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A Life Safety Code Recertification and 

State Licensure was conducted by the 

Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).  

Survey Date: 12/05/14

Facility Number: 000533

Provider Number: 155419 

AIM Number: 100267230

Surveyor: Bridget Brown, Life Safety 

Code Specialist 

At this Life Safety Code survey, Hickory 

Creek at Crawfordsville was found not in 

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 (000) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with hardwired smoke 

detection in the corridors and spaces open 

to the corridors.  Resident rooms were 

equipped with battery powered smoke 
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detectors.  The facility has the capacity 

for 36 and had a census of 36 at the time 

of this survey.

All areas within the facility where 

residents have customary access were 

sprinklered.  A detached shelter was 

unsprinklered.  All areas providing 

facility services were sprinklered except 

three detached buildings used for oxygen 

storage, maintenance, and miscellaneous 

equipment storage. 

Quality Review by Dennis Austill, Life 

Safety Code Specialist on 12/08/14.

The facility was found not in 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=E

Based on observation and interview, the 

facility failed to provide the minimum 

protection between 2 of 2 commercial 

cooking appliances in the kitchen.  NFPA 

96, 9-1.2.3 requires deep fat fryers shall 

be installed with at least a 16 inch space 

between the fryer and surface flames 

from adjacent cooking equipment except 

where a steel or tempered glass baffle 

plate is installed at a minimum of eight 

K010069 1. Describe what the facility did to 

correct the deficient practice for 

each resident in the deficiency. 

The baffle was ordered from the 

manufacturer and installed on the 

fryer on December 16, 2014.    2.  

Describe how the facility reviewed 

all residents in the facility that 

could be affected by the same 

deficient practice. All residents 

could have been affected 

although no residents were 

12/19/2014  12:00:00AM
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inches in height between the adjacent 

appliances.  This deficient practice could 

affect staff, visitors, and 10 or more 

residents in the adjoining physical 

therapy and dining room.

Findings include:

Based on observation of the commercial 

cooking appliances in the kitchen with 

the maintenance director on 12/05/14 at 

11:30 a.m., the gas range and deep fryer 

were located side by side.  No baffle was 

provided to separate the two appliances.  

The maintenance director said at the time 

of observation, he was unaware of the 

separation requirement.

3.1-19(b)

affected.   3. Describe the steps 

or systemic changes the facility 

has made or will make to ensure 

that the deficient practice does 

not recur. The Dietary staff has 

been in-serviced on use and 

installation/ removal and cleaning 

of baffle.   4.  Describe how the 

corrective action will be monitored 

to ensure the deficient practice 

will not recur. The Maintenance 

Director or designee will check 

the baffle for placement 3 times a 

week for a month, then once a 

week during rounds for a month, 

and then randomly.  The findings 

will be reviewed during QA 

meeting for compliance.
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