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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:  02/07/24

Facility Number: 000559

Provider Number: 155719  

AIM Number: 100267170

At this Emergency Preparedness survey, George 

Ade Memorial Health Care Center was found not 

in compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.73

The facility has 70 certified beds. At the time of 

the survey, the census was 56. 

Quality Review completed on 02/12/24

E 0000 February 23, 2024

 

 

Brenda Buroker, Director

Division of Long Term Care

Indiana State Department of 

Health

2 North Meridian, Section 4-B

Indianapolis, IN 46204-3006

 

 

Re:  POC for the annual Survey 

Event ID: Y9JC21, George Ade 

Memorial Health Care Center, 

Brook, IN., on February 7, 2024.

 

Dear Brenda:

 

The following plan of correction is 

being submitted as our allegation 

of substantial compliance.  We 

further submit that the facility is in 

substantial compliance as of 

March 1, 2024.  At this time, we 

are requesting the Indiana State 

Department of Health conduct a 

desktop review of the survey to 

clear the survey findings and to 

stop any and all proposed or 

implemented remedies that have 

been presented to date.

 

If you have any questions or need 

further information, call 

219-275-2531 or email 

admin@georgeade.org, and I 

would be available to assist you in 
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any way possible.

 

Thank you,

 

Scott James, HFA

GAMHCC

 

 

 

 

 

The preparation and execution of 

this Plan of Correction does not 

constitute admission or agreement 

by the provider of the truth of the 

facts alleged or the conclusion set 

forth in the Statement of 

Deficiencies rendered by the 

reviewing agency.  The Plan of 

Correction is prepared and 

executed solely because it is 

required by the provisions of the 

federal and state law.  This 

provider maintains that the alleged 

deficiencies do not individually or 

collectively jeopardize the health 

and safety of its residents, nor are 

they of such character as to limit 

this provider’s capacity to render 

adequate resident care.

Furthermore, the operation and 

licensor of the long-term care 

facilities, and this plan of 

correction in its entirety, 

constitutes this providers 

allegation of compliance.  

Completion dates are provided for 

the procedural preceding purposes 

to comply with state and federal 

regulations, and correlate with the 
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most recent contemplated or 

accomplished corrective action.  

These dates do not necessarily 

correspond chronologically to the 

date the provider is under the 

opinion it was in with requirements 

of participation or that the 

corrective action was necessary.

 

403.748(d)(2), 416.54(d)(2), 418.113(d)(2), 

441.184(d)(2), 482.15(d)(2), 483.475(d)(2), 

483.73(d)(2), 484.102(d)(2), 485.625(d)(2), 

485.68(d)(2), 485.727(d)(2), 485.920(d)(2), 

486.360(d)(2), 491.12(d)(2), 494.62(d)(2) 

EP Testing Requirements 

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2), 

§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), 

§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),  

§485.625(d)(2), §485.727(d)(2), §485.920(d)

(2), §491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, 

OPO, "Organizations" under §485.727, 

CMHCs at §485.920, RHCs/FQHCs at 

§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct 

exercises to test the emergency plan 

annually. The [facility] must do all of the 

following:

(i) Participate in a full-scale exercise that is 

community-based every 2 years; or

 (A) When a community-based exercise is 

not accessible, conduct a facility-based 

functional exercise every 2 years; or

(B) If the [facility] experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the [facility] 

E 0039

SS=F

Bldg. --
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is exempt from engaging in its next required 

community-based or individual, facility-based 

functional exercise following the onset of the 

actual event.

(ii) Conduct an additional exercise at least 

every 2 years, opposite the year the full-scale 

or functional exercise under paragraph (d)(2)

(i) of this section is conducted, that may 

include, but is not limited to the following:

(A) A second full-scale exercise that is 

community-based or individual, facility-based 

functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the [facility's] response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the [facility's] emergency plan, as needed. 

*[For Hospices at 418.113(d):] 

(2)  Testing for hospices that provide care in 

the patient's home.  The hospice must 

conduct exercises to test the emergency 

plan at least annually.  The hospice must do 

the following:

(i)  Participate in a full-scale exercise that is 

community based every 2 years; or

(A) When a community based exercise is not 

accessible, conduct an individual facility 

based functional exercise every 2 years; or  

(B) If the hospice experiences a natural or 

man-made emergency that requires activation 

of the emergency plan, the hospital is 

exempt from engaging in its next required full 
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scale community-based exercise or individual 

facility-based functional exercise following the 

onset of the emergency event.

(ii)  Conduct an additional exercise every 2 

years, opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted, that may 

include, but is not limited to the following:

(A)  A second full-scale exercise that is 

community-based or a facility based 

functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(3) Testing for hospices that provide inpatient 

care directly.  The hospice must conduct 

exercises to test the emergency plan twice 

per year.  The hospice must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 

accessible, conduct an annual individual 

facility-based functional exercise; or  

(B) If the hospice experiences a natural or 

man-made emergency that requires activation 

of the emergency plan, the hospice is 

exempt from engaging in its next required 

full-scale community based or facility-based 

functional exercise following the onset of the 

emergency event.

(ii)  Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A)  A second full-scale exercise that is 
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community-based or a facility based 

functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop led by a 

facilitator that includes a group discussion 

using a narrated, clinically-relevant 

emergency scenario, and a set of problem 

statements, directed messages, or prepared 

questions designed to challenge an 

emergency plan.

(iii)  Analyze the hospice's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events and revise 

the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at 

§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must 

conduct exercises to test the emergency 

plan twice per year.  The [PRTF, Hospital, 

CAH] must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise; or  

(B) If the [PRTF, Hospital, CAH]  experiences 

an actual natural or man-made emergency 

that requires activation of the emergency 

plan, the [facility] is exempt from engaging in 

its next required full-scale community based 

or individual, facility-based functional exercise 

following the onset of the emergency event.

 (ii) Conduct an [additional] annual 

exercise or and that may include, but is not 

limited to the following:

 (A) A second full-scale exercise that is 

community-based or individual, a 

facility-based functional exercise; or
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(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the [facility's] response to 

and maintain documentation of all drills, 

tabletop exercises, and emergency events 

and revise the [facility's] emergency plan, as 

needed.

*[For PACE at §460.84(d):] 

(2) Testing. The PACE organization must 

conduct exercises to test the emergency 

plan at least annually. The PACE 

organization must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise; or  

(B) If the PACE experiences an actual natural 

or man-made emergency that requires 

activation of the emergency plan, the PACE 

is exempt from engaging in its next required 

full-scale community based or individual, 

facility-based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional exercise every 

2 years opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted that may include, 

but is not limited to the following:

(A)  A second full-scale exercise that is 

community-based or individual, a facility 

based functional exercise; or

(B)  A mock disaster drill; or

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y9JC21 Facility ID: 000559 If continuation sheet Page 7 of 22



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

03/01/2024PRINTED:

FORM APPROVED

OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

BROOK, IN 47922

155719 02/07/2024

GEORGE ADE MEMORIAL HEALTH CARE CENTER

3623 EAST STATE RD 16

--

(C)  A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii)  Analyze the PACE's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events and revise 

the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):] 

(2) The [LTC facility] must conduct exercises 

to test the emergency plan at least twice per 

year, including unannounced staff drills using 

the emergency procedures.  The [LTC facility, 

ICF/IID] must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise. 

(B) If the [LTC facility] facility experiences an 

actual natural or man-made emergency that 

requires activation of the emergency plan, the 

LTC facility is exempt from engaging its next 

required a full-scale community-based or 

individual, facility-based functional exercise 

following the onset of the emergency event.

(ii)  Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A)  A second full-scale exercise that is 

community-based or an individual, facility 

based functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop that is 

led by a facilitator includes a group 

discussion, using a narrated, 
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clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii)  Analyze the [LTC facility] facility's 

response to and maintain documentation of 

all drills, tabletop exercises, and emergency 

events, and revise the [LTC facility] facility's 

emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]: 

(2) Testing. The ICF/IID must conduct 

exercises to test the emergency plan at least 

twice per year. The ICF/IID must do the 

following:

(i) Participate in an annual full-scale exercise 

that is community-based; or

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the ICF/IID 

is exempt from engaging in its next required 

full-scale community-based or individual, 

facility-based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A) A second full-scale exercise that is 

community-based or an individual, 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 
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to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct 

exercises to test the emergency plan at

least annually. The HHA must do the 

following:

(i) Participate in a full-scale exercise that is 

community-based; or

(A) When a community-based exercise 

is not accessible, conduct an annual 

individual, facility-based functional exercise 

every 2 years; or.

 (B) If the HHA experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the HHA is 

exempt from engaging in its next required 

full-scale community-based or individual, 

facility based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional exercise every 2 

years, opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted, that may 

include, but is not limited to the following: 

(A) A second full-scale exercise that is 

community-based or an individual, 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.
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(iii) Analyze the HHA's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the HHA's emergency plan, as needed.

*[For OPOs at §486.360] 

(d)(2) Testing. The OPO must conduct 

exercises to test the emergency plan. The 

OPO must do the following: 

(i) Conduct a paper-based, tabletop exercise 

or workshop at least annually. A tabletop 

exercise is led by a facilitator and includes a 

group discussion, using a narrated, clinically 

relevant emergency scenario, and a set of 

problem statements, directed messages, or 

prepared questions designed to challenge an 

emergency plan. If the OPO experiences an 

actual natural or man-made emergency that 

requires activation of the emergency plan, the 

OPO is exempt from engaging in its next 

required testing exercise following the onset 

of the emergency event.

(ii) Analyze the OPO's response to and 

maintain documentation of all tabletop 

exercises, and emergency events, and revise 

the [RNHCI's and OPO's] emergency plan, as 

needed.

*[ RNCHIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct 

exercises to test the emergency plan. The 

RNHCI must do the following:

(i) Conduct a paper-based, tabletop exercise 

at least annually. A tabletop exercise is a 

group discussion led by a facilitator, using a 

narrated, clinically-relevant emergency 

scenario, and a set of problem statements, 

directed messages, or prepared questions 

designed to challenge an emergency plan.

(ii) Analyze the RNHCI's response to and 
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maintain documentation of all tabletop 

exercises, and emergency events, and revise 

the RNHCI's emergency plan, as needed.

Based on record review and interview, the facility 

failed to conduct exercises to test the emergency 

plan at least twice per year, including 

unannounced staff drills using the emergency 

procedures. The LTC facility must do the 

following: 

(i) Participate in an annual full-scale exercise that 

is community-based; or

a. When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise. 

b. If the LTC facility experiences an actual natural 

or man-made emergency that requires activation 

of the emergency plan, the LTC facility is exempt 

from engaging its next required full-scale 

community-based or individual, facility-based 

full-scale functional exercise for 1 year following 

the onset of the actual event. 

(ii) Conduct an additional exercise that may 

include, but is not limited to the following:

a. A second full-scale exercise that is 

community-based or an individual, facility-based 

functional exercise.

b. A mock disaster drill; or 

c. A tabletop exercise or workshop that is led by a 

facilitator that includes a group discussion, using 

a narrated, clinically relevant emergency scenario, 

and a set of problem statements, directed 

messages, or prepared questions designed to 

challenge an emergency plan.

(iii) Analyze the LTC facility's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise the 

LTC facility's emergency plan, as needed in 

accordance with 42 CFR 483.73(d)(2). This 

deficient practice could affect all occupants.

E 0039 Desk top review requested

No residents were found to be 

negatively affected by this finding.

The exercises are being done as 

requested to avoid further fines. 

Attached is a Tabletop exercise 

dated 8/31/2022 that was located 

post survey that along with the 

information provided during survey 

meet the needed requirement for 

two exercises as required for the 

time periods. (See attached x2).

A tentative schedule for these 

exercises has been formulated to 

better manage the required 

emergency exercise testing 

requirements.

This will be monitored by the 

maintenance supervisor or 

designee and information provided 

to the administrator should change 

be needed. The exercises and 

follow-up will be provided to the 

facility QA committee for review on 

a quality basis.

This is done as of 3/1/2024

03/01/2024  12:00:00AM
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Findings include:

Based on review of the facility's Emergency 

Preparedness Plan on 02/07/24 between 12:20 p.m. 

to 12:50 p.m. with the Administrator, 

documentation of an actual event at the facility 

was documented as being completed on 06/20/23. 

A second full-scale exercise that is 

community-based or an individual, facility-based 

functional exercise, or a mock disaster drill, a 

tabletop exercise or workshop that is led by a 

facilitator that includes a group discussion, using 

a narrated, clinically relevant emergency scenario, 

and a set of problem statements, directed 

messages, or prepared questions designed to 

challenge an emergency plan was not available to 

review. Based on interview at the time of record 

review, the Administrator agreed that a second 

exercise of choice had not been completed by the 

facility as of the time of this survey.

This finding was reviewed with the Administrator 

and Maintenance Supervisor at the exit 

conference.

 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: 02/07/24

Facility Number: 000559

Provider Number: 155719  

AIM Number: 100267170

At this Life Safety Code survey, George Ade 

K 0000 February 23, 2024

 

 

Brenda Buroker, Director

Division of Long Term Care

Indiana State Department of 

Health

2 North Meridian, Section 4-B

Indianapolis, IN 46204-3006

 

 

Re:  POC for the annual Survey 
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Memorial Health Care Center was found not in 

compliance with Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 483.70(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 II (222) construction and was fully 

sprinklered. The facility has a fire alarm system 

with hard wired smoke detection in corridors, 

spaces open to the corridors, and in all resident 

rooms. The facility has a capacity of 70 and had a 

census of 56 at the time of this survey.

All areas where residents have customary access 

were sprinklered. Areas providing facility services 

were sprinklered. 

Quality Review completed on 02/12/24

Event ID: Y9JC21, George Ade 

Memorial Health Care Center, 

Brook, IN., on February 7, 2024.

 

Dear Brenda:

 

The following plan of correction is 

being submitted as our allegation 

of substantial compliance.  We 

further submit that the facility is in 

substantial compliance as of 

March 1, 2024.  At this time, we 

are requesting the Indiana State 

Department of Health conduct a 

desktop review of the survey to 

clear the survey findings and to 

stop any and all proposed or 

implemented remedies that have 

been presented to date.

 

If you have any questions or need 

further information, call 

219-275-2531 or email 

admin@georgeade.org, and I 

would be available to assist you in 

any way possible.

 

Thank you,

 

Scott James, HFA

GAMHCC

 

 

 

 

 

The preparation and execution of 

this Plan of Correction does not 

constitute admission or agreement 

by the provider of the truth of the 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y9JC21 Facility ID: 000559 If continuation sheet Page 14 of 22



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

03/01/2024PRINTED:

FORM APPROVED

OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

BROOK, IN 47922

155719 02/07/2024

GEORGE ADE MEMORIAL HEALTH CARE CENTER

3623 EAST STATE RD 16

01

facts alleged or the conclusion set 

forth in the Statement of 

Deficiencies rendered by the 

reviewing agency.  The Plan of 

Correction is prepared and 

executed solely because it is 

required by the provisions of the 

federal and state law.  This 

provider maintains that the alleged 

deficiencies do not individually or 

collectively jeopardize the health 

and safety of its residents, nor are 

they of such character as to limit 

this provider’s capacity to render 

adequate resident care.

Furthermore, the operation and 

licensor of the long-term care 

facilities, and this plan of 

correction in its entirety, 

constitutes this providers 

allegation of compliance.  

Completion dates are provided for 

the procedural preceding purposes 

to comply with state and federal 

regulations, and correlate with the 

most recent contemplated or 

accomplished corrective action.  

These dates do not necessarily 

correspond chronologically to the 

date the provider is under the 

opinion it was in with requirements 

of participation or that the 

corrective action was necessary.

 

NFPA 101 

Fire Alarm System - Testing and 

Maintenance 

Fire Alarm System - Testing and 

Maintenance 

K 0345

SS=F

Bldg. 01
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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 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 19.3.4.5.1 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

This deficient practice could affect all occupants 

in the facility.

Findings include:

Based on record review with the facility 

Maintenance Supervisor on 02/07/24 at 11:40 a.m., 

no documentation could be provided regarding a 

visual semi-annual fire alarm system inspection. 

The annual fire alarm testing was completed on 

01/12/24 but there was no semi-annual inspection 

documented six months before this inspection. 

Based on interview at the time of record review, 

the Maintenance Supervisor agreed that visual 

semi-annual inspections of the fire-alarm system 

K 0345 Desk top review requested

No residents were found to be 

negatively affected by this finding.

Testing is being performed as of 

February 23, 2024 the schedule of 

testing will be one on an annual/ 

semiannual schedule to maintain 

compliance.

The pump testing company will 

provide a regular schedule for 

testing as well as support and 

service for any area found in need 

of attention.

(Attachment)

This will be maintained by the 

maintenance supervisor or 

designee as well as the 

administrator to maintain 

compliance. This is ongoing.

This is done as of 3/1/2024

03/01/2024  12:00:00AM
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was not available as of the time of this survey.

This finding was reviewed with the Administrator 

and the Maintenance Supervisor at the exit 

conference.

3.1-19(b)

NFPA 101 

Sprinkler System - Maintenance and Testing 

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems 

are inspected, tested, and maintained in 

accordance with NFPA 25, Standard for the 

Inspection, Testing, and Maintaining of 

Water-based Fire Protection Systems. 

Records of system design, maintenance, 

inspection and testing are maintained in a 

secure location and readily available. 

  a) Date sprinkler system last checked   

_____________________

  b) Who provided system test  

____________________________

  c) Water system supply source  

__________________________

Provide in REMARKS information on 

coverage for any non-required or partial 

automatic sprinkler system.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

K 0353

SS=F

Bldg. 01

1. Based on record review and interview, the 

facility failed to maintain 1 of 1 fire pumps in 

accordance with NFPA 25, Standard for 

Inspection, Testing, and Maintenance of 

Water-Based Fire Protection Systems, Section 8.3. 

Section 8.3.3.1 states that an annual test of each 

pump assembly shall be conducted by qualified 

personnel under minimum, rated, and peak flows 

of the fire pump by controlling the quantity of 

water discharged through approved test devices. 

This deficient practice could affect all staff, 

K 0353 Desk top review requested

No residents were found to have 

been negatively affected by these 

findings.

The request testing of the fire 

panel, sprinkler head cabinet, and 

head replacement for the walk-in 

cooler have been scheduled. This 

along with the fourth quarter 

sprinkler system inspection (see 

attached) has been completed.

03/01/2024  12:00:00AM
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visitors, and residents in the facility.

Findings include:

During record review with the Maintenance 

Supervisor on 02/07/24 at 12:05 p.m., annual 

testing of the facility's fire pump within the last 

twelve months was not available for review. Based 

on interview at the time of record review, the 

Maintenance Supervisor stated the facility has an 

electric fire pump, and agreed that an annual fire 

pump test inspection was not available for review 

at the time of the survey.

This finding was reviewed with the Administrator 

and Maintenance Supervisor at the exit 

conference. 

2. Based on observation and interview, the facility 

failed to ensure 1 of 1 sprinkler systems was 

maintained with spare sprinklers, a spare sprinkler 

cabinet and a sprinkler wrench on the premises.  

NFPA 25, Standard for the Inspection, Testing, 

and Maintenance of Water-Based Fire Protection 

Systems, 2011 Edition, Section 5.4.1.4 states a 

supply of spare sprinklers (never fewer than six) 

shall be maintained on the premises so that any 

sprinklers that have been operated or damaged in 

any way can be promptly replaced.  The sprinklers 

shall correspond to the types and temperature 

ratings of the sprinklers on the property. The 

sprinklers shall be kept in a cabinet located where 

the temperature in which they are subjected will at 

no time exceed 100 degrees Fahrenheit. A special 

sprinkler wrench shall be provided and kept in the 

cabinet to be used in the removal and installation 

of sprinklers. This deficient practice could affect 

all residents and staff in the facility.

Findings include:

The testing and observation of 

equipment will be scheduled for a 

continuity of service and upkeep.

The maintenance supervisor or 

designee and administrator will 

monitor the testing and results. 

This is ongoing.

This is done as of 3/1/2024
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Based on observation during a tour of the facility 

with the Maintenance Supervisor and 

Administrator on 02/07/24 at 2:00 p.m., the spare 

sprinkler cabinet in the riser room had five spare 

sprinklers lying loose on top of other spare 

sprinklers. Based on interview at the time of the 

observation, the Maintenance Supervisor agreed 

that all the spare sprinklers were not in their own 

protected slot to prevent damage.

This finding was reviewed with the Administrator 

and Maintenance Supervisor at the exit 

conference.

3. Based on record review and interview, the 

facility failed to provide written documentation or 

other evidence the sprinkler system components 

had been inspected and tested for 1 of 4 quarters.  

LSC 4.6.12.1 requires any device, equipment or 

system required for compliance with this Code be 

maintained in accordance with applicable NFPA 

requirements.  Sprinkler systems shall be properly 

maintained in accordance with NFPA 25, Standard 

for the Inspection, Testing, and Maintenance of 

Water-Based Fire Protection Systems.  NFPA 25, 

4.3.1 requires records shall be made for all 

inspections, tests, and maintenance of the system 

components and shall be made available to the 

authority having jurisdiction upon request.  4.3.2 

requires that records shall indicate the procedure 

performed (e.g., inspection, test, or maintenance), 

the organization that performed the work, the 

results, and the date.  NFPA 25, 5.2.5 requires that 

waterflow alarm devices shall be inspected 

quarterly to verify they are free of physical 

damage.  NFPA 25, 5.3.3.1 requires the mechanical 

waterflow alarm devices including, but not limited 

to, water motor gongs, shall be tested quarterly.  

5.3.3.2 requires vane-type and pressure 
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switch-type waterflow alarm devices shall be 

tested semiannually. This deficient practice could 

affect all residents, staff, and visitors in the 

facility.

Findings include:

Based on review of the quarterly sprinkler system 

inspection records on 02/07/24 at 12:00 p.m. with 

the Maintenance Supervisor present, there was no 

quarterly sprinkler system inspection report 

available for the fourth quarter (October, 

November, and December) of 2023. Based on 

observation with the Maintenance Supervisor 

during a tour of the facility, the sprinkler 

inspection tag at the riser indicated an inspection 

date of 10/27/23. Based on interview at the time of 

record review, the Maintenance Supervisor 

confirmed there was no inspection report available 

to review for the fourth quarter of 2023. 

This finding was reviewed with the Administrator 

and Maintenance Supervisor at the exit 

conference.

4. Based on observation, and interview; the 

facility failed to ensure 1 of 1 sprinkler heads 

behind the Laundry room dryers covered with lint 

were replaced or cleaned in accordance with 

NFPA 25.  NFPA 25, Standard for the Inspection, 

Testing, and Maintenance of Water-Based Fire 

Protection Systems, 2011 Edition, Section 5.2.1.1.1 

states sprinklers shall not show signs of leakage; 

shall be free of corrosion, foreign materials, paint, 

and physical damage; and shall be installed in the 

correct orientation (e.g., up-right, pendent, or 

sidewall).  Furthermore, at 5.2.1.1.2 any sprinkler 

that shows signs of any of the following shall be 

replaced:

(1) Leakage 
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(2) Corrosion

(3) Physical Damage 

(4) Loss of fluid in the glass bulb heat responsive 

element 

(5) Loading 

(6) Painting unless painted by the sprinkler 

manufacturer.

In lieu of replacing sprinklers that are loaded with 

dust, it is permitted to clean sprinklers with 

compressed air or by a vacuum provided that the 

equipment does not touch the sprinkler.

This deficient practice could affect staff in the 

kitchen.

Findings include:

Based on observation with the Maintenance 

Supervisor during a tour of the facility from 12:55 

p.m. to 2:10 p.m. on 02/07/24, the glass bulb of the 

sprinkler located in the walkin cooler in the 

kitchen was covered with a foreign substance. 

Based on interview at the time of observation, the 

Maintenance Supervisor agreed the 

aforementioned automatic sprinkler was loaded 

with a foreign substance. 

This finding was reviewed with the Administrator 

and Maintenance Supervisor at the exit 

conference.

3.1-19(b)

NFPA 101 

Fire Drills 

Fire Drills 

Fire drills include the transmission of a fire 

alarm signal and simulation of emergency fire 

conditions. Fire drills are held at expected 

and unexpected times under varying 

conditions, at least quarterly on each shift. 

K 0712

SS=F

Bldg. 01
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The staff is familiar with procedures and is 

aware that drills are part of established 

routine.  Where drills are conducted between 

9:00 PM and 6:00 AM, a coded 

announcement may be used instead of 

audible alarms. 

19.7.1.4 through 19.7.1.7

Based on record review and interview, the facility 

failed to conduct quarterly fire drills for 1 of 4 

quarters. LSC 19.7.1.6 requires drills to be 

conducted quarterly on each shift under varied 

conditions. This deficient practice affects all staff 

and residents.

Findings include:

Based on record review with the facility 

Maintenance Supervisor on 02/07/24 at 11:10 a.m., 

no documentation could be provided regarding a 

first quarter (January, February, and March) of 

2023/2024 first shift fire drill. Based on interview at 

the time of record review, the Maintenance 

Supervisor stated a first shift fire drill was not 

conducted in January 2024 and that there was no 

additional fire drill documentation available for 

review at the time of this survey. 

This finding was reviewed with the Administrator 

and Maintenance Supervisor at the exit 

conference.

3.1-19(b)

3.1-51(c)

K 0712 Desk top review requested

No residents were found to be 

negatively affected by this finding.

The fire drill schedule is in full 

effect. Drills are being conducted 

once per shift per quarter. (See 

attached)

The fire drills required information 

are now being used on an ongoing 

basis with three drills per calendar 

quarter.

The maintenance supervisor or 

designee and administrator will 

maintain and provide the 

necessary drill information per 

regulations so as to maintain 

compliance. This is ongoing.

This is done as of 3/1/2024

03/01/2024  12:00:00AM
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