPA 1 0‘1 Life |
o The dispensers have & minimum spacing of 4 ft Safety’ Code Standards. ~The Director
from each other of Mainlenance and maintenance sfaff
o Not more than 10 gallons are used In a single is the only employees who will be
smoke comparlmenl oulslde a storage cablnet. installing (ABHR) dispensers. On
o Dispensers are not installed over or adjacent to 09/07/2011 the improperly installed
an [gnition source. ABHR dispensers were taken down
o If the floor Is carpsted, lhe bullding Is fully and properly installed according to
sprinklered.  19.3.2.7, CFR 403.744, 418,100, standard. An inspection of all walls
460.72, 482,41, 483.70, 483.623, 485.623 throughout (he facility was conducted
by 1he Director of Maintenance on
09/07/2011 to ensure no Alcohol
Based Hand Rub dispensers wero not
installed over or adjacent to an ignilion
source, per NFPA standards
4, The Director of Maintenance will
check all areas of the facility
This STANDARD is not mel as evidenced by: throughout the facility on a monthly
Based on observatlon and Interview, it was basis beginning the month of October
determinad lhe facilily failed (o ensurs Alcahol 2011 to ensure compliance.
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(X4) I SUMMARY STATEMENT QF REFICIENCIES iD PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MLIST BE PREGEDED AY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC I0ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K211 Cantinued From page 6 K211

Basad Hand Rub dispensers were not installed
over or adjacent lo an Ignillon source, per NFPA
standards. The deflclency had the potential lo
affect one (1) of nine (9) smoke compartments,

Findings of these audits will be presented
in writing by the Director of Maintenance
to the Quality Assessment and Assurance

residenls, staff and visltars. The facllity Is Committee (QAA) on a monthly basis,
llcensed for one-hundred and twenty-two (122) The QAA Committee will provide
heds and the census was one-hundred and five direction for actions to be taken relative to
(105) on the day of the survey. ensuring  Alcohol Based Hand Rub

dispensers ave not installed over ov adjacent
. to an ignitian source, per NFPA standards.
The (indings include:

Observalion, on 09/07/11 between 1:50 PM and
2:00 PM, wilh ths Maeinlenance Direclor and he
Maintenance Asslstant revealed Alcohol Based
Hand Rub dlspensers were installed over the lighl
swilches In (he dining area, and in the Staff break

room. . - J— -

Interview, on 09/07/11at 1:60 PM, with the
Malntenance Director and the Malntenance
Asgistant, revealed hey were unaware that
Alcohol Based Hand Rub dispensers were not
permitted to be Inslalled over or adjacent to an
electrical ignition source.

Referance: NFPA 101 (2000 Editfon)

Where Alcohol Based Hand Rub (ABHR)
dispensers are installed in a corridor:

o The corridor Is al least 6 feet wide

o The maximum Indlvidual fluld dispenser
capacily shall be 1.2 llters (2 liters in suites of
rooms)

o The dispensers have a minimum spacing of 4 [t
from each olher '

FORM CMS-2667(02-99) Prevlous Verslons Ohsolala Evenl ID: Q7JH21 Facillty ID: 100837A If conllnualion sheel Page 7 of 8
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(211 | Conlinued From page 7 K211

o Nol more lhan 10 gallons are used in a single
smoke compartment oulslde a storage cabinet.

o Dispensers are not inslalled over or ad)acent to
an Ignition source.

o If (he floor Is carpeled, the bullding Is fully
sprinkled.  19.3.2.7, CFR 403.744, 418,100,
460,72, 482.41, 483.70, 483.623, 485.623
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