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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:  08/30/13

Facility Number:  003773

Provider Number:  15G704

AIM Number:  200447340

Surveyor:  Lex Brashear, Life Safety 

Code Specialist

At this Life Safety Code survey, Life 

Designs 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 sprinklered.  

The facility has a monitored fire alarm 

system with hard wired smoke detectors 

in the corridors, in sleeping rooms, and in 

common living areas.  The facility has a 

capacity of six and had a census of four 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 2.16.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 09/04/13.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

A manual fire alarm system is provided in 

accordance with Section 9.6, 33.2.3.4.1.

Exception No 1: Where there are 

interconnected smoke detectors meeting the 

requirements of 33.2.3.4.3 and there is not 

less than one manual fire alarm box per 

floor arranged to continuously sound the 

smoke detector alarms.

Exception No. 2: Other manually activated 

continuously sounding alarms acceptable to 

the authority having jurisdiction.

LIFEDesigns, Inc will contact 

CSC to complete the itemized list 

of all devices as described in the 

survey report to include location, 

type of device, visual/functional 

test, and pass/fail test. A copy of 

this list will be on file at the 

LIFEDesigns, Inc office.

09/21/2013  12:00:00AMK01S051Based on record review and interview, the 

facility failed to ensure documentation for 

the testing of 1 of 1 fire alarm system's 

components and devices such as smoke 

detectors, horn/strobe devices, fire alarm 

boxes, and fire alarm control equipment 

was complete.  LSC 9.6.2.10.1 refers to 

NFPA 72, National Fire Alarm Code.  

NFPA 72, 7-3.2 requires fire alarm 

system devices such as smoke detectors, 

fire alarm boxes, horn/strobe devices, and 

fire alarm control equipment be tested 

annually.  This deficient practice could 

affect all clients in the facility.

Findings include:

Based on review of the facility's fire 

alarm system annual inspection reports in 

the Life Safety Manual on 08/30/13 at 

10:40 a.m. with the Network Director 

present, the annual fire alarm system 
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inspection report dated 06/10/13 did not 

include an itemized check list of all 

devices tested, including location, type of 

device, visual/functional test, and 

pass/fail result.  This was acknowledged 

by the Network Director at the time of 

record review.
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