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 K0000A 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:  03/01/12

Facility Number:  011039

Provider Number:  155675

AIM Number:  200299100

Surveyor:  Mark Bugni, Life Safety Code 

Specialist

At this Life Safety Code survey, Morning 

Breeze Retirement Community and 

Healthcare  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 (111) construction and fully 

sprinklered.  The facility has a fire alarm 

system with smoke detection in the 

corridors, spaces open to the corridors, 

and all resident sleeping rooms.  The 
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healthcare portion of the facility has a 

capacity of 48 and had a census of 46 at 

the time of this visit.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 03/06/12.

The facility was found in substantial compliance 

with the aforementioned regulatory requirements 

as evidenced by the following:
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NFPA 101 

LIFE SAFETY CODE STANDARD 

Generators are inspected weekly and 

exercised under load for 30 minutes per 

month in accordance with NFPA 99.     

3.4.4.1.

NFPA 101 Life Safety 

CodeK144Remote annunciator 

panel has been purchased and 

installtion is underway. Panel will 

be located at nurses station 

where it can be monitored 24/7. 

This panel meets the 

requirements of NFPA 99 Health 

Care Facilities, 

3-4.1.1.15.Anticipated completion 

date of March 23, 2012

03/23/2012  12:00:00AMK0144Based on observation and interview, the 

facility failed to ensure 1 of 1 emergency 

generators  was provided with a 

functional alarm annunciator in a location 

readily observed by operating personnel at 

a regular work station such as a nurses' 

station.  NFPA 99, Health Care Facilities, 

3-4.1.1.15 requires a remote annunciator, 

storage battery powered, shall be provided 

to operate outside of the generating room 

in a location readily observed by 

operating personnel at a regular work 

station.  The annunciator shall indicate 

alarm conditions of the emergency or 

auxiliary power source as follows:

(a) Individual visual signals shall indicate:

1. When the emergency or auxiliary 

power source is operating to supply power 

to load. 

2. When the battery charger is 

malfunctioning.

(b) Individual visual signals plus a 

common audible signal to warn of an 

engine-generator alarm condition shall 

indicate:

1. Low lubricating oil pressure.

2. Low water temperature.

3. Excessive water temperature.

4. Low fuel - when the main fuel storage 
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tank contains less than a 3-hour operating 

supply.

5. Overcrank (failed to start).

6. Overspeed.

Where a regular work station will be 

unattended periodically, an audible and 

visual derangement signal, appropriately 

labeled, shall be established at a 

continuously monitored location.  This 

derangement signal shall activate when 

any of the conditions in 3-4.1.1.15(a) and 

(b) occur but need not display these 

conditions individually.  This deficient 

practice could affect all the residents as 

well as visitors and staff.

Findings include:

Based on observation on 03/01/12 at 1:15 

p.m. with the maintenance supervisor, a 

remote alarm annunciator for the 

generator was provided on the emergency 

generator, which was located outside the 

kitchen exit, but not at a location readily 

observed by personnel such as a nurses' 

station.  This was verified by the 

maintenance supervisor at the time of 

observation and acknowledged by the 

administrator at the 1:40 p.m. exit 

conference on 03/01/12.

3.1-19(b)
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