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A Quality Assurance Walk-thru Survey
was conducted by the Indiana State
Department of Health.

Survey Date: 08/10/12

Facility Number: 000154
Provider Number: 155251
AIM Number: 100289680

Surveyor: W. Chris Greeney, Life Safety
Code Specialist

At this Quality Assurance Walk-thru
survey, Miller's Merry Manor was found
not in compliance with 410 IAC
16.2-3.1-19(1D).

The original one story facility consisting
of the west wing and administrative area
with a partial basement was determined to
be of Type II (222) construction and was
fully sprinklered except for a canopy at
the entrance. A later one story addition,
consisting of the east wing constructed
prior to March 2003, was determined to
be Type V (I1I) also fully sprinklered
therefore it was surveyed as one building.

The facility has a fire alarm system with
smoke detection in the corridors and
spaces open to the corridors. All resident
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rooms were provided with battery
operated smoke detectors. The facility
has a capacity of 110 and had a census of
75 at the time of this survey.

The facility was found not in compliance
with state law in regard to sprinkler
coverage. It was found in compliance
with state law regarding smoke detector
coverage.

All areas where the residents have
customary access were sprinklered except
for a canopy attached to the building and
extending over the walkway to the main
entrance. All areas providing facility
services were sprinklered except for two
detached storage sheds.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 08/13/12.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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State Findings K9999 On August 10, 2012, a Quality 08/10/2012
Assurance walk-thru was
conducted. At the time, we were
3.1-19 ENVIRONMENT AND asked to provide documentation
PHYSICAL STANDARDS that the canopy at the front
entrance was noncombustible.
3.1-19(ff) A health facility licensed under This documentation was housed
hi 1 he followine: at the corporate office and not
16-28 and this rule must do the following: available at the facility during the
(1) Have an automatic sprinkler system survey. We are now providing
installed throughout the facility before documentation showing that
July 1,2012. when the awning was installed, .
NIf . ikl . 7/31/2009, it was constructed with
.( ) If an automatic sprinkler system is not “Sunbrella Firesist fire retardant
installed throughout the health care material” (Attachment 1). This
facility before July 1, 2010, submit before documentation will be kept in the
July 1, 2010 a plan to the department for facility Maintenance Office in the
leti he i lati fih Life Safety Code binder so that it
comp et%ngt 'e installation of the can be provided easily during
automatic sprinkler system before July 1, future inspections.
2012.
(3) Have a battery operated or hard-wired
smoke detector in each resident's room
before July 1, 2012.
This State Rule has not been met as
evidenced by:
Based on observation and interview, the
facility failed to have evidence that a
canopy was noncombustible or install a
sprinkler system in the canopy attached to
the building. This deficiency could affect
all staff, residents and visitors in the
vicinity of the main entrance.
Findings include:
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During a tour of the facility with the
Maintenance Supervisor on 8/10/12
between 11:45 a.m. and 1:15 p.m., the
main entrance/exit doors were found to
have a canopy attached to the building
which exceeded 4 feet in length and did
not include sprinkler coverage. The
canopy had a fabric of unknown
composition which covered an aluminum
frame and was attached to the building
above the main entrance and extended
outward for 11 feet over the entrance
walkway. Interview with the facility
Administrator at 1:40 p.m. on 08/10/12
indicated documentation could not be
located to show the canopy was
constructed from noncombustible
material.

3.1-19(ff)

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID: FHV321 Facility ID:

000154 If continuation sheet

Page 4 of 4




