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A Life Safety Code Recertification
Survey was conducted by the Indiana
State Department of Health in accordance
with 42 CFR 483.470(j).

Survey Date: 01/08/15

Facility Number: 001188
Provider Number: 15G626
AIM Number: 100235380

Surveyor: Phillip Komsiski, Life Safety
Code Specialist

At this Life Safety Code survey, Peak
Community Services 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 sprinklered.
The facility has a fire alarm system with
smoke detection in the corridors,
common living areas and hard wired
smoke detectors in resident sleeping
rooms. The facility has a capacity of six
and had a census of six 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 Prompt with
an E-Score of 0.56.
Quality Review by Dennis Austill, Life
Safety Code Specialist on 01/15/15/.
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
K02S051 | 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
A manual fire alarm system is provided in
accordance with Section 9.6.  32.2.3.4.1.
Based on record review and interview, K02S051 K51 01/28/2015
the facility failed to ensure 1 of 1 fire Peak Community Services will ensure
alarm systems was maintained in :};:Z:::na::r\:;y::sxj;e :\d
accordance with the applicable records of maintenance k'ept
requirements of NFPA 72, National Fire readilyavailable. The fire alarm
Alarm Code. LSC 9.6.1.4 requires fire system is functioning properly and
alarm systems to be maintained in all up to datepaperwork will be on
accordance with NFPA 72. This the premises 1/28/15. At that time |
deficient practice could affect all clients, \f';'lie” add thedocumentation to this
staff, and visitors in the facility. systemically, maintenance will
ensure that annual paperworkis
Findings include: available in a timely fashion.
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Based on review of Fire Alarm
Inspection reports on 01/08/15 at 12:05
p.m. with the House Manager, the last
fire alarm inspection done on 10/24/14
indicated in the comments section the
alarm tamper switch did not report to the
Fire Alarm Control Panel (FACP).
Furthermore, the FACP showed the
system in trouble. A fire alarm test was
conducted at the time of inspection and
the alarm worked properly. Based on
interview concurrent with review of the
fire alarm report with the House
Manager, it was acknowledged the
tamper switch and the system trouble had
not been addressed since the last fire
alarm inspection.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

Cc9aL421 Facility ID:

001188 If continuation sheet

Page 3 of 3




