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 A recertification survey was conducted on 

03/27/12 through 03/29/12.  The facility was 

found to be in compliance with 42 CFR Part 483 

with no deficiencies identified.
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 CFR:  42 CFR 483.70(a)

BUILDING:  01

PLAN APPROVAL:  2004

SURVEY UNDER:  2000 New

FACILITY TYPE:  SNF/NF

TYPE OF STRUCTURE:  One story, Type 11 

(111)

SMOKE COMPARTMENTS:  Two 

FIRE ALARM:  Complete automatic fire alarm 

system

  

SPRINKLER SYSTEM:  Complete automatic 

(dry) sprinkler system

GENERATOR:  Type Il natural gas generator

A life safety code survey was initiated and 

concluded on 03/28/12, 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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