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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: 02/23/17

Facility Number: 000227
Provider Number: 155334
AIM Number: 100267520

At this Life Safety Code survey, Kindred
Transitional Care and Rehab-Wildwood
was found in substantial compliance with
Requirements for Participation in
Medicare/Medicaid, 42 CFR Subpart
483.70(a), Life Safety from Fire and the
2012 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 smoke detection in the
corridors and in all areas open to the
corridor. The facility has smoke
detectors hard wired to the fire alarm
system installed in Resident Rooms 1

K 0000

The facility would like to request a
desk review for a paper
compliance related to this finding.
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through 12 and 700 through 715. The
facility has battery operated smoke
detectors installed in all other resident
sleeping rooms. The facility has a
capacity of 160 and had a census of 138
at the time of this survey.

All areas where residents have customary
access were sprinklered. The facility has
no detached buildings providing facility
services.

Quality Review completed on 02/24/17 -
DA

NFPA 101
Sprinkler System - Maintenance and Testing
Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems
are inspected, tested, and maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintaining of
Water-based Fire Protection Systems.
Records of system design, maintenance,
inspection and testing are maintained in a
secure location and readily available.

a) Date sprinkler system last checked

b) Who provided system test

c) Water system supply source

Provide in REMARKS information on
coverage for any non-required or partial
automatic sprinkler system.
9.7.5,9.7.7,9.7.8, and NFPA 25

Based on record review, observation and
interview; the facility failed to document

K 0353

Safe Care will continue to do
quarterly inspections of the
valves, valve components in

03/01/2017
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sprinkler system inspections in
accordance with NFPA 25. NFPA 25,
Standard for the Inspection, Testing, and
Maintenance of Water-Based Fire
Protection Systems, 2011 Edition,
Section 5.1.2 states valves and fire
department connections shall be
inspected, tested, and maintained in
accordance with Chapter 13. Section
13.1.1.2 states Table 13.1.1.2 shall be
utilized for inspection, testing and
maintenance of valves, valve components
and trim. Section 4.3.1 states records
shall be made for all inspections, tests,
and maintenance of the system and its
components and shall be made available
to the authority having jurisdiction upon
request. This deficient practice could
affect all residents, staff, and visitors in
the facility.

Findings include:

Based on review of SafeCare's "Report of
Inspection" documentation dated
03/24/16, 06/30/16, 09/29/16 and
12/20/16 with the Maintenance Director
during record review from 8:55 a.m. to
11:30 a.m. on 02/23/17, monthly
inspection documentation for all
sprinkler system control valves for 8
months of the most recent 12 month
period was not available for review.
Based on interview at the time of record

addition Maintenance supervisor
will inspect and document
monthly sprinkler system control
valves and will have
documentation available for
review.
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review, the Maintenance Director states
the facility checks sprinkler system
control valves at regular intervals but
acknowledged sprinkler system control
valve inspection documentation for the
aforementioned eight month period was
not available for review. Based on
observations with the Maintenance
Director during a tour of the facility from
11:30 a.m. to 1:55 p.m. on 02/23/17, the
facility has a supervised dry sprinkler
system.

3.1-19(b)
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