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 A Life Safety Code Preoccupancy Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.90(a)

Removal of an aluminum-framed entrance and 

sidelights

Conversion of a passage and an activity room 

into a combined dining and activity room

Creation of a second locked wing (and possible 

adjacent locked courtyard) to accomodate twenty 

(20) residents, in

rooms 140-14, to include: 

Installation of delayed-egress magnetic locks and 

keypads at an existing cross-corridor door, at the 

interior

and exterior doors of the north exit from the wing, 

and at the west door of the dining/activity room

Installation of a delayed-egress magnetic lock 

and keypad at the exterior door outside the 

locked unit

serving the north end of the amenities wing

Interconnection of all magnetic locks to the 

existing fire alarm system

Survey Date:  02/27/24

Facility Number:  000125

Provider Number:  155220

AIM Number:  100266740

At this preoccupancy survey, Dyer Nursing & 

Rehabilitation Center was found in compliance 

with Requirements for Participation in 

Medicare/Medicaid, 42 CFR 483 Subpart B and 

410 IAC 16.2.

This one story facility was determined to be of 
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Type V (111) construction and fully sprinklered.  

The facility has a fire alarm system with hard 

wired smoke detection in resident rooms, in 

corridors and in spaces open to the corridors. 

The facility has a capacity of 161 and had a 

census of 115 at the time of this survey.

All areas where residents have customary access 

and all areas providing facility services were 

sprinklered.
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