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K010000
A Life Safety Code Recertification and K010000 Heritage House of Greensburg is
State Licensure Survey was conducted by ded.icated to provide a.safe
. . environment for all residents,
the Indiana State Department of Health in staff, and visitors. This facility
accordance with 42 CFR 483.70(a). respectfully requests review and
acceptance of the required Plan
Survey Date: 07/21/14 of Corrgction submi.tted as our
Allegation of Compliance.
Facility Number: 000117
Provider Number: 155210
AIM Number: 100266460
Surveyor: Mark Bugni, Life Safety Code
Specialist
At this Life Safety Code survey, Heritage
House of Greensburg 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 TAC 16.2.
This one story facility was determined to
be of Type V (000) construction and fully
sprinkled. 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 sleeping rooms. The facility
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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has a capacity of 100 and had a census of
62 at the time of this visit.
All areas where residents have customary
access were sprinkled and all areas
providing facility services were
sprinkled.
Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 07/22/14.
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
K010067 | NFPA 101
SS=F LIFE SAFETY CODE STANDARD
Heating, ventilating, and air conditioning
comply with the provisions of section 9.2 and
are installed in accordance with the
manufacturer's specifications.  19.5.2.1,
9.2, NFPA 90A, 19.5.2.2
Based on observation and interview, the K010067 K 067Smoke and duct detectors 08/12/2014
facility failed to ensure 8 of 8 egress were installed which upon
. . activation of the fire alarm system
corridors were not being used as a will shut down all of the air
portion of a return air system/plenum for handling units. Smoke dampers
heating, ventilating, or air conditioning have also been installed in the
(HVAC) ductwork serving adjoining dugts V,Vh'Ch will c.lose upon
A OOA dard for th activation of the fire alarm system
arcas. NFP 90. > Stan. ?r ' or the thus preventing the transfer of
Installation of Air Conditioning and smoke from one smoke/fire zone
Ventilation Systems at 2-3.11.1 requires to another. The units under 2000
egress corridors shall not be used as a CFM capagity have been tied to
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZHXH21 Facility ID: 000117 If continuation sheet Page 20of3




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/08/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 01 COMPLETED
. BUILDING
155210 L WING 07/21/2014
STREET ADDRESS, CITY, STATE, ZIF CODE
NAME OF PROVIDER OR SUPPLIER
410 PARK RD
HERITAGE HOUSE OF GREENSBURG GREENSBURG, IN 47240
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
portion of a supply return or exhaust air the central fire alarm system
system serving adjoining areas. This panel enabling the'um'ts o shut
. 1 . . down upon the activation of the
deficient practice affects all residents in fire alarm system. We, therefore,
the facility. are requesting that a waiver be
granted with regard to this finding.
Findings include: (See Waiver Request and
Attachment A)

Based on observations on 07/21/14

during a tour of the facility from 9:10

a.m. to 1:00 p.m. with the administrator,

all rooms in the facility used the egress

corridors as a return air system for the air

conditioning system in the facility. This

was acknowledged by the administrator

at the exit conference on 07/21/14 at 1:00

p-m.

3.1-19(b)
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