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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:  08/12/13

Facility Number:  000798

Provider Number:  15G678

AIM Number:  100248970

Surveyor:  Dennis Austill, Life Safety 

Code Supervisor

At this Life Safety Code survey, ARC of 

Northwest 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 33, Existing 

Residential Board and Care Occupancies.

This one story facility was not 

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 5 and had a census of 5 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 

1.92

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 08/13/13.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by:
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Bidding process for surface 

repairs began 8/16/13; to date we 

have received two estimates. 

Three estimates are preferable, 

as soon as we have all estimates, 

a contract will be signed and work 

will begin.Work completion target 

date 9/11/13.Two fire 

extinguishers were returned to 

provider for 6 year mandatory 

maintenance. 8/20/13 last service 

was  in 2006, over site by 

provider to be corrected. (See 

enclosedd invoice from provider). 

To ensure further compliance, a 

provision for sidewalks, ramps 

and driveways has been added to 

the mothly safety inspection 

report, and additional instructions 

for confirmation (See enclosed).

09/11/2013  12:00:00AMK0101301.  Based on observation and interview, 

the facility failed to ensure 2 of 2 fire 

extinguishers were maintained in 

accordance with NFPA 10.  LSC 4.6.12.2 

says existing life safety features obvious 

to the public, if not required by the Code, 

shall be either maintained or removed.  

NFPA 10, 4-4.3 states every 6 years, 

stored pressure fire extinguishers that 

require a 12 year hydrostatic test shall be 

emptied and subjected to the applicable 

maintenance procedures.  4-4.4.2 states 

each extinguisher that has undergone 

maintenance that includes internal 

examination or that has been recharged 

shall have a "Verification of Service" 

collar located around the neck of the 

container.  The collar shall contain a 

single circular piece of uninterrupted 

material forming a hole of a size that will 

not permit the collar assembly to move 

over the neck of the container unless the 

valve is completely removed.  The collar 

shall not interfere with the operation of 

the fire extinguisher.  The "Verification of 

Service" collar shall include the month 

and year the service was performed, 

indicated by a perforation such as is done 

by a hand punch.  4-5.5 states each fire 

extinguisher shall have a tag or label 

securely attached that indicates the month 

and year recharging was performed and 
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that identifies the person performing the 

services.  A "Verification of Service" 

(maintenance or recharging) collar in 

accordance with 4-4.4.2 shall also be 

attached to the extinguisher.  This 

deficient practice could affect all clients, 

as well as staff.

Findings include:

Based on observation on 08/12/13 at 

10:30 a.m. with the Maintenance 

Director, the following was noted:

a.  The portable fire extinguisher located 

in the kitchen was manufactured in 2006 

according to the label attached to the fire 

extinguisher.  The most recent annual 

inspection was conducted in January, 

2013. The fire extinguisher was not 

provided with Verification of Service 

collar or a tag or label attached indicating 

the six year maintenance procedure was 

performed.  

b.  The portable fire extinguisher located 

in the garage was manufactured in 1989 

according to the label attached to the fire 

extinguisher.  The most recent annual 

inspection was conducted in January, 

2013.  The fire extinguisher was not 

provided with Verification of Service 

collar.  A label was attached indicating 

the six year maintenance procedure was 

last performed in January, 2006.  Based 

on interview at the time of observation, 
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the Maintenance Director acknowledged 

the documentation for the six year 

maintenance procedure was not current.

2.  Based on observation, record review 

and interview; the facility failed to ensure 

exit egress for 3 of 3 exits was arranged to 

minimize tripping hazards.  LSC Section 

4.5.3.2 requires the means of egress shall 

be accessible to the extent necessary to 

ensure reasonable safety for occupants 

having impaired mobility.  This deficient 

practice could affect 2 of 5 clients using 

the north and south sidewalks and the 

driveway as an exit.

Findings include:

Based on observation on 08/12/13 from 

10:45 a.m. to 10:50 a.m. with the 

Maintenance Director the following was 

noted:

a.  The concrete surface of the driveway 

had multiple cracks ten to seventeen feet 

in length and ranged from half an inch to 

three inches in width with a depth of 1/2 

inch.

b.  The sidewalk on the north side of the 

home had a 3 foot by 3 foot section of 

concrete that had been lifted 3 to 4 inches 

by a tree root.

c.  The sidewalk on the south side of the  

home had a 3 foot long crack across the 

sidewalk with a depth of one inch.  
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Based on review of completed "F-1, 

Worksheet for Rating Residents" forms, 

clients #1 and client # 2 were identified as 

having an unsteady gait, used a walker or 

wheel chair and used leg braces.  Based 

on interview at the time of observation, 

the Maintenance Director acknowledged 

the poor condition of the sidewalks and 

driveway.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: J1UQ21 Facility ID: 000798 If continuation sheet Page 6 of 6


