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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: 11/25/14

Facility Number: 001003
Provider Number: 15G489
AIM Number: 100235260

Surveyor: Bridget Brown, Life Safety
Code Specialist

At this Life Safety Code survey, Normal
Life of Indiana 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 corridors,
common living areas and sleeping rooms.
The facility has the capacity for 8 and had
a census of 8 at the time of this survey.
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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 101A,
Alternative Approaches to Life Safety,
Chapter 6, rated the facility Prompt with
an E-Score of 0.7.
Quality Review by Dennis Austill, Life
Safety Code Specialist on 12/03/14.
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
K020130
Based on observation and interview, the K020130 The emergency lighting system 12/25/2014
facility failed to ensure 1 of 3 battery in the east corridor has been
. replaced. Inspection of
operated emergency light fixtures emergency lighting devices is
operated when tested. LSC 4.6.12.2 conducted monthly as part of the
requires life safety features, if not monthly maintenance inspection.
required shall be continuously maintained The Maintenance supervisor is
4. This defici . 1d responsible for conducting
or removed. T .1s eficient pra(':tlce cou monthly inspections and assuring
affect 4 clients in the east sleeping rooms. that any necessary repairs are
completed. Additionally, the
Findings include: Safety Cqmmitteg conducts a
quarterly inspection of the home
) ) that includes checking the
Based on observation with the emergency lighting devices,
maintenance director on 11/25/14 at which includes hand held
11:45 a.m., the battery operated ﬂashllghts as well as the Ihallway
. . . lighting system. Any devices
emergency light in the east sleeping room found not to be in working order
corridor failed to illuminate when tested. are communicated to the
A second test produced the same result. Maintenance Supervisor for repair
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The maintenance director acknowledged or replacement.
at the time of observation, the fixture was
not working.
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