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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: 02/24/14

Facility Number: 000489
Provider Number: 155589
AIM Number: 100291210

Surveyor: Dennis Austill, Life Safety
Code Specialist

At this Life Safety Code survey, Miller's
Merry Manor was found in substantial
compliance with Requirements for
Participation in Medicare/Medicaid, 42
CFR Subpart 483.70(a), Life Safety
from Fire and the 2000 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 (000) construction and was
fully sprinklered. The facility has a fire
alarm system with smoke detection in
the corridors, in areas opened to the
corridors, and battery operated smoke

K010000

Please accept our plan of
correction as our allegation of
compliance; we are requesting
paper compliance.
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other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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detectors in the resident sleeping rooms.
The facility has a capacity of 66 with a
census of 59 at the time of this survey.
All areas where residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered.
Quality Review by Robert Booher, Life
Safety Code Specialist-Medical
Surveyor on 03/03/14.
The facility was found in substantial
compliance with the aforementioned
regulatory requirements as evidenced by
the following:
K010147 | NFPA 101
SS=B LIFE SAFETY CODE STANDARD
Electrical wiring and equipment is in
accordance with NFPA 70, National
Electrical Code. 9.1.2
Based on observation and interview, the K010147 K-147 a. The power cords for the 02/24/2014
facility failed to ensure medical beds in room 204 have been
. . removed from the multiplug
equipment and high current draw adapter Monthly the Maintenance
electrical devices were not plugged into staff will check all rooms to
powerstrips or fused multiplug adapters assure that all medical equipment
as a substitute for fixed wiring to protect and. high current drgw elgctrlcal
¢ . . devices are pluged into fixed
59 of 59 residents. LSC 19.5.1 requires wired outlets. Maintenance
utilities to comply with Section 9.1. Supervisor is responsible. and
LSC 9.1.2 requires electrical wiring and plugged into a fixed wired outlet.
b. The power cord for the
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equipment to comply with NFPA 70’ refrigerator in room 208 has been
National Electrical Code, 1999 Edition. removed from the mu!tlplug i
A iole 4 . 1 adapter and plugged into a fixed
NFPA 70, Article 400-8 requires, unless wired outlet. Monthly the
specifically permitted, flexible cords and Maintenance staff will check all
cables shall not be used as a substitute rooms to assure that all medical
for fixed wiring of a structure. This equment aqd high current d'raw
defici . 1d affect 1 electrical devices are pluged into
eficient practice could affect 10 fixed wired outlets. Maintenance
residents as well as staff and visitors. Supervisor is responsible. . ¢. The
power cord for the refrigerator
Findings include: and coffee maker in the
admissions office have been
) ) removed from the multiplug apter
Based on observations with the and plugged into a fixed wire
Maintenance Supervisor from 11:00 outlet. Monthly the Maintenance
a.m. to 12:15 p.m. during a tour of the staff W"tthhteCIII( all crj(_)oTs to t
. . assure that all medical equipmen
facility on 02/24/14, the following was and high current draw electrical
noted: devices are pluged into fixed
a. Two resident beds were plugged into wired outlets. Maintenance
a fused multiplug adapter in room 204. Supervisor is responsible. d. The
b. A refri 4 1 dint power cord for the refrigerator
- ATe rlgera or was p 1.1gge 1nto a and coffee maker in the Social
fused multiplug adapter in room 208. Service office have been
c. A refrigerator and coffee pot were removed from the multiplug apter
plugged into a fused multiplug adapter and plugged into a fixed wire
1 the Admissi ; outlet. Monthly the Maintenance
i the Admissions othiee. staff will check all rooms to
d. A refrigerator and coffee pot were assure that all medical equipment
plugged into a fused multiplug adapter and high current draw electrical
in the Social Services office. devices are pluged into fixed
. . . wired outlets. Maintenance
Based on interview at the times of o )
i ) ) Supervisor is responsible.
observation, the Maintenance Supervisor
acknowledged the aforementioned
conditions.
3.1-19(b)
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