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The Life Safety Code Survey was conducted at

your facility on July 19, 2012; the following findings K130 NFPA 101 Plant Operations &
were observed. Maintenance Response:
K130 | NFPA 101 MISCELLANEQUS K 130| 1. No specific residents were identified in
$8=D the survey report as being affected by this

OTHER LSC DEFICIENCY NOT ON 2788 deficient practice.

2. Other residents with the potential to be
affected by this deficient practice will be
identified through the monitoring of

This STANDARD is not met as evidenced by: sprinkler heads by maintenance staff.

Based on cbservations during the survey period, it 3. Work Order # 39770 was issued on 8/13/12
was determined that four (4) of eleven (11) sprinkler 8/13/2012 for maintenance staff to clean
heads in resident rooms and two (2) of ten (10) the dust from the noted sprinkler heads as

sprinkler heads in hailways were observed to be

soiled with dust, which potentially could affect the soon as possible. Maintenance staff will be

emergency. accumulation and submit work orders into
the maintenance work order system so
The findings include: dust can be removed.

Sprinkler heads were observed to be seiled with 4 This corn_'ectlve actlor.] plan will be
dust in resident rooms and hallways; which could integrated into the quality assurance
potentially affect the operation of sprinklers in the system through the daily review and
event of an emergency. assignment of work orders by the

Maintenance Supervisors or their
designee; if increased work orders are
submitted for dust on sprinkler heads

Sprinkler heads were observed to be soiled with
dust in resident rooms as follows:

Unit 3 North, rooms 304, 305, 306 and 307 in four efforts will be increased to remove the

{4) of 11 observations. dust.

Sprinkler head 5 4 1o be solled wilh 5. The corrective action, removal of dust 8/30/12
prinkler heads were observed to be soiled wi oted sprinkler h :

dust in the hallways on Unit 3 North proximal to fr;Jm ? tod r?or to Au el?:tsé(\JN igg&

rooms 304, 305 and 306 in three (3) of ten (10) completed p g ' :

observations.

LABORATORY DIREC;I'OR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

O M Mdby O suiotrads 8/i1)i2.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the [nstitution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to lhe patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 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 deficiencles are cited, an approved plan of correction is requisite to continued program participation.
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The observations were made in the presence of the
Director of Engineering between 9:10 AM and 9:45
AM on July 19, 2012,
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