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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: 05/08/24

Facility Number: 000041
Provider Number: 155102
AIM Number: 100275400

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 a
capacity of 131 and had a census of 69 at the time
of this survey.

Quality Review completed on 05/10/24

K 0000

Bldg. 01
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: 05/08/24

Facility Number: 000041
Provider Number: 155102
AIM Number: 100275400

At this Life Safety Code survey, Miller's Merry
Manor was found in substantial compliance with
Requirements for Participation in

E 0000

K 0000
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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 (111) construction and was fully
sprinklered. The facility has a fire alarm system
with smoke detection in the corridors, areas open
to the corridors and battery-operated smoke
detectors in the resident rooms. The facility has a
capacity of 131 and had a census of 69 at the time
of this survey.

All areas where the residents have customary
access were sprinklered. All areas providing
facility services were sprinklered except for a
detached wooden shed that was used for storage.

Quality Review completed on 05/10/24

NFPA 101

Fire Alarm System - Testing and
Maintenance

Fire Alarm System - Testing and
Maintenance

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.

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

Based on observation and interview, the facility
failed to maintain the fire alarm system to assure
that it had accurate time and date information in
accordance with the requirements of NFPA 101-
2012 edition, Sections 19.3.4 and 9.6 and NFPA 72

K 0345 K345

The facility respectfully

submits the following allegation of
compliance for regulation K 345.
All residents and staff have the

05/20/2024
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- 2010 edition, Sections 14.1, 14.1.1. This deficient potential to be affected by this
practice could affect all residents, staff, and practice.
visitors. The Fire Panel was
updated to show correct time and
Findings include: date (Attachment A). This was
completed by B A Solutions
Based on observation of the fire alarm control 5-15-2024 (Attachment B).
panel on 05/08/24 at 12:48 a.m. during a tour of the Staff was In Serviced
facility with the Maintenance Supervisor, the on the Fire Panel 5-15-2024.
facility Administrator and the To ensure ongoing
Administrator-in-Training, the time and date on compliance Maintenance Staff or
the fire alarm control panel were incorrect. The Designee will monitor Fire Panel
display on the main fire alarm control panel Weekly for 6 weeks and monthly
indicated the date and time to be 04/02/2020 at thereafter for a period of 6 months
4:02 p.m. Based on interview at the time of (Attachment C). Bi- Annual
observation, the Maintenance Supervisor inspection by Safe Care will be
indicated he was unaware of the discrepancy and reported to Administrator or
would contact the fire alarm vendor to have the Designee. All deficiencies found
displayed date and time updated on the fire alarm by Safe Care will be corrected
control panel. immediately.
This finding was reviewed with the Maintenance
Supervisor, the facility Administrator, and the
Administrator-in-Training at the exit conference
on 05/08/24 at 2:25 p.m.
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