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 K010000A Life Safety Code Recertification 

Survey was conducted by the Indiana 

State Department of Health in accordance 

with 42 CFR 483.470(j).

Survey Date:  03/13/13

Facility Number:  004396

Provider Number:  15G720

AIM Number:  200511360

Surveyor:  Mark Bugni, Life Safety Code 

Specialist

At this Life Safety Code survey, REM 

Indiana, Inc. 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 detection in the 

corridors, client sleeping rooms and 

common living areas.  The facility has a 

capacity of 4 and had a census of 4 at the 

time of this survey.
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Calculation of the Evacuation Difficulty 

Score (E-Score) using NFPA 101A, 

Alternative Approaches to Life Safety, 

Chapter 6, rated the facility Slow with an 

E-Score of 4.4.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 03/19/13. 

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 

OTHER LSC DEFICIENCY NOT ON 2786

Program Director will contact 

sprinkler company to ensure 

correct tags are placed on all fire 

extinguishersProgram Director 

will check fire extingusihers 

annually to ensure that the 

correct tags are in place on all fire 

extinguishers.Home Manager will 

complete monthly fire 

extinguisher inspections to 

ensure that fire extinguishers are 

maintained and in working 

order.Program Director will 

complete quarterly fire 

extinguisher inspections to 

ensure that fire extinguishers are 

maintained and in working order 

and that Home Manager is 

completing her monthly 

checks.Responsible 

Parties:Program Director, Home 

Manager

03/29/2013  12:00:00AMK010130Based on observation and interview, the 

facility failed to ensure 3 of 3 portable fire 

extinguishers were inspected at least 

monthly and the inspections were 

documented for 11 of 12 months since the 

annual inspection date, including the date 

and initials of the person performing the 

inspection.  LSC 4.6, General 

Requirements at 4.6.12.2 requires existing 

LSC features obvious to the public, such 

as fire extinguishers, to be either 

maintained or removed.  NFPA 10, the 

Standard for Portable Fire Extinguishers, 

Chapter 4-3.4.2 requires at least the date 

of inspection and the initials of the person 

performing the inspection shall be 

recorded monthly.  In addition NFPA 10, 

4-2.1 defines inspection as a quick check 

an extinguisher is available and will 

operate.  This deficient practice could 

affect all clients, visitors and staff.

Findings include:

Based on observation during a tour of the 

facility with the program director from 

11:15 a.m. to 12:20 p.m. on 03/13/13, 

service and inspection tags for the 

portable fire extinguishers located in the 

kitchen, the staff office and the client 
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sleeping room corridor each indicated the 

most recent annual inspection was 

03/14/2012 but no monthly checks were 

documented on the inspection tags for 

April, May, June, July, August, 

September, October, November, or 

December 2012, or January and February 

2013.  Based on an interview with the 

program director on 03/13/2013 at 11:50 

a.m., there was no written documentation 

of monthly fire extinguisher inspections 

for the facility and acknowledged the 

facility did not perform monthly fire 

extinguisher inspections for the past year 

since the annual inspection date of 

03/14/2012.
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