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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:  06/09/25

Facility Number:  001168

Provider Number:  15G620

AIM Number:  100235360

At this Emergency Preparedness survey, Peak 

Community Services Inc was found in compliance 

with Emergency Preparedness Requirements for 

Medicare and Medicaid Participating Providers 

and Suppliers, 42 CFR 483.475.

The facility has 6 certified beds.  At the time of the 

survey, the census was 6.

Quality Review completed on 06/13/25
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A Life Safety Code Recertification Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.470(j).

Survey Date:  06/09/25

Facility Number:  001168

Provider Number:  15G620

AIM Number:  100235360

At this Life Safety Code survey, Peak Community 

Services Inc was found not in compliance with 

Requirements for Participation in Medicaid, 42 

K 0000  
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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 not sprinkled. The 

facility has a fire alarm system with smoke 

detection in the corridors common living areas, 

and hard-wired smoke detectors in client sleeping 

rooms. The facility has a capacity of 6 and had a 

census of 6 at the time of this survey.

Calculation of the Evacuation Difficulty Score 

(E-Score) using NFPA 101A, Alternative 

Approaches to Life Safety, Chapter 6, rated the 

facility Prompt with an E-Score of 0.42.

Quality Review completed on 06/13/25

NFPA 101 

Fire Alarm System - Testing and 

Maintenance 

K S345

 

Bldg. 01

Based on record review and interview, the facility 

failed to maintain 1 of 1 fire alarm systems in 

accordance with NFPA 72, as required by LSC 101 

Sections 33.2.3.4.1 and 9.6.  NFPA 72, Section 

14.3.1 states that unless otherwise permitted by 

14.3.2, visual inspections shall be performed in 

accordance with the schedules in Table 14.3.1, or 

more often if required by the authority having 

jurisdiction. Table 14.3.1 states that the following 

must be visually inspected semi-annually:

a. Control unit trouble signals 

b. Remote annunciators 

c. Initiating devices (e.g. duct detectors, manual 

fire alarm boxes, heat detectors, smoke detectors, 

etc.)

d. Notification appliances

e. Magnetic hold-open devices

K S345 All fire alarm visual inspections will 

be conducted and documented as 

required.  Completed inspection 

documentation will be sent to the 

Director of Residential Services 

and Senior Director of Human 

Resources to ensure compliance 

and administrative oversight.  All 

completed documentation will be 

maintained at the 1416 Woodlawn 

location as well as the 1625 High 

St. location.  See attached 

Semi-Annual Fire Alarm and 

Signaling Inspection.

06/24/2025  12:00:00AM
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This deficient practice could affect all clients and 

staff in the home.

Findings include:

Based record review with the Senior Director of 

Human Resources (SDHR) on 06/09/25 at 9:25 

a.m., documentation could not be provided 

regarding a visual semi-annual fire alarm system 

inspection. Based on interview on 06/09/25 at 9:27 

a.m., the SDHR agreed that the documentation of 

a visual semi-annually inspection of the fire-alarm 

system was not available for review at the time of 

this survey adding that she would bring this 

deficiency to the attention of the Maintenance 

Director.
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