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Bldg. 01

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:  06/20/16

Facility Number:  002512

Provider Number:  155671

AIM Number:  200278690

At this Life Safety Code survey, 

Oakwood Health Campus 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 was 

fully sprinklered.  The facility has a fire 

alarm system with hard wired smoke 

detectors in the corridors, spaces open to 

the corridors, and all resident sleeping 

rooms.  The facility has a capacity of 98 

and had a census of 76 at the time of this 
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survey.

All areas where residents have customary 

access were sprinklered and all areas 

providing facility services were 

sprinklered.

NFPA 101 

LIFE SAFETY CODE STANDARD 

Required automatic sprinkler systems are 

continuously maintained in reliable operating 

condition and are inspected and tested 

periodically.     19.7.6, 4.6.12, NFPA 13, 

NFPA 25, 9.7.5

K 0062

SS=B

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 3 sprinkler 

heads at the Living Room porch 

overhang was free of a foreign material.  

LSC 33.2.3.5.2 refers to LSC section 9.7.  

LSC 9.7.5 requires all automatic 

sprinkler systems shall be inspected and 

maintained in accordance with NFPA 25, 

Standard for the Inspection, Testing, and 

Maintenance of Water-Based Fire 

Protection Systems.  NFPA 25, 1998 

edition, 2-2.1.1 requires any sprinkler 

shall be replaced which is painted, 

corroded, damaged, loaded, or in the 

improper orientation.  This deficient 

practice could affect up to 4 residents, as 

well as staff and visitors while on the 

Living Room porch.

Findings include:

K 0062  

 

No residents were affected by the 

alleged findings.

 

All residents have the potential to be 

affected by the alleged findings and 

through corrective actions the 

campus will maintain records and 

visually inspect Sprinkle heads 5 x 

weekly  to assure free of debris. 

 

Systemic changes are the campus 

will initiate visual inspections and 

replace or clean sprinkler heads as 

necessary along with maintenance of 

written records.  . 

Completion Date 7/1/2016

Executive Director will monitor the 

completion of records and Plant 

Operations Director will visually 

inspect sprinkler systems and report 

results and proper function to the 

Safety Committee X 12 months. 

Completion Date 7/1/2016

07/01/2016  12:00:00AM
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Based on observation with the Director of 

Plant Operations and the Plant 

Operations Southwest Support on 

06/20/16 at 12:52 p.m., one sprinkler 

head was covered with a black foreign 

substance at the Living Room porch 

overhang. Based on interview at the time 

of observation, the Director of Plant 

Operations and the Plant Operations 

Southwest Support acknowledged the 

black substance on the Living Room 

porch overhang.  

3.1-19(b)
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