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 K010000

 

K010000  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:  05/08/14

Facility Number:  000559

Provider Number:  155719  

AIM Number:  100267170

Surveyor:  Bridget Brown, Life Safety 

Code Specialist 

At this Life Safety Code survey, George 

Ade Memorial Health Care Center 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 II (222) construction and was 

sprinklered.  The facility has a fire alarm 

system with hard wired smoke detection 

in corridors, spaces open to the corridors 

and resident rooms.  The facility has a 
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capacity of 70 and had a census of 65 at 

the time of this survey.

All areas where residents have customary 

access were sprinklered.  All areas 

providing facility services were 

sprinklered. 

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 05/13/14.

The facility was found in substantial 

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=B

K010069 May 16, 2014

 

Miriam Buffington

Enforcement Manager, Long Term 

Care

Indiana State Department of Health

2 North Meridian

Section 4-B

Indianapolis, IN 46204-3006

 

Re: Survey Event ID H9MBZ1

 

Dear Miriam:

 

05/27/2014  12:00:00AMBased 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 

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 
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This letter is regarding the above 

referenced informationas it pertains 

to our recent life safety survey.  The 

plan of correction is being submitted 

asour allegation of substantial 

compliance. We further submit that 

this facility is in substantial 

compliance as ofMay 27, 2014.

 

We are asking that this plan of 

correction serve as adesktop review 

for paper compliance and that no 

further follow up would beneeded 

as it pertains to this survey.

 

We would further ask that any and 

all remedies proposedor in place be 

lifted on or before the above 

compliance date.

 

If any further information is needed 

please call me at219-275-2531 or by 

email at 

admin@georgeade.org            

 

Thank you.

 

 

Scott James, HFA

 

 

cc file

 

 

 

 

 

 

 

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 3 kitchen staff and visitors in 

the kitchen.

Findings include:

Based on review of  kitchen exhaust 

system inspection and cleaning 

documentation with the administrator on 

05/08/14 at 3:55 p.m., documentation of 

a semiannual kitchen hood exhaust  

system inspection prior to 01/17/14 was 

not available for review.  Based on 

observation with the administrator on 

05/08/14, there was no  cleaning record 

sticker affixed to the range hood kitchen 

exhaust system.  The administrator said 

at the time of record review on 05/08/14 
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Life Safety

 

The preparation and execution of 

this Plan of Correctiondoes not 

constitute admission or agreement 

by the provider of the truth of 

thefacts alleged or the conclusion 

set forth in the Statement of 

Deficienciesrendered by the 

reviewing agency.  ThePlan of 

Correction is prepared and executed 

solely because it is required bythe 

provisions of the federal and state 

law. This provider maintains that the 

alleged deficiencies do 

notindividually or collectively 

jeopardize the health and safety of 

its residents,nor are they of such 

character as to limit this provider’s 

capacity to renderadequate resident 

care.

Furthermore, the operation and 

licensor of the long termcare 

facilities, and this plan of correction 

in its entirety, constitutes 

thisproviders allegation of 

compliance. Completion dates are 

provided for the procedural 

preceding purposes tocomply with 

state and federal regulations, and 

correlate with the most 

recentcontemplated or 

accomplished corrective 

at 3:55 p.m., he did not know if the 

kitchen exhaust systems contractor had 

inspected the system in the six months 

prior to the January 2014 visit.

3.1-19(b)
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action. These dates do not 

necessarily correspond 

chronologically to the datethe 

provider is under the opinion it was 

in with requirements of 

participationor that the corrective 

action was necessary.

 

 

 

 

 

 

 

K-069

 

It is the practice of this facility to 

maintain cookingfacilities that are 

protected in accordance within 

current requirements.  We ask that 

this POC be accepted and a desktop 

review for compliance be approved.

 

As of May 27, the hood has been 

cleaned to meet 

currentrequirements with the 

second cleaning schedule for 

October 2nd.  Stickers were in place 

at time of inspection,the 

information was missing after 

routine cleaning done by dietary 

department.

 

The cleaning and scheduling of the 

cleaning will reviewedsemi-annually 

for cleaning and maintaining to 

maintain compliance.

 

The regular cleaning of the range 
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hood is completed bythe dietary 

department on an ongoing basis, 

attention to additional cleaning 

isgiven when needed between 

contracted semi-annual cleanings.

 

The range hood is checked on a daily 

basis as and cleanedweekly and as 

needed as a part of the posted 

dietary department 

cleaningschedule.  The cleaning 

dates of 2 timesper year will be 

scheduled so as to maintain 

compliances.

 

Dietary and Maintenance 

supervisors to monitor 

forcompliance.

 

This is corrected as of 5/27/2014.
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