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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:  09/09/14

Facility Number:  000173

Provider Number:  155273

AIM Number:  100290920

Surveyor:  Lex Brashear, Life Safety 

Code Specialist

At this Life Safety Code survey, Cypress 

Grove Rehabilitation Center was found 

not in 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 

detection in the corridors and spaces open 

to the corridors, plus battery operated 

smoke detectors in all resident sleeping 

K010000  
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rooms.  The facility has a capacity of 90 

and had a census of 74 at the time of this 

survey.

All areas where the residents have 

customary access were sprinklered.  

There were four, eight foot by twelve 

foot, and one, twelve foot by sixteen foot 

wood framed portable sheds located 

outside the east unit east exit and filled 

with activity storage, Central Supply 

storage, Dietary storage, and Therapy 

storage, which were not sprinklered.

Quality Review by Dennis Austill, Life 

Safety Code Specialist on 09/12/14.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

NFPA 101 

LIFE SAFETY CODE STANDARD 

Cooking facilities are protected in 

accordance with 9.2.3.     19.3.2.6, NFPA 96

K010069

SS=D

Based on record review, observation and 

interview; the facility failed to ensure 1 

of 1 kitchen exhaust systems was 

inspected semiannually.  NFPA 96, 1998 

Edition, Standard for Ventilation Control 

and Fire Protection of Commercial 

Cooking Operations, 8-3.1 requires the 

K010069 K069 No residents were  

impacted by the alleged 

deficiency. The kitchen range 

hood was inspected on 9/11/14 

with no problems noted. A 

preventive maintenance schedule 

has been established  through 

our TELS maintenance program 

to ensure inspections occur every 

09/22/2014  12:00:00AM

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 9YUW21 Facility ID: 000173 If continuation sheet Page 2 of 4



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

09/30/2014PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

NEWBURGH, IN 47630

155273 09/09/2014

CYPRESS GROVE REHABILITATION CENTER

4255 MEDWELL DR

01

entire exhaust system shall be inspected 

by a properly trained, qualified, and 

certified company or person(s) in 

accordance with Table 8-3.1.  Table 

8-3.1, Exhaust System Inspection 

Schedule, requires systems serving 

moderate volume cooking operations 

shall be inspected semiannually.   NFPA 

96, 8-3.1.1 says, upon inspection, if 

found to be contaminated with deposits 

from grease laden vapors, the entire 

exhaust system shall be cleaned in 

accordance with Section 8-3.  NFPA 

8-3.1 requires hoods, grease removal 

devices, fans, ducts, and other 

appurtenances shall be cleaned to bare 

metal at frequent intervals prior to 

surfaces becoming heavily contaminated 

with grease or oily sludge.  After the 

exhaust system is cleaned to bare metal, 

it shall not be coated with powder or 

other substance.  This deficient practice 

could affect mostly kitchen staff.

Findings include:

Based on review of the kitchen range 

inspection reports in the Maintenance 

Manual on 09/09/14 at 10:50 a.m. with 

the Maintenance Supervisor present, 

there was no documentation to show the 

kitchen range hood had been inspected 

semiannually.  The most recent kitchen 

range hood inspection report was dated 

six months.  The center 

maintenance supervisor has been 

retrained on the center policy for 

hood inspections. The center 

administrator will check range 

hood inspection dates every 6 

months for one year and ongoing  

to ensure continued compliance.  

Compliance will be reported to 

the center Quality Assurance and 

Performance Improvement 

committee monthly  for review 

and recommendations. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 9YUW21 Facility ID: 000173 If continuation sheet Page 3 of 4



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

09/30/2014PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

NEWBURGH, IN 47630

155273 09/09/2014

CYPRESS GROVE REHABILITATION CENTER

4255 MEDWELL DR

01

09/17/13.  There was no inspection report 

available within the past six months.  

This was acknowledged by the 

Maintenance Supervisor at the time of 

record review.

3.1-19(b)
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