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Bldg. 01

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:  03/11/16

Facility Number:  0011297

Provider Number:  15G733

AIM Number:  200842740

At this Life Safety Code survey, 

Benchmark Human 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 .  

This facility has a fire alarm system with 

smoke detection on all levels as well as 

in the corridors, common living areas and 

hard wired smoke detectors in client 

sleeping rooms.  The facility has a 

capacity of four and had a census of four 

at the time of this survey.

Calculation of the Evacuation Difficulty 
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Score (E-Score) using NFPA 101 A, 

Alternative Approaches to Life Safety, 

Chapter 6, rated the facility Slow with an 

E-score of 2.2.

Quality Review completed on 03/14/16 - 

DA

483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

A manual fire alarm system is provided in 

accordance with Section 9.6.     32.2.3.4.1.

K S051

 

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 1 manual fire 

alarm systems was continuously in proper 

operating condition.  LSC Chapter 

4.6.12.1 is a general requirement and 

applies to all occupancies.  LSC 4.6.12.1 

requires that any device or any feature of 

a required fire detection and alarm 

system shall be continuously in proper 

operating condition.  This deficient 

practice could affect all clients, staff, and 

visitors in the facility.

Findings include:

Based on observation with the 

Residential Manager on 03/11/16 at 

10:06 a.m., the fire alarm panel lights 

"System Trouble" and "Zone 4" were 

illuminated. Based on interview at the 

time of observation, the Residential 

Manager tried resetting the panel but the 

K S051 Priority One, the vendor that services 

the fire system, wascontacted 

regarding the trouble light on the fire 

system.  The system was inspected 

on 3/14/16 and foundloose terminals 

inside the water flow switch. The 

terminals were tightened and all 

devices on the identified zoneswere 

tested with normal system 

function. All staff have been trained 

on resetting the fire system and 

monitoringthe fire system panel to 

ensure adequate system function.  

The manager and QDDP will 

complete weekly checks of the 

firesystem to ensure proper function.  

Thesechecks will be documented on 

a fire system check sheet for 3 

months.  Thereafter, the monitoring 

and resetting ofthe fire system will be 

completed with the quarterly 

evacuation drills anddocumented on 

the safety drill report.  Thefire 

system check sheet and the safety 

drill report will be turned into 

thedirector to ensure compliance.
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light remained illuminated.
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