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Bldg. 02
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: 01/07/16

Facility Number: 001218
Provider Number: 15G641
AIM Number: 100235390

At this Life Safety Code survey, Peak
Community Services 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 sprinklered.
This facility has a fire alarm system with
smoke detection in the corridors,
common living areas and hard wired
smoke detectors in all client sleeping
rooms. The facility has a capacity of six
and had a census of six at the time of this
survey.

Calculation of the Evacuation Difficulty
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Score (E-Score) using NFPA 101 A,
Alternative Approaches to Life Safety,
Chapter 6, rated the facility Prompt with
an E-score of 0.4.
Quality Review completed 01/12/16 -
DA
K S051 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
Bldg. 02 A manual fire alarm system is provided in
accordance with Section 9.6.  32.2.3.4.1.
Based on record review and interview, K S051 Peak Community Services will 02/06/2016
0,
the facility failed to ensure 1 of 1 fire ensure battery % of charge and
L K battery age checks are completed
alarm systems was maintained in and fall within range date.
accordance with the applicable Maintenance has replaced the
requirements of NFPA 72, National Fire batteries and will maintain this
Alarm Code. LSC 9.6.1.4 requires fire service. Systemically: Fire
1 b tained i Extinguisher and Battery Check
alarm systems to be maintained in Forms have been updated from
accordance with NFPA 72. This previous surveys. These forms
deficient practice could affect all clients, are to be completed on a monthly
staff, and visitors in the facility. basis. Also, this issue will be
covered at two group home
o ) meetings per year in each Peak
Findings include: Community Service Group Home.
It will be documented in the
Based on review of Fire Alarm r,\r/lunutes. Thi Remdenﬂal dh
. ) anager in Logansport and the
Inspect.lon reports on 01/07/16 at 2:05 Director of Residential and Day
p-m. with the House Manager, the last Services in Winamac will monitor
fire alarm inspection done on 01/20/15 the minutes for these trainings.
indicated in the comments section the Zﬁjr§gns T:esﬁfiﬁSIbl\l/leiRay
. . ridge, Facilities Manager
batt.erles ha'd failed a load test and Crystal Doss, House Coordinator
expired their manufacturer's date code John Armstrong, QIDP Heather
and the control panel multi plex failed. A DeWitt, Residential Manager
fire alarm test was conducted at the time Stephanie Hoffman, Director of
£ i d the al Ked Residential and Day Services,
of inspection and the alarm worke Winamac
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properly. Based on interview concurrent
with record review of the fire alarm
report with the House Manager, it was
acknowledged the aforementioned items
had not been addressed since the last fire
alarm inspection.
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