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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:  07/2214

Facility Number:  000140

Provider Number:  155235

AIM Number:  100266960

Surveyor:  Phillip Komsiski, Life Safety 

Code Specialist

At this Life Safety Code survey, Miller's 

Merry Manor 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 three story facility with a basement 

was determined to be of Type II (111) 

construction and was fully sprinklered.  

The facility has a fire alarm system with 

smoke detection in the corridors, in 

spaces open to the corridors, and battery 

operated smoke detectors in all resident 

K010000 Please accept the attached plan 

of correction as credible 

allegation of compliance to the 

deficiency cited during our Annual 

Life Safety Code Survey 

conducted on July 22, 2014.  

Hopefully, you will find the remedy 

sufficient, thoroughly explained, 

and able to provide a clear picture 

of how we corrected the concern.  

I would like to formally request 

your consideration for granting 

this facility paper compliance.  If 

after reviewing our plan of 

correction you have any 

questions or require additional 

information, please contact me at 

574-722-4006
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rooms.  The facility has a capacity of 127 

and had a census of 112 at the time of 

this survey.

All areas where residents have customary 

access were sprinklered.  All areas 

providing facility services were 

sprinklered except for the one detached 

brick garage and a maintenance building 

which are used to store maintenance 

equipment.  

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 07/24/14.

The facility was found in substantial 

compliance with the aforementioned 

regulatory requirements as evidenced by 

the following:

NFPA 101 

LIFE SAFETY CODE STANDARD 

A fire alarm system required for life safety is 

installed, tested, and maintained in 

accordance with NFPA 70 National Electrical 

Code and NFPA 72. The system has an 

approved maintenance and testing program 

complying with applicable requirements of 

NFPA 70 and 72.     9.6.1.4

K010052

SS=C
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Based on observation and interview, the 

facility failed to ensure 1 of 12 manual 

fire alarm boxes were unobstructed and 

readily accessible.  NFPA 72, National 

Fire Alarm Code, 2-8.2.1 states manual 

fire alarm boxes shall be distributed 

throughout the protected area so they are 

unobstructed, accessible, and located in 

the path of exit from the area.  This 

deficient practice could affect all 

residents as well as visitors and staff if 

there was a delay in notifying staff of a 

fire emergency on north wing.

Findings include:

Based on observation on 07/22/14 at 

12:45 p.m. with the Maintenance 

Supervisor, the manual fire alarm box # 6 

provided for the north exit on first floor 

was located in the stairwell exit foyer 

which was only accessible by the use of a 

keypad override code which would 

disengage the magnetically locked doors 

thus delaying alarm notification to 

facility occupants.  Based on interview on 

07/22/14 at 12:47 p.m. with the 

Maintenance Supervisor it was 

acknowledged the manual fire alarm box 

was not accessible once inside the facility 

unless the keypad override code was used 

to first disengage the magnetically locked 

doors.  

K010052 The facility respectfully submits 

the following plan of correction as 

credible allegation of 

compliance.I. To correct the 

deficient practice the manual fire 

alarm box is being moved to the 

opposite side of the door as to 

avoid obstruction by the use of a 

keypad override code.  The work 

is scheduled to take place on 

8/4/14 (Attachment #1).II. All 

residents have the potential to be 

affected by this deficient 

practice.III. To ensure the 

deficient practice does not recur 

and audit was completed for all 

other maunal fire alarm boxes 

with no obstructions noted.IV. 

The corrective action does not 

require continued monitoring as 

all other manual fire alarm pulls 

have been audited and no 

obstructions are noted.V. The 

corrections will be completed by 

8/5/14.

08/04/2014  12:00:00AM
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