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Bldg. 01

A Post Survey Revisit (PSR) to the Life 

Safety Code Recertification and State 

Licensure Survey conducted on 09/06/16 

was conducted by the Indiana State 

Department of Health in accordance with 

42 CFR 483.70(a).

Survey Date:  10/20/16

Facility Number:  000094

Provider Number:  155178

AIM Number:  100290310

At this PSR survey, Golden Living 

Center-Fountainview 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 with partial 

basement was determined to be of Type 

V (000) construction and was fully 

sprinklered.  The facility has a fire alarm 

system with smoke detection in the 

corridors, in spaces open to the corridors 
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and battery operated smoke detectors in 

all resident sleeping rooms.  The facility 

has a capacity of 130 and had a census of 

72 at the time of this survey.

All areas where the residents have 

customary access were sprinklered.  All 

areas providing facility services were 

sprinklered, except for the maintenance 

shed used for storage.

Quality Review completed on 10/24/16 - 

DA

NFPA 101 

LIFE SAFETY CODE STANDARD 

One hour fire rated construction (with o hour 

fire-rated doors) or an approved automatic 

fire extinguishing system in accordance with 

8.4.1 and/or 19.3.5.4 protects hazardous 

areas.  When the approved automatic fire 

extinguishing system option is used, the 

areas are separated from other spaces by 

smoke resisting partitions and doors.  Doors 

are self-closing and non-rated or 

field-applied protective plates that do not 

exceed 48 inches from the bottom of the 

door are permitted.     19.3.2.1

K 0029

SS=A

Bldg. 01

Based on observation and interview, the 

facility failed to ensure the corridor door 

to 1 of 1 fuel fired Laundry, a hazardous 

area, was provided with a coordinating 

device. This deficient practice could 

affect staff only.

Findings include:

K 0029 1. The Laundry Room door now 

has a coordinating device 

installed on the laundry room 

door. There were no residents 

directly affected by the alleged 

deficient practice.

2. Residents and staff residing 

and working at the facility have 

the potential to be affected by the 

alleged deficient practice.

3. The Maintenance Staff have 

11/19/2016  12:00:00AM
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Based on observation with the 

Maintenance Director on 10/20/16 at 

1:44 p.m., the Laundry room contained a 

set of double corridor doors. One of the 

doors had an astragal installed but no 

coordinating device installed. Based on 

interview at the time of observation, the 

Maintenance Director acknowledged the 

aforementioned condition.

3.1-19(b)

This deficiency was cited on 09/06/16. 

The facility failed to implement a 

systemic plan of correction to prevent 

recurrence.

been educated on the life safety 

requirement as it relates to 

Hazardous areas by November 

19, 2016

4. Maintenance personnel will 

check hazardous doors monthly 

as per the preventative 

maintenance program, any 

findings will have corrections 

made. Monthly door reports will 

be forwarded to QUAPI monthly 

for a period of 6-months and or 

until 100% is achieved.

5. Date of Compliance: 

November 19, 2016
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