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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:  04/26/12

Facility Number:  000669

Provider Number:  15G132

AIM Number:  100234280

Surveyor:  Amy Kelley, Life Safety 

Code Specialist

At this Life Safety Code survey, 

Bi-County 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 33, Existing 

Residential Board and Care 

Occupancies.

The one story facility with a 

basement was fully sprinklered.  

The facility has a fire alarm system 
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with smoke detection on all levels 

including the basement, in the 

corridors, sleeping rooms and 

common living areas.  The facility 

has a capacity of 8 and had a 

census of 8 at the time of this 

survey.

Calculation of the Evacuation 

Difficulty Score (E-Score) using 

NFPA 101A, Alternative 

Approaches to Life Safety, Chapter 

6, rated the facility Impractical 

with an E-Score of 5.3.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 04/30/12.

The facility was found not in 

compliance with the 

aforementioned regulatory 

requirements as evidenced by the 

following:
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Wind Ridge Life Safety Code 

POC

May 2012

 

K 130

Bi-County Services, Inc. (BCS) 

will assure that the residential 

group home(s) have documented 

monthly fire extinguisher 

inspections required for 

compliance with the Life Safety 

Code (LSC) standard(s). BCS 

was found to be deficient in that 

one of three portable fire 

extinguishers at the Wind Ridge 

(WR) group home did not have 

documentation to show that the 

laundry room fire extinguisher 

received a monthly inspection 

from November 2011 through 

date of survey on 4/26/12. Upon 

investigation into the lack of 

documentation for the laundry 

room extinguisher being 

inspected, it was found that the 

Maintenance Department 

“Monthly Inspection Checklist” 

listed just two extinguishers to be 

inspected rather than the three 

units. The following corrective 

action has been completed to 

assure that the all residents of the 

WR group home are safe.  

1.     On 5/2/12 the BCS 

Maintenance Crew Leader 

discovered that just two of the 

three fire extinguishers at the WR 

home were listed on the Monthly 

Maintenance Checklist. The 

Checklist was revised 

05/03/2012  12:00:00AMK0130Based on observation and 

interview, the facility failed to 

ensure monthly fire extinguisher 

inspections were documented, 

including the date and initials of 

the person performing the 

inspections for 1 of 3 portable fire 

extinguishers.  NFPA 101, Section 

4.5.7 states any device, 

equipment, or system required for 

compliance with the Code shall 

thereafter be maintained unless 

the Code exempts such 

maintenance.  NFPA 10, Standard 

for Portable Fire Extinguishers, 

4-3.1 requires extinguishers shall 

be inspected monthly.  NFPA 10, 

4-2.1 defines inspection as a 

quick check an extinguisher is 

available and will operate.  NFPA 

10, 4-3.4.2 requires at least 

monthly, the date the inspection 

was performed and the initials of 

the person performing the 

inspection shall be recorded.  This 

deficient practice could affect any 

occupants near the laundry room.

Findings include:

Based on observation of the fire 
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immediately to include the third 

extinguisher in the laundry room. 

At the same time the Checklist 

was reviewed to assure that all 

group homes had the accurate 

number of fire extinguishers to be 

checked per home. No other 

revisions to the Checklist were 

required.

2.     On 5/3/12, a Maintenance 

Technician inspected all three of 

the designated fire extinguishers 

at the WR group home to assure 

that each extinguisher was 

available and operable.

3.     BCS will meet the LSC 

standard(s) of assuring 

documentation monthly for each 

extinguisher including date of 

inspection as well as the initials of 

the inspector assuring that each 

required extinguisher is available 

and operable.  Documentation will 

be provided on each fire 

extinguishers 

inspection/maintenance tag.

4.     BCS has safeguards in 

place to address life safety 

issues. The Maintenance 

Department’s Monthly Inspection 

Checklist of all group homes 

includes a wide variety of 

compliance to code issues, 

including but not limited to alarm 

system operable/smoke heads 

testing, sprinkler systems & water 

pressure check, portable fire 

extinguishers meeting inspection 

and maintenance schedules, etc. 

This very thorough monthly 

inspection demonstrates ways 

that BCS is committed to the 

extinguisher 

inspection/maintenance tag with 

the Residential Trainer, Program 

Manager and the House Manager 

on 04/26/12 at 2:35 p.m., there 

was no documentation on the tag 

to show the laundry room fire 

extinguisher received a monthly 

inspection since November 2011.  

This was acknowledged by 

Residential Trainer, Program 

Manager and the House Manager 

at the time of observation.
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health and safety of the 

consumers living in our group 

homes. Residential Managers 

(RM) and/or Residential 

Management Teams (RMT) can 

contact the Maintenance 

Department at any time for needs 

as it relates to safety including 

environmental and structural.  

 

Persons Responsible: 

Maintenance Department, 

Residential Management Team 

(RMT) and Residential 

Administrator.

 

TCD   5/3/12
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