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A Life Safety Code and Preoccupancy Survey
was conducted by the Indiana State Department
of Health in accordance with 42 CFR 483.90(a)
for the following areas now identified as Building
03:

1st floor: Renovation of stairwell across from Gift
Shop into an office. Corridor 1200 North: General
Renovation to hall and Beauty Salon. Remodel
corner of Corridor 1200 North and Corridor 1200
West into a scale room and a toilet. Renovate
resident lounge into conference/Training room.
General renovation to Corridor 1200 West hall
and Central Bath. Renovation of resident room
XB109 into an oxygen storage room, and
renumbered resident rooms 1213 and 1211,
remodel resident rooms XB107, XB105, XB103
and XB101 into (respectively renumbered) rooms
1209, 1207, 1205, 1203 and 1201. Remodel
resident rooms XB102, XB104 and XB106 into
(respectively renumbered) rooms 1202, 1204,
1206 and 1208. Remodel resident rooms XB108,
110, 112, and sections of Corridor 1200 Center
and South into a Storage Room, a satellite
kitchen area and a Dining Room.

2nd floor: Corridor 2200 North: General
renovation to hall and resident rooms. Renumber
room XB224 to 2251, XB222 to 2249 and XB220
to 2247. Remodel corner of Corridor 2200 North
and Corridor 2200 West into a scale room and a
toilet. General renovation to 2200 West hall,
Central Bath and Oxygen room. Remodel
resident rooms XB209, XB207, XB205, XB203
and XB201 into (respectively renumbered) rooms
2213, 2211, 2209, 2207, 2205, 2203 and 2201.
Remodel resident rooms XB202, XB204 and
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XB206 into (respectively renumbered) rooms
2202, 2204 and 2206. Remodel resident room
XB208 and a Serving room into resident room
2208, a storage room, and an extension to the
(remodeled) Dining/Activities area. Remodel
Dining areas into a Dining/Activities Room with a
satellite kitchen area.

Survey Date: 12/19/17

Facility Number: 000001
Provider Number: 155001
AIM Number: 100275310

At this Life Safety Code and Preoccupancy
survey, Hooverwood was found in compliance
with Requirements for Participation in
Medicare/Medicaid, 42 CFR Subpart 483.90(a),
Life Safety from Fire and the 2012 Edition of the
National Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 18, New Health
Care Occupancies and with 410 IAC 16.2-3.1-19,
Environment and Physical Standards of the
Indiana Health Facilities Rules for
Comprehensive Care facilities.

This two story facility with a basement was
determined to be of Type Il (111) construction and
was fully sprinklered. The facility has a fire alarm
system with smoke detection in the corridor and
in all areas open to the corridor. The facility has
smoke detectors hard wired to the fire alarm
system installed in all resident sleeping rooms.
The facility has a capacity of 171 and had a
census of 116 at the time of this survey.

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