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K000 Preperation or execution of 

this plan of correction does not 

constitute admission or 

agreement of provider of the truth 

of the facts alleged or conclusion 

set forth on the Statement of 

Deficiencies.This plan of 

correction is prepared and 

executed solely because it is 

required by the position of 

Federal and State Law.This plan 

of correction serves as the 

allegation of compliance effective 

November 25, 2012

 K0000A Life Safety Code Recertification, State 

Licensure and Quality Assurance 

Walk-thru Survey were conducted by the 

Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  10/26/12

Facility Number:  011387

Provider Number:  155762

AIM Number:  200853180

Surveyor:  Mark Bugni, Life Safety Code 

Specialist

At this Life Safety Code survey, Forest 

Park Health Campus 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 18, New 

Health Care Occupancies and 410 IAC 

16.2.

This one story facility was determined to 

be of Type V (111) construction and fully 

sprinklered.  The facility has a fire alarm 

system with smoke detection in the 

corridors, spaces open to the corridors, 

and hard wired smoke detectors in all 
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resident rooms.  The facility has a 

capacity of 107 and had a census of 68 at 

the time of this visit.

The facility was found in compliance with state 

law in regard to sprinkler coverage and smoke 

detector coverage.

All areas where residents have customary access 

were sprinklered and all areas providing facility 

services were sprinklered.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 10/31/12.

The facility was found not in compliance with the 

aforementioned regulatory requirements as 

evidenced by the following:
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SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

Required automatic sprinkler systems are 

continuously maintained in reliable operating 

condition and are inspected and tested 

periodically.   18.7.6, 4.6.12, NFPA 13, 

NFPA 25, 9.7.5

K 062 Corrective actions 

accomplished for those 

residents found to be affected 

by the alleged deficient 

practice:  The following 

corrections were made to the  

2 sprinklers in the kitchen by the 

spice rack, 2sprinklers by the 

small refrigerator room and 2 

sprinklers  in the boiler room near 

the maintenance shop:  ensure a 

tight fit to the dry wall without 

leaving a gap around the area 

where the sprinkler penetrates 

the ceiling:  the Escutcheon will 

be adjusted to a tight fit to the 

drywall. Identification of other 

residents having the potential 

to be affected by the same 

alleged deficient practice and 

corrective actions taken:  This 

alleged deficient practice could 

affect any residents using the 

main dining room, located 

adjacent to the kitchen. 

Measures put in place and 

systemic changes made to 

ensure the alleged deficient 

practice does not recur:  The 

following audit observation will be 

conducted by the Director of Plan 

Operations or designee weekly 

times 4 weeks, then monthly 

times 5 months to ensure 

11/25/2012  12:00:00AMK0062Based on observation and interview, the 

facility failed to ensure 6 of over 300 

sprinkler heads in the facility were 

maintained.  This deficient practice 58 

residents who could be seated in the main 

dining room, located adjacent to the 

kitchen.

Findings include:

Based on observations on 10/26/12 during 

a tour of the facility from 9:30 to 2:15 

p.m. with the director of plant operations, 

the kitchen had two sprinklers by the 

spice rack and two sprinklers by the small 

refrigerator room and two sprinklers in 

the boiler room near the maintenance 

shop with escutcheons hanging one inch 

from the ceiling, exposing a gap in the 

drywall around the sprinkler pipe 

penetrations.  This was verified by the 

director of plant operations at the time of 

observations and confirmed by the 

administrator at the 1:55 p.m. exit 

conference on 10/26/12.

3.1-19(b)
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compliance: observe the sprinkler 

heads identified above to ensure 

a tight fit remains to the dry wall 

without leaving a gap around the 

area where the sprinkler 

penetrates the ceiling. How the 

corrective measures will be 

monitored to ensure the 

alleged deficient practice does 

not recur The following audit 

observation will be conducted by 

the Director of Plan Operations or 

designee weekly times 4 weeks, 

then monthly times 5 months to 

ensure compliance: observe the 

sprinkler head identified above to 

ensure a tight fit remains to the 

dry wall without leaving a gap 

around the area where the 

sprinkler penetrates the ceiling. 

The results of the audit 

observations will be reported, 

reviewed and trended for 

compliance thru the campus 

Quality Assurance Committee for 

a minimum of 6 months then 

randomly thereafter for further 

recommendation. 
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