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An Emergency Preparedness Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.475.

Survey Date:  08/07/23

Facility Number:  000869

Provider Number:  15G353

AIM Number: 100244230

At this Emergency Preparedness survey, REM 

Occazio LLC was found not in compliance with 

Emergency Preparedness Requirements for 

Medicare and Medicaid Participating Providers 

and Suppliers, 42 CFR 483.475

The facility has 8 certified beds. All  beds are 

certified for Medicaid. At the time of the survey, 

the census was 8. 

Quality Review completed on 08/10/23

42 CFR, Subpart 483.475 is NOT MET as 

evidenced by:

E 0000  

403.748(d)(2), 416.54(d)(2), 418.113(d)(2), 

441.184(d)(2), 482.15(d)(2), 483.475(d)(2), 

483.73(d)(2), 484.102(d)(2), 485.625(d)(2), 

485.68(d)(2), 485.727(d)(2), 485.920(d)(2), 

486.360(d)(2), 491.12(d)(2), 494.62(d)(2) 

EP Testing Requirements 

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2), 

§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), 

§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),  

§485.625(d)(2), §485.727(d)(2), §485.920(d)

(2), §491.12(d)(2), §494.62(d)(2).
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*[For ASCs at §416.54, CORFs at §485.68, 

OPO, "Organizations" under §485.727, 

CMHCs at §485.920, RHCs/FQHCs at 

§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct 

exercises to test the emergency plan 

annually. The [facility] must do all of the 

following:

(i) Participate in a full-scale exercise that is 

community-based every 2 years; or

 (A) When a community-based exercise is 

not accessible, conduct a facility-based 

functional exercise every 2 years; or

(B) If the [facility] experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the [facility] 

is exempt from engaging in its next required 

community-based or individual, facility-based 

functional exercise following the onset of the 

actual event.

(ii) Conduct an additional exercise at least 

every 2 years, opposite the year the full-scale 

or functional exercise under paragraph (d)(2)

(i) of this section is conducted, that may 

include, but is not limited to the following:

(A) A second full-scale exercise that is 

community-based or individual, facility-based 

functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the [facility's] response to and 

maintain documentation of all drills, tabletop 
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exercises, and emergency events, and revise 

the [facility's] emergency plan, as needed. 

*[For Hospices at 418.113(d):] 

(2)  Testing for hospices that provide care in 

the patient's home.  The hospice must 

conduct exercises to test the emergency 

plan at least annually.  The hospice must do 

the following:

(i)  Participate in a full-scale exercise that is 

community based every 2 years; or

(A) When a community based exercise is not 

accessible, conduct an individual facility 

based functional exercise every 2 years; or  

(B) If the hospice experiences a natural or 

man-made emergency that requires activation 

of the emergency plan, the hospital is 

exempt from engaging in its next required full 

scale community-based exercise or individual 

facility-based functional exercise following the 

onset of the emergency event.

(ii)  Conduct an additional exercise every 2 

years, opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted, that may 

include, but is not limited to the following:

(A)  A second full-scale exercise that is 

community-based or a facility based 

functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(3) Testing for hospices that provide inpatient 

care directly.  The hospice must conduct 
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exercises to test the emergency plan twice 

per year.  The hospice must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 

accessible, conduct an annual individual 

facility-based functional exercise; or  

(B) If the hospice experiences a natural or 

man-made emergency that requires activation 

of the emergency plan, the hospice is 

exempt from engaging in its next required 

full-scale community based or facility-based 

functional exercise following the onset of the 

emergency event.

(ii)  Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A)  A second full-scale exercise that is 

community-based or a facility based 

functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop led by a 

facilitator that includes a group discussion 

using a narrated, clinically-relevant 

emergency scenario, and a set of problem 

statements, directed messages, or prepared 

questions designed to challenge an 

emergency plan.

(iii)  Analyze the hospice's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events and revise 

the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at 

§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must 

conduct exercises to test the emergency 

plan twice per year.  The [PRTF, Hospital, 

CAH] must do the following:
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(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise; or  

(B) If the [PRTF, Hospital, CAH]  experiences 

an actual natural or man-made emergency 

that requires activation of the emergency 

plan, the [facility] is exempt from engaging in 

its next required full-scale community based 

or individual, facility-based functional exercise 

following the onset of the emergency event.

 (ii) Conduct an [additional] annual 

exercise or and that may include, but is not 

limited to the following:

 (A) A second full-scale exercise that is 

community-based or individual, a 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the [facility's] response to 

and maintain documentation of all drills, 

tabletop exercises, and emergency events 

and revise the [facility's] emergency plan, as 

needed.

*[For PACE at §460.84(d):] 

(2) Testing. The PACE organization must 

conduct exercises to test the emergency 

plan at least annually. The PACE 

organization must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 
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accessible, conduct an annual individual, 

facility-based functional exercise; or  

(B) If the PACE experiences an actual natural 

or man-made emergency that requires 

activation of the emergency plan, the PACE 

is exempt from engaging in its next required 

full-scale community based or individual, 

facility-based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional exercise every 

2 years opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted that may include, 

but is not limited to the following:

(A)  A second full-scale exercise that is 

community-based or individual, a facility 

based functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii)  Analyze the PACE's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events and revise 

the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):] 

(2) The [LTC facility] must conduct exercises 

to test the emergency plan at least twice per 

year, including unannounced staff drills using 

the emergency procedures.  The [LTC facility, 

ICF/IID] must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 
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facility-based functional exercise. 

(B) If the [LTC facility] facility experiences an 

actual natural or man-made emergency that 

requires activation of the emergency plan, the 

LTC facility is exempt from engaging its next 

required a full-scale community-based or 

individual, facility-based functional exercise 

following the onset of the emergency event.

(ii)  Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A)  A second full-scale exercise that is 

community-based or an individual, facility 

based functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop that is 

led by a facilitator includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii)  Analyze the [LTC facility] facility's 

response to and maintain documentation of 

all drills, tabletop exercises, and emergency 

events, and revise the [LTC facility] facility's 

emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]: 

(2) Testing. The ICF/IID must conduct 

exercises to test the emergency plan at least 

twice per year. The ICF/IID must do the 

following:

(i) Participate in an annual full-scale exercise 

that is community-based; or

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual 

natural or man-made emergency that requires 
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activation of the emergency plan, the ICF/IID 

is exempt from engaging in its next required 

full-scale community-based or individual, 

facility-based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A) A second full-scale exercise that is 

community-based or an individual, 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct 

exercises to test the emergency plan at

least annually. The HHA must do the 

following:

(i) Participate in a full-scale exercise that is 

community-based; or

(A) When a community-based exercise 

is not accessible, conduct an annual 

individual, facility-based functional exercise 

every 2 years; or.

 (B) If the HHA experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the HHA is 

exempt from engaging in its next required 

full-scale community-based or individual, 
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facility based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional exercise every 2 

years, opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted, that may 

include, but is not limited to the following: 

(A) A second full-scale exercise that is 

community-based or an individual, 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the HHA's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the HHA's emergency plan, as needed.

*[For OPOs at §486.360] 

(d)(2) Testing. The OPO must conduct 

exercises to test the emergency plan. The 

OPO must do the following: 

(i) Conduct a paper-based, tabletop exercise 

or workshop at least annually. A tabletop 

exercise is led by a facilitator and includes a 

group discussion, using a narrated, clinically 

relevant emergency scenario, and a set of 

problem statements, directed messages, or 

prepared questions designed to challenge an 

emergency plan. If the OPO experiences an 

actual natural or man-made emergency that 

requires activation of the emergency plan, the 

OPO is exempt from engaging in its next 

required testing exercise following the onset 

of the emergency event.
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(ii) Analyze the OPO's response to and 

maintain documentation of all tabletop 

exercises, and emergency events, and revise 

the [RNHCI's and OPO's] emergency plan, as 

needed.

*[ RNCHIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct 

exercises to test the emergency plan. The 

RNHCI must do the following:

(i) Conduct a paper-based, tabletop exercise 

at least annually. A tabletop exercise is a 

group discussion led by a facilitator, using a 

narrated, clinically-relevant emergency 

scenario, and a set of problem statements, 

directed messages, or prepared questions 

designed to challenge an emergency plan.

(ii) Analyze the RNHCI's response to and 

maintain documentation of all tabletop 

exercises, and emergency events, and revise 

the RNHCI's emergency plan, as needed.

Based on record review and interview, the facility 

failed to analyze the facility's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events. The ICF/IID 

facility must do the following: 

(i) Participate in an annual full-scale exercise that 

is community-based; or

a. When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise. 

b. If the ICF/IID facility experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the ICF/IID 

facility is exempt from engaging its next required 

full-scale in a community-based or individual, 

facility-based full-scale functional exercise for 1 

year following the onset of the actual event. 

(ii) Conduct an additional exercise that may 

include, but is not limited to the following:

E 0039  

E0039 EP Testing Requirements

1.      What corrective action 

will be accomplished?

·         The drill form utilized will 

include a section to indicate the 

success of the drill, analysis of 

the drill and if there are changes 

needed to the response plan.

·         The Program 

Supervisor/Director will ensure that 

the drill forms are completed as 

stated above.

·         The supervisors will ensure 

this through site observations and 

audit of the Safety Book.

 

2.      How will we identify 

other residents having the 

09/07/2023  12:00:00AM
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a. A second full-scale exercise that is 

community-based or an individual, facility-based 

functional exercise.

b. A mock disaster drill; or 

c. A tabletop exercise or workshop that is led by a 

facilitator that includes a group discussion led by 

a facilitator, using a narrated, clinically-relevant 

emergency scenario, and a set of problem 

statements, directed messages, or prepared 

questions designed to challenge an emergency 

plan.

(iii) Analyze the ICF/IID facility's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise the 

ICF/IID facility's emergency plan, as needed in 

accordance with 42 CFR 483.475(d)(2). This 

deficient practice could affect all occupants.

Findings include:

Based on review of the facility's Emergency 

Preparedness Program (EPP) with the Program 

Supervisor (PS) on 08/07/23 at 11:00 a.m., the 

documentation for the events on 04/08/23 and 

05/17/23 were incomplete. There was no 

documentation of the complete scenario, if facility 

analyzed the response, and if any updates were 

need to the EPP. Based on interview at the time of 

records review, the PS stated the two exercises 

were completed but there was no documentation 

of an after action plan for either event. 

These findings were reviewed at the exit 

conference with the PS.

potential to be affected by the 

same deficient practice and 

what corrective action will be 

taken?

·         All residents have the 

potential to be affected by the 

same deficient practice.

·         The drill form utilized will 

include a section to indicate the 

success of the drill, analysis of 

the drill and if there are changes 

needed to the response plan.

·         The Program 

Supervisor/Director will ensure that 

the drill forms are completed as 

stated above.

·         The supervisors will ensure 

this through site observations and 

audit of the Safety Book.

 

3.       What measures will be 

put into place or what systemic 

changes will be made to 

ensure that the deficient 

practice does not recur:

                     

·         The drill form utilized will 

include a section to indicate the 

success of the drill, analysis of 

the drill and if there are changes 

needed to the response plan.

·         The Program 

Supervisor/Director will ensure that 

the drill forms are completed as 

stated above.

·         The supervisors will ensure 

this through site observations and 

audit of the Safety Book.

 

4.       How will the corrective 
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action be monitored to ensure 

the deficient practice will not 

recur?

·         The drill form utilized will 

include a section to indicate the 

success of the drill, analysis of 

the drill and if there are changes 

needed to the response plan.

·         The Program 

Supervisor/Director will ensure that 

the drill forms are completed as 

stated above.

·         The supervisors will ensure 

this through site observations and 

audit of the Safety Book.

·         The Program Supervisor will 

turn in copies of all drills when 

they are completed to the 

Program Director during their 

monthly end of the month process 

for review. Copies of these drills 

will be maintained by the Program 

Director.

·         The Program Supervisor will 

ensure that conducted drills are 

located in the safety book.

·         Quarterly Health and Safety 

checks along with the weekly 

supervisory visits completed by 

the Program Director, Program 

Supervisor and Area Director 

include a review of the safety book 

to ensure all of the required drills 

and emergency preparedness 

plans are in place.

 

5.       What is the date by 

which the systemic changes 

will be completed?

·         9/7/2023
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K 0000

 

Bldg. 01

A Life Safety Code Recertification Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.470(j).

Survey Date:  08/07/23

Facility Number:  000869

Provider Number:  15G353

AIM Number:  100244230

At this Life Safety Code survey, REM Occazio 

LLC was found not in compliance with 

Requirements for Participation in Medicaid, 42 

CFR subpart 483.470(j), Life Safety from Fire, and 

the 2012 edition of the National Fire Protection 

Association (NFPA) 101, Life Safety Code (LSC), 

Chapter 33, Existing Residential Board and Care 

Occupancies.

This one story facility was fully sprinklered. This 

facility has a fire alarm system with hard wired 

smoke detectors in client sleeping rooms, the 

corridors, and common living areas with heat 

detection in the attic. The facility has a capacity of 

8 and had a census of 8 at the time of this survey.

Calculation of the Evacuation Difficulty Score 

(E-Score) using NFPA 101 A, Alternative 

Approaches to Life Safety, Chapter 6, rated the 

facility Prompt with an E-score of .84

Quality Review completed on 08/10/23

K 0000  

NFPA 101 

Fire Alarm System - Testing and 

Maintenance 

Fire Alarm System - Testing and 

K S345

 

Bldg. 01
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Maintenance

2012 EXISTING (Prompt)

A fire alarm system is tested and maintained 

in accordance with an approved program 

complying with the requirements of NFPA 70, 

National Electric Code, and NFPA 72, 

National Fire Alarm and Signaling Code. 

Records of system acceptance, maintenance 

and testing are readily available.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

Based on observation and interview, the facility 

failed to ensure 1 of 1 fire alarm systems was 

continuously in proper operating condition. LSC 

33.2.3.4.1 states a manual fire alarm system shall 

be provided in accordance with Section 9.6. LSC 

9.6.1.3 states a fire alarm system required for life 

safety shall be installed, tested, and maintained in 

accordance with the applicable requirements of 

NFPA 70, National Electrical Code, and NFPA 72, 

National Fire Alarm and Signaling Code, unless it 

is an approved existing installation, which shall be 

permitted to be continued in use. NFPA 72, 

National Fire Alarm and Signaling Code, 2010 

Edition, Section 14.2.1.2.2 states system defects 

and malfunctions shall be corrected. This deficient 

practice could affect all clients, staff, and visitors.

Findings include:

Based on observation of the fire alarm control 

panel (FCP) with the Program Supervisor (PS) on 

08/07/23 at 11:50 a.m., the FCP did not display the 

correct time and date. The date displayed on the 

FCP was 05/05/2009 and the time displayed on the 

FCP was 10:21 p.m.  Based on interview at the time 

of observation, the PS agreed the FCP displayed 

the wrong time and date. 

The finding was reviewed with the PS during the 

exit conference.

K S345 K0345

Fire Alarm System- Testing and 

Maintenance 2012 Existing 

(Prompt). A fire alarm system is 

tested and maintained in 

accordance with an approved 

program complying with the 

requirements of NFPA 70, 

National Electric Code, and NFPA 

72, National Fire Alarm and 

Signaling Code. Records of 

system acceptance, maintenance 

and testing are readily available.

 

1.      What corrective action 

will be accomplished for these 

residents found to have been 

affected by the deficient 

practice:

·         Koorsens will be made 

aware that the FCP (fire alarm 

control panel) has the wrong date 

and time displayed.

·         Program Supervisor will 

ensure that this gets completed 

by Koorsens and complete regular 

checks to ensure the accurate 

date and time are being 

displayed. 

 

09/07/2023  12:00:00AM
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2.      How will you identify 

other residents having the 

potential to be affected by the 

same deficient practice and 

what corrective action will be 

taken:

·          All residents have the 

potential to be affected by this 

deficient practice.

·         Koorsens will be made 

aware that the FCP (fire alarm 

control panel) has the wrong date 

and time displayed.

·         Program Supervisor will 

ensure that this gets completed 

by Koorsens and complete regular 

checks to ensure the accurate 

date and time are being 

displayed. 

 

3.      What measures will be 

put into place or what systemic 

changes you will make to 

ensure that the deficient 

practices does not recur:

·         Koorsens will monitor 

during their scheduled 

inspections.

·         Koorsens will be made 

aware that the FCP (fire alarm 

control panel) has the wrong date 

and time displayed.

·         Program Supervisor will 

ensure that this gets completed 

by Koorsens and complete regular 

checks to ensure the accurate 

date and time are being 

displayed. 

4.      How will the corrective 

actions be monitored to ensure 
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the deficient practice will not 

recur, i.e., what quality 

assurance program will be put 

into place:

·         The Program Supervisor will 

ensure that the deficiencies found 

during inspections are followed up 

on.

·         Koorsen’s Fire and 

Security will monitor.

·         The Program Supervisor 

and/or Program Director will 

complete quarterly health and 

safety forms that monitor the 

safety needs of the home.

 

5.      What is the date by which 

the systemic changes will be 

completed:

9/7/2023

NFPA 101 

Utilities - Gas and Electric 

Utilities - Gas and Electric 

Equipment using gas or related gas piping 

complies with NFPA 54, National Fuel Gas 

Code, electrical wiring and equipment 

complies with NPFA 70, National Electric 

Code.  

32.2.5.1, 33.2.5.1, 9.1.1, 9.1.2

K S511

 

Bldg. 01

1. Based on observation and interview, the facility 

failed to ensure 1 of 3 wet locations were provided 

with ground fault circuit interrupter (GFCI) 

protection against electric shock.  NFPA 70, NEC 

2011 Edition at 210.8 Ground-Fault 

Circuit-Interrupter Protection for Personnel, 

states, ground-fault circuit-interruption for 

personnel shall be provided as required in 

210.8(A) through (C). The ground-fault 

circuit-interrupter shall be installed in a readily 

K S511 K0511 Utilities- Gas and Electric

Equipment using gas o related 

gas piping complies with NFPA 

54, National Fuel Gas Code, 

electrical wiring and equipment 

complies with NFPS 70, National 

Electric Code.

 

1.      What corrective action 

will be accomplished?

09/07/2023  12:00:00AM
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accessible location. 

Informational Note: See 215.9 for ground-fault 

circuit interrupter protection for personnel on 

feeders.

(B) Other Than Dwelling Units.  All 125-volt, 

single-phase, 15- and 20-ampere receptacles 

installed in the locations specified in 210.8(B)(1) 

through (8) shall have ground-fault 

circuit-interrupter protection for personnel.

(1) Bathrooms

(2) Kitchens

(3) Rooftops

(4) Outdoors

Exception No. 1 to (3) and (4): Receptacles that are 

not readily accessible and are supplied by a 

branch circuit dedicated to electric snow-melting, 

deicing, or pipeline and vessel heating equipment 

shall be permitted to be installed in accordance 

with 426.28 or 427.22, as applicable. 

Exception No. 2 to (4): In industrial establishments 

only, where the conditions of maintenance and 

supervision ensure that only qualified personnel 

are involved, an assured equipment grounding 

conductor program as specified in 590.6(B)(2) 

shall be permitted for only those receptacle 

outlets used to supply equipment that would 

create a greater hazard if power is interrupted or 

having a design that is not compatible with GFCI 

protection.

(5) Sinks - where receptacles are installed within 

1.8 m (6 ft.) of the outside edge of the sink.

Exception No. 1 to (5): In industrial laboratories, 

receptacles used to supply equipment where 

removal of power would introduce a greater 

hazard shall be permitted to be installed without 

GFCI protection.

Exception No. 2 to (5): For receptacles located in 

patient bed locations of general care or critical 

care areas of health care facilities other than those 

covered under

·         Power strip was dangling 

from the television cord. Program 

supervisor will secure the power 

strip to ensure no damage comes 

to the power strip or tv cord.

 

2.      How will we identify 

other residents having the 

potential to be affected by the 

same deficient practice and 

what corrective action will be 

taken?

·         All residents have the 

potential to be affected by the 

same deficient practice.

·         Power strip was dangling 

from the television cord. Program 

supervisor will secure the power 

strip to ensure no damage comes 

to the power strip or tv cord.

 

3.       What measures will be 

put into place or what systemic 

changes will be made to 

ensure that the deficient 

practice does not recur:

·         Power strip was dangling 

from the television cord. Program 

supervisor will secure the power 

strip to ensure no damage comes 

to the power strip or tv cord.

 

 

4.       How will the corrective 

action be monitored to ensure 

the deficient practice will not 

recur?

·         The Program Supervisor 

and Program Director will monitor 

as they complete their 
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210.8(B)(1), GFCI protection shall not be required.

(6) Indoor wet locations

(7) Locker rooms with associated showering 

facilities

(8) Garages, service bays, and similar areas where 

electrical diagnostic equipment, electrical hand 

tools.

NFPA 70, 517-20 Wet Locations, requires all 

receptacles and fixed equipment within the area of 

the wet location to have ground-fault circuit 

interrupter (GFCI) protection.  Note: Moisture can 

reduce the contact resistance of the body, and 

electrical insulation is more subject to failure.  

This deficient practice could affect all clients and 

staff.

Findings include:

Based on observation on 08/07/23 at 11:55 a.m. 

during a tour of the facility with the Program 

Supervisor (PS), there was one electric receptacle 

within three feet of the laundry sink that was not 

provided with GFCI protection.  When tested with 

a GFCI tester at each receptacle it did not break 

the electrical circuit.  Based on interview at the 

time of observation, the Program Manager agreed 

the electric receptacle by the laundry sink was not 

provided with GFCI protection.

This finding was reviewed with the PS at the exit 

conference.

2. Based on observation and interview, the facility 

failed to ensure 1 of 1 flexible cords were installed 

properly and used in a safe manor. NFPA 99, 

Section 10.2.4.2 states adapters and extension 

cords meeting the requirements of 10.2.4.2.1 

through 10.2.4.2.3 shall be permitted. Section 

10.2.4.2.3 states the cabling shall comply with 

10.2.3. Section 10.2.3.5.1 states cord strain relief 

observations in the home.

·         Quarterly Health and Safety 

assessments will be completed 

quarterly by the Program 

Supervisor or Program Director to 

ensure that there are no 

environmental concerns in the 

home and that safety needs are 

being addressed.

 

 

 

5.       What is the date by 

which the systemic changes 

will be completed?

9/7/2023

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0KW421 Facility ID: 000869 If continuation sheet Page 18 of 19



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

09/05/2023PRINTED:

FORM APPROVED

OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

ANDERSON, IN 46012

15G353 08/07/2023

REM OCCAZIO LLC

1012 PARKWAY DR

01

shall be provided at the attachment of the power 

cord to the appliance so that mechanical stress, 

either pull, twist, or bend, is not transmitted to 

internal connections. This deficient practice could 

affect up to eight clients in the Group Home. 

Findings include:

Based on observation with the Program 

Supervisor (PS) on 08/07/23 at 12:05 p.m., in  

bedroom #1 a power strip used to power a 

television, was not secured, and was dangling 

from the television cord. This condition could put 

stress on the power cord causing damage to the 

power cord. Based on interview at the time of 

observations, the PS agreed the power strip was 

dangling and not secured. 

This finding was reviewed with the PS during the 

exit conference.
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