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 K0000A Life Safety Code Recertification 

Survey was conducted by the 

Indiana State Department of 

Health in accordance with 42 CFR 

483.470(j).

Survey Date:  06/22/12

Facility Number:  011870

Provider Number:  15G751

AIM Number:  200912390

Surveyor:  Amy Kelley, Life Safety 

Code Specialist

At this Life Safety Code survey, 

Easter Seals ARC of Northeast 

Indiana was found not in 

compliance with Requirements for 

Participation in Medicaid, 42 CFR 

Subpart 483.470(j), Life Safety 

from Fire and the 2000 edition of 

the National Fire Protection 

Association (NFPA) 101, Life Safety 

Code (LSC), Chapter 32, New 

Residential Board and Care 

Occupancies.

This one story facility was fully 

sprinklered.  The facility has a fire 

alarm system with smoke 
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detection in the corridors, 

sleeping rooms and common 

living areas.  The facility has a 

capacity of 6 and had a census of 

5 at the time of this survey.

Calculation of the Evacuation 

Difficulty Score (E-Score) using 

NFPA 101A, Alternative 

Approaches of Life Safety, Chapter 

6, rated the facility Prompt with an 

E-Score of 1.3.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 06/27/12. 

The facility was found not in 

compliance with the 

aforementioned regulatory 

requirements as evidenced by the 

following:
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

A manual fire alarm system is provided in 

accordance with Section 9.6.     32.2.3.4.1.

Residential Supervisor 

re-inserviced Haffner Group 

Home staff on operation of the 

fire alarm system and panel on 

6/28/12. Supervisor re-trained 

staff how to reset the alarm on 

6/28/12.

Person responsible: Residential 

Supervisor

To ensure compliance, residential 

supervisor and QIDP will conduct 

routine observations of the fire 

alarm system panel. Residential 

supervisor will conduct 

observations twice per month and 

the QIDP will conduct observation 

once per month ongoing.

 

Person responsible: Residential 

Supervisor and QIDP

07/09/2012  12:00:00AMKS051Based on observation, record 

review and interview; the facility 

failed to ensure 1 of 1 fire alarm 

systems was provided in 

accordance with Section 9.6.  

Section 9.6.1.4 refers to NFPA 72.  

NFPA 72, Section 7-4.3 states all 

apparatus requiring resetting to 

maintain normal operation shall 

be reset as promptly as possible 

after each test and alarm.  This 

deficient practice could affect all 

clients, staff, and visitors.

Findings include:

Based on observation with 

Maintenance Technician # 1 on 

06/22/12 at 2:10 p.m., the red 

trouble light above the word "fire" 

was illuminated on both fire alarm 

panels.  The written instructions 

below the fire alarm panel located 

in the staff office states "red light 

should not be on.  Red light needs 

to be cleared by pressing "7".  At 

the time of observation, 

Maintenance Technician # 1 could 

not explain why the light was 

illuminated.  
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