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An Emergency Preparedness Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.73.

Survey Date:  03/12/24

Facility Number:  000398

Provider Number:  155564

AIM Number:  100291110

At this Emergency Preparedness survey, Miller's 

Merry Manor was found in compliance with 

Emergency Preparedness Requirements for 

Medicare and Medicaid Participating Providers 

and Suppliers, 42 CFR 483.73

The facility has 98 certified beds. At the time of 

the survey, the census was 54.

\

Quality Review completed on 03/13/24

E 0000 Please accept this Plan of 

Correction for the Health Survey 

ending March 12, 2024 as the 

Provider’s Letter of Credible 

Allegation of Compliance. This 

Provider respectfully requests 

consideration for paper 

compliance in lieu of a revisit 

survey for this Plan of Correction, 

with a completion date of 

3/25/2024.
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A Life Safety Code Recertification and State 

Licensure Survey was conducted by the Indiana 

Department of Health in accordance with 42 CFR 

483.90(a).

Survey Date:  03/12/24

Facility Number:  000398

Provider Number:  155564

AIM Number:  100291110

At this Life Safety Code survey, Miller's Merry 

Manor was found not in compliance with 

K 0000 Please accept this Plan of 

Correction for the Health Survey 

ending March 12, 2024 as the 

Provider’s Letter of Credible 

Allegation of Compliance. This 

Provider respectfully requests 

consideration for paper 

compliance in lieu of a revisit 

survey for this Plan of Correction, 

with a completion date of 

3/25/2024.
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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 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 hard wired smoke detectors in the corridors 

and spaces open to the corridors, plus battery 

operated smoke alarms in all resident sleeping 

rooms. The facility has a capacity of 98 and had a 

census of 54 at the time of this survey.

All areas where the residents have customary 

access were sprinklered and all areas providing 

facility services were sprinklered.

Quality Review completed on 03/13/24

NFPA 101 

Electrical Systems - Essential Electric Syste 

Electrical Systems - Essential Electric 

System Maintenance and Testing

 The generator or other alternate power 

source and associated equipment is capable 

of supplying service within 10 seconds. If the 

10-second criterion is not met during the 

monthly test, a process shall be provided to 

annually confirm this capability for the life 

safety and critical branches. Maintenance 

and testing of the generator and transfer 

switches are performed in accordance with 

NFPA 110. 

Generator sets are inspected weekly, 

exercised under load 30 minutes 12 times a 

year in 20-40 day intervals, and exercised 

once every 36 months for 4 continuous hours. 

K 0918
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Scheduled test under load conditions include 

a complete simulated cold start and 

automatic or manual transfer of all EES 

loads, and are conducted by competent 

personnel. Maintenance and testing of stored 

energy power sources (Type 3 EES) are in 

accordance with NFPA 111. Main and feeder 

circuit breakers are inspected annually, and a 

program for periodically exercising the 

components is established according to 

manufacturer requirements. Written records 

of maintenance and testing are maintained 

and readily available. EES electrical panels 

and circuits are marked, readily identifiable, 

and separate from normal power circuits. 

Minimizing the possibility of damage of the 

emergency power source is a design 

consideration for new installations. 

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, 

NFPA 111, 700.10 (NFPA 70)

Based on record review and interview, the facility 

failed to provide complete documentation for the 

testing of 1 of 1 Emergency Power Standby 

System in accordance with NFPA 110, Standard 

for Emergency and Standby Power Systems, 

Section 8.4.9, as required by NFPA 99 Health Care 

Facilities Code, Section 6.4.1.1.6.1.  NFPA 110 

Section 8.4.9 states that all Level 1 Emergency 

Power Systems shall be tested at least once within 

every three years.  Where the assigned class is 

greater than 4 hours, it shall be permitted to 

terminate the test after 4 hours. NFPA 99 Section 

6.4.1.1.6.1 states that Type 1 and Type 2 essential 

electrical system power sources shall be classified 

at Type 10, Class X, Level 1 generator sets.  This 

deficient practice could affect all building 

occupants.

Findings include:

K 0918  It is the policy of Miller’s Merry 

Manor, Mooresville to ensure that 

the emergency diesel generator is 

tested for a four-hour load test 

every 36 months. All other routine 

weekly, monthly, and yearly 

emergency generator testing was 

completed within appropriate time 

frames with no concerns. A 

four-hour load test for the 

emergency generator has been 

scheduled with generator servicer, 

SafeCare Electronics, for March 

25, 2024 (Attachment A).

All residents have the potential to 

be affected by this deficient 

practice. All emergency generator 

testing and documentation have 

been reviewed with no further 

concerns.  

03/25/2024  12:00:00AM
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Based on record review on 03/12/24 between 10:05 

a.m. and 1:00 p.m. with the Maintenance Director 

and Senior Maintenance Director from a sister 

facility, the facility was unable to provide 

documentation of a four hour load test of the 

emergency diesel generator conducted within the 

past 36 month period or prior. Based on interview 

at the time of record review, the Senior 

Maintenance Director stated documentation of 

supplemental load testing for four hours within 

the most recent three-year period was not 

available for review. Based on observations with 

the Maintenance Director and Senior 

Maintenance Director during a tour of the facility 

at 1:45 p.m., the manufacture's nameplate rating for 

the generator indicated the generator was rated 

230 kW.

This finding was reviewed with the Maintenance 

Director and Senior Maintenance Director during 

the exit conference.

3.1-19(b)

 

All maintenance staff were 

inserviced on 3/13/2024 

(Attachment B) on Essential 

Electric System Maintenance and 

Testing Procedure.

Emergency Generator Testing 

Review Quality Assurance Tool 

(Attachment C) will be utilized 

monthly x36 months, and quarterly 

thereafter to ensure generator 

testing is completed and 

documented appropriately.
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