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A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  01/13/16

Facility Number:  000245

Provider Number:  155354

AIM Number:  100290800

At this Life Safety Code survey, 

Newburgh Health Care was found in 

substantial compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 

483.70(a), Life Safety from Fire and the 

2000 edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 IAC 

16.2.

This one story facility was determined to 

be of Type V (000) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with hard wired smoke 

detectors in the corridors and spaces open 

to the corridors, plus battery operated 

smoke detectors in all resident sleeping 

rooms.  The facility has a capacity of 114 

K 0000 Preparation and or execution of 

this Plan of Correction general, or 

any other corrective action set 

forth herein, in particular, does 

not constitute an admission by 

Newburgh Healthcare of the 

alleged or the conclusions set 

forth in the Statement of 

Deficiencies. The Plan of 

Correction and specific corrective 

actions are prepared and / or 

executed soley because of 

provisions of State and Federal 

law.
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and had a census of 101 at the time of 

this survey.

All areas where the residents have 

customary access were sprinklered, and 

all areas providing facility services, 

including a detached garage used for a 

maintenance shop and maintenance and 

facility storage, were sprinklered, except 

a small detached wood framed shed used 

for furniture storage and a walk in cooler 

outside the kitchen service hall exit.

Quality Review completed on 01/19/16 - 

DA

NFPA 101 

LIFE SAFETY CODE STANDARD 

Required automatic sprinkler systems are 

continuously maintained in reliable operating 

condition and are inspected and tested 

periodically.     19.7.6, 4.6.12, NFPA 13, 

NFPA 25, 9.7.5

K 0062

SS=C

Bldg. 01

Based on record review and interview, 

the facility failed to ensure 1 of 1 private 

fire hydrant was continuously maintained 

in reliable operating condition and 

inspected and tested periodically.   NFPA 

25, 1998 Edition, the Standard for the 

Inspection, Testing, and Maintenance of 

Water-Based Fire Protection Systems at 

Section 4-2.2.4 requires dry barrel 

hydrants to be inspected annually and 

after each operation.  Hydrants shall be 

inspected and the necessary corrective 

action shall be taken.  This deficient 

K 0062 CORRECTIVE ACTIONThe fire 

hydrant was tested on 1/18/2016 

by Tri State Fire Protection. No 

issues were found.OTHERS 

HAVING THE POTENTIAL TO 

BE AFFECTEDAll residents have 

the potential to be 

affected.SYSTEMIC 

MEASURESThe facility owned 

fire hydrant will be tested annually 

by Tri State Fire 

Protection.MONITORINGThis will 

be monitored by the facility 

Maintenance Supervisor. 

01/31/2016  12:00:00AM
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practice could affect all residents, staff, 

and visitors.

Findings include:

Based on review of the preventive 

maintenance records in the inspections 

book on 01/13/16 between 9:00 a.m. and 

11:15 a.m. with the Maintenance 

Supervisor present, there was no 

documentation to show the facility's one 

fire hydrant has had an annual inspection.  

Based on interview at the time of record 

review, the Maintenance Supervisor said 

the facility's fire hydrant is inspected 

periodically by the city/county, but, there 

was no documentation available to show 

it has been inspected during the past 

twelve months.

3.1-19(b)
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