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A Standard Recertification Survey was initiated
on 06/11/12 and concluded on 06/12/12 with no
deficiencies cited. ' '
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CFR: 42 CFR 483.70(a)

Building: 1

Survey under: NFPA 101 (2000 Edition)

Plan approval: 7/8/87

Facility type: SNF

Type of structure: Type | (332) four (4) stories
Smoke Compartments: Two (2)

Fire Alarm: Complete fire alarm System

Sprinkler System: Complete sprinkler system
(wet).

Generator. Two (2) Type 1 Diesel generators

A standard Life Safety Code survey was
conducted on 06/12/12. Kings Daughter Medical
Center was found to be in compliance with the
requirements for participation in Medicare and
Medicaid. '
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