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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: 08/10/21

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 08/17/21

A Life Safety Code Recertification Survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.470(j).

Survey Date: 08/10/21

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
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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 0.24.

Quality Review completed on 08/17/21

NFPA 101

Corridor - Doors

Corridor - Doors

Doors shall meet all of the following
requirements:

1. Doors shall be provided with latches or
other mechanisms suitable for keeping the
door closed.

2. No doors shall be arranged to prevent
the occupant from closing the door.

3. Doors shall be self-closing or
automatic-closing in accordance with 7.2.1.8
in buildings other than those protected
throughout by an approved automatic
sprinkler system in accordance with 33.2.3.5.
Door assemblies with leaves required to
swing in the direction of egress travel are
inspected and tested annually per 7.2.1.15.
33.2.3.6.4,33.7.7

Based on observation and interview, the facility
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Door #3 will be adjusted so it

09/03/2021
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failed to ensure 1 of 6 clients sleeping rooms were latches and closes securely in the
provided with a door which would self-close and frame. The Director of Residential
latch securely in the door frame. This deficient Services submitted a maintenance
practice could affect 1 of 6 clients. ticket through Peak Community
Services online system. The
Findings include: Facilities Services Manager
obtained a new latch for the door
Based on observation during a tour of the facility and will install it.
with the Director of Supervised Group Living on The Residential Manager and
09/10/21 at 12:18 p.m., the client sleeping room Residential Director will monitor all
door identified as sleeping room #3 did not latch bedroom doors to ensure
into the frame when closed and tested on three compliance and that doors are
separate occasions. Based on interview at the time closing and latching securely.
of the observation, the Director of Supervised Problems with door closures will
Group Living stated that she would have a work be immediately reported to the
order filled-out and the door fixed immediately. Facilities Manager for repair.
During the exit conference with the Director of
Supervised Group Living at 12:30 p.m., no
additional information or evidence could be
provided contrary to this deficient finding.
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