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Surveyor: 32973 
Tha followlng l8llecls the findings Df tJl8 ~Dfomla 
Department Df PUbllc Hllllllll, dwlng 8t' 
·Emergency Preparedness recerllflcatlon SUTV11y. 
The findings 818 In ~With 42 Dode of 
Federal Regulatlone (CFR) '183.73, Requlmment 

· for Long Tenn Care (LTCJ F.acUlllllS: 

RepFBSentlng the Callfomla Depar!ment o! .PubRo 
Health: 
32973 

Census:.84 
E 013 Development of EP Pollclas end PIOCSdures 
ss..c CFR(e): 4~.73(b) 

(b) Policies and pruliedures. {FacUftles] must 
~lop and lmpfement.amergencypivpB!lldness 
pallcles and pl'llC8Clures, based on 1lte emergency 
Pf8n $8f fDJfh In paragraph (e) of this seotlon, risk 
8SS8881118nt et penigraph (8)(1) ofthla 88Cllon, 
and the c:ommllllk:i1lori plan at pafBlllliPll (c) of 

, 1111a BSC!IOn. The polldes and pnicedures mlist be 
reviewed and updetad at laastannually. 

*Addlllonlil Requlrsments fer PACE and ESRD 
Facllllles: 

• "{For PACE at 6460S4(b):J Pol!cles and 
p!IJOBlfures. The PACI: organlmllon must 
develop and Implement emergency praparadn11SS 
polk:lss and~. baSed 1111.the emmvency 
p1an setfm111 In paragraph CB) of this sactfon, lfsk 
assesament at paragrapll (8)(1) or this &ei;tlon, 
and the com!llunlcal!Dn plan at pet&Q1llJJh (c) of 
Ibis aeClloll. The polialas and~ lllU8t 
address · 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERSFnR 

STATiiMENT OF DEFICIENCIES 
AND PlA!I OF CORAECTION 

()<II PROVIOEAISUPPIJEA/CUA 
IOEHTJFICATION NUMBER: 

NAME OF PROVIDER DR SUPPLIER 

WOODIAND SKILLED NURSING FACILITY 

()(if) ID 
PREFIX 

TAB .. 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY i:.wsT B~ PRECEDED BY AJLL 

REGUlATORY OR LSC IDElllTIF'llNG INFORMATION) 

E 013 Continued From page 1 
emergencies, Including, but not llmlted to: Fire; 
equ!pment, power, or water failure; aare-telated 
emergencies; end natural disasters llkety to . 
threaten the health or safety of the participant&, 
staff, or the public. The policies and procedures 
must be reviewed and updated et least annually. 

*IF or ESRO Fecllitles et §494.62(b) :] Pollcles end 
procedures. The dialysis feclllty must develop end 
Implement emergency preparedness polfi:les end 
procedures, based on the emergency plan set 
torth in paragraph (a) of lhls seclfon, risk 
essessmellt at paragraph (a)(t) of this section, 
and Iha communication plan et paragraph (c) of 
this section. The pollcles and procedures must be 
reviewed and updated et least annually. These 
emergencies Include, but are not lfmlted to, fire, 
equipment or power failures, care-related 
emergencies, water supply Interruption, end 
natural diSasters Hkely to occur In lhe facility's 
geographic area. 
This REQUIREMENT Is not met es evidenced _ 
by: . 
surveyor. 32973 

Based on. record review end lntervleW, the facility 
felled IO rnelntaln the Emergency Preparedness 
(EP) plan. This was evidenced by !he failure to 
provide policy end procedure Indicating the 
facility's role end awareness In providing 
treatment end care under en 1135 waiver in the 
event of en emergency. This affected residents 
eng etelf, and could result In the facmty being 
Inadequately prepared to provide care et en 
alternate location during ·an emergency. 

(b) Policies and procedures. The LTC feclllty must 
develop end Implement emergency preparednesa 
policies end procedures, based on the 
emergency plan set forth In paragraph (a) of this 

~m ID:GID721 

PRINTED: .OW14/201 B 
FORM APPROVED 

QUtl .,n:nn•• 0301 
()(2) MULTIPLE CONSTRUCTION 
A. Bll/!DING 02 

B.WING 

ID 
PREFIX 

TA!i 

STREET ADDRESS, CITY, STA'!e, ;zip OODE 

1111l 1HIRD BTIIEET 
WOODLAND, CA 1156115 

PROVIDER'S Pl.AN OF CORRECTION 
(EACH CORREC'TIVEAOTION SHOUlD BE 
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E 013 emergencies _scenarios which 
deliileate how residentll will be 
taken.care of/ care would be 
provided at an alterne~e 
location should they be 
relocated in case of evacuation 
due to an emergency. 
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DEPARTMENT.OF HEALTH ANO HUMAN SERVICES 
r.eNTERS FOR ME011"-11RE & MEolr.410 SERVICES 

STATEMEm' OF DEFICIENCIES' 
AND PLAN OF COAAECTIDN 

(X1) PROVIDERr.lUPPUER/Cl.IA 
ICENTlFICATIDN NUMBER: 

068109. 

NAME OF PROVIDER DR SUPPLIER 

WOODLAND SKILLED NURSING FACILITY 

IX41 ID 
PREFIX 

TAG· 

SUMMAllV STATEMENT OF DEFIClENCIEB 
(EACH DEFICIENCY MUSTllE PRECEDED BY FUlL 

RE13UlATORV OR LBC IDENTIFVING INFORMATION) 

E 013 Continued From page 2 
section, risk assessment at paragraph (e)(1) cf 
this section, and the communication plan at 
paragraph (c) af this sectlon. The poflcles and 
procedures must be reviewed and updated at 
least annually. At a minimum, the poRcfes and 
procedures must address the follow!ng: 

(1) The provision of si.Jbslstence needs for staff 
and residents, whether they evacuate er shelter In 
place, Include, but are not limited to the following: · 
(Q Food, wa1er, medical, and pharmaceutical 
supplies. . 
(II) Alternate sources Of energy to maintain- · 
(A) Temperatures to protect resident health and 
safety and for the safe and sanitary storage of 
provisions; 
(B) Emergency lfghtlng; 
(CJ Fire detection, extinguishing, and alarm 
systems; end 
(DJ Sewage and waste disposal. 

(2) A system to 1rack the location of on-duty staff 
and sheltered residents In the LTC facility's care 
during and after en emergency. If on-duty staff 
end sheltered residents ans relccatad during the 
emergency, the LTC faclllty must document the 
speclftc name and location of the recelvfngfacfllly 
er ot11er locatlon. 

(3) Safe evacuatlpn from the Ltc faclllty, Which 
Includes consideration of care end treatment 
needs of evacuees; staff responslbllltles; 
transpor1atlcn; Identification of evacuation 
locati'cn(s); and prlmll!Y and alternate means of 
corrimunlcallon with extemal sources .of . 
assistance. 

(4) A means to shelter In place for residents, staff, 
and volunteers who remain In the LTC facility. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
cei.m::RS FOR ui:n1CARE R. MEDICAID SEcnnci:<:! 

STATEMENT OF DEFICIENCIES 1><1) PROVIOEl!/SUPPUEFl/CUA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

05610ll 
twra OF PROVlDER OR SUPPUER 

WOODlAND SKILLED NURSING FACILITY 

()(4) ID 
PRe'IX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES • 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDSNTIFYING INFORMATION) 

E 013 Continued From page 3 

(5) Asystem of medfC!ll documentation that 
preserves resident lnfonnation, protects 
confldenttallly of resident lnfonnalfon, and 
secures and melntalns the avallablllly of records. 

(6) The use of volunteers in an emergency or 
other emergency staffing strategies, including the 
process and role for lntegralion of State or 
Federally designated health 'care professionals to 
address surge needs during en emergency. 

(7) The development of arrangements With other 
LTC facilities end other providers to receive 
residents In the event of limitations or cessation 
of operations lo maintain the continuity of 
services to LTC reside~. 

(B) The role of the LTC feellity under a waiver 
declared by the Secretary, In accordance with 
section 1135 of the Act, in the provision of care 
and treatment at en alternate care site ldentifjed 
by emergency management officials. 

Andlngs: 

During reconl review end intelview with 
administrative staff on 518/18, the EP poDcles and 
procsdures were requested and reviewed. 

At. 4:30 p.m., there WB6 no policy end procedure 
outlining the feclflty's plan In provl<fmg care and 
trea1ment at en.altemete location under an 1135 
waiver, In the event of an emergency •. Upon 
Interview, Administrative Staff 2 conflnned the 
finding, 

E 029 Development of Communication Plan 
ss.c CFR(s): 483. 73(c) 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MS:nfCAAE & "'"'DICAID <>i:AVfCE~ 

I STATSMENT OF DEFICJSlCIES 
AND PLAN OF CORRECTION 

(XI) PROVIDEl\ISUPPUERICUA 
IDENTlJ'.ICATION NUMBER: 

I ) . 056109 

NAME OF PROVIDER OR SUPPLIER 
. . 

WOODLANDS~LLEDNURSIN~FACWTY 

()(4) ID BUMUAAY tmrre.IENT OF DEFICIENCIES 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REClUIATORY OR LSC IDENTIFYINCl INFORMATION) 

E029 Continued From page 4 

(c} The (faclllty] must develop and maintain an 
amergency preparedness communication plan 
that compiles with Federal, State and local Jaws 
and must be reviewed and updaled at JeaSt 
annually. 
This REQUIREMENT is not met as evidenced 
by: 
Surveyor: 32973 

Based on document review and Interview, the 
facility felled to maintain the Emergency 
Preparedness (EP) plan. This was evidenced by 
the failure to provide policies and procedures for · 
a method to share Information from the 
emergency plan with residents end lhelr families 
or representatives. This affected residents and 

. staff, and 'could potentially result In Ineffective 
emergency planning and evacuation. 

(c) Communication plah. The LTC facllily must 
develop and maintain an emergency 
preparedness communication plan that complies . with Federal, State, and local laws and must be 
niviewed and updated at least annually. The 
communication plan must· 1nclUde an of the: 
foUowlng: 

(1) Names and contact information for the 
following: 
(I) Staff. 
(JO EnflUes providing services under arr1111gement. 
(Ill) Reslden!s' physicians. 
(Iv) Other LTC fe.cllilles. 
(v) Volunteers. 

(2) Conlact Information for the followlng: 
(I) Federal, Slata, tribal, regional. or local 
emergency preparedness staff. 
(IQ The Slate Ucenslng and Certification Agency. 

El'Onl ID:GI0721 

PRINTED: 05/1~ 
FORMAPPRO~ ,, 

AR NO, 0938-nl 
(le!) MULTIPLE CONSTRUGTIOJ'! fX3J MJESURVCY 

COllPtETED A. BUil.DiNG 02 

S.WING -01s 
STREET ADDRESS, CRY. STATE, ZIP CODE 

B78 THIRD STREET 
WOODLAND, CA 115195 

ID PROVIDERS PUN OF COAllEtrnON IU) 
· PREFIX (EACll CORRECTIVEACTIOlll SHOULD BE . COllP\ETIC 

TAC! CROSS.J&EllElllllED TO THE APPllOPRL\TE D.<rE 
DEFICIENCY) 

E029 I 
E029 

~\~'~ Every Emergency Preparedness 
j Plan includes infonnation a 
! 

method and clear instruction on i 
I how to share infbrmation from the 
I residents and their :families and 
J representatives. This very action 
/ was demoDStrated when this 
i facility assisted in the 
I 

l evacuation/m:eiving of evacuated 
; residents frOm Yuba Skilled 

nursing care facilityduring the 
; Oroville dam crisis with the I . . 
I Sacramento CDP!{ arrived the 
:· very next morning and inspected 
i om process with unsubstantiated 
j deficient practice. · 

I 
All other items alleged to be 

' missing in Tag E029 are present 
in the binder, This author, the 
administrator of this facility 
offiired to send a whole binder of 
the Emcrgency Preparedness Plan 
to the supervisor who indicated it 
was necessary. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
'' R!': FOD US:::OJCARE & ue:oJr.Aln SERVICS:::S 

STATENIENT OF DEFICIENCIES 
AND Pl.AN OF,CORREC1TON 

(XI) PROVIDER/SUPPUEFVCIJA 
IDENTIF1CATION NUMBER: 

(la!) MULTll'UO CONSTRllCTION 
A. BUILDING 02 

PRINTED: 05/14/201 
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E 029 Continued From page 5. 
QIO The Office of the State Long-Term Care 
Ombudsman. 
(Iv) Other sources of assistance. 
(3) Primary and sltemste means for 
communicating wllh the following: 
(0 LTC facility's staff. 
(II) Fedel'lll, State, tribal, regional, or local 
emergency management agencies. 

(4) A method for sharing Information and medical 
documentation tor residents under the LTC 
facility's care, es necessary, with other health 
care providers to maintain the cont/nutty of care. 

(5) A means, in the event of an evacuation, lo 
release reslden!'lnformatlon as permitted under 
46 CFR 164.610(b)(1)(!Q. 

(6) A means of providing information about the 
· genel'lll condition and locatlon of residents under 

the fscllity's care es pennitted under 45 CFR 
164.610(b)(4). 

(7) A means of p!'!>vldlng lnfonnatlon about the 
LTC facility's occupancy, needs, and Its abUlty to 
provide assistance, to the authority having 
jurisdiction or the Incident Command Center, or 
deslgnee. 

(8) A method for sharing Information frpm the 
emergency plan 1hat the facility has dstennlned Is 
sppn:JPriate with.residents and their famffies or 
representatives. 

Findings: 

During document review and interview with 
Administrative Staff on 5/8/18, the EP was 

EVent ID;GI0121 
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PROVIDER'S PlAN OF CORRECTION 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
ci=tJTERS fnll "'EDfr.ARE Bi MEDlr..e.io s=v1r.i=i:> 

STATSJ\ENT OF DEFICIEHciJes 
AND PLAN OF ODRRECTION 

(X1) PRDVIDEl\ISUPPUEl!/CLIA 
IDENTIFICATION NUMBER: 

(lC!) MULTIPLE CONSTRUCTION 
A. BUILDING 02 

PRIN'TEIJ: 05/t 4/20 
FORM APPROVE 
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I 
E 029 Continued From page 6 

reviewed. 

At 4:35 p:m., the EP Plan falled to provide policy 
and procedure for sharing Information from the 
emergency plan, that the fecfllty has determined 
appropriate, with resldenls and their families or 
representatives. Upon Interview, Administrative 
Staff 2 confirmed the finding. 

E 036 EP Training and Tusting 
SS=C CFR(s): 48S.73(d) 

(d) Tralnlng and testing. The [faclllty] must 
develop and maintain an emergency 
preparedness training and testing program !fiat Is 
based on the emergency plan set forth In 
paragraph (a) of this sectlon, risk assessment at 
paragraph (a)(1) of this section, policies and 
procedures et paragraph (b) of this section, and 
the communication plan at paragraph (c) of this 
section. The 1ralning and testing program must 
be reviewed and upda1ed at least annually. 

*[For ICF/llDs at §483.475(d):] Training and 
testing. The ICFJllD must develop and maintain 
an emergency preparedness training and tasting 
program that Is based on the emergency plan set 
forth In paragmph (a} of this section, rJsk 
assessment et paragraph (8)(1) of this section, 
policies and procedures at paragraph (b) of thlS 
section, and the communication plan at . 
paragraph (c) of this section. The training and 
testing program n:iust be revleweil and updated at 
least annually. The ICF/llD must meet the 
requlremelllB for evacuation drills and training at 
§483.470(11). 

*[For ESRD Faclllties at §4!14.62{d) :] Training, 
testing, and orientation. The dlalyBfs facility must 

ID 
PREFIX 

TAG 

PROVIDER'S PIAN OF OORRECTJON ex» 
!EACH CORRECTJliEACTIDN SHOULD BE COMPlEltO~ 

CROSS-REFERENCED TO THE APPROPRIATE DATE 
DEFICIENCY) 

E029 

E03 

E 036 

The first community drill 
available to ~s is dated July 
21 n. there were no drllls 
conducted in Yolo county to· 
our knowledge prior to survey. 

The administrator Will 
communicate with the Yolo 
county emergency 
preparedness center and 
obtain any possible dates or 
plans ou the July 21'' meeting. 

1 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR Ml"DfCACll" & MEnff'AfD 5i::cv1ces 

I STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER!SUPPUER/CLIA 
IDENTIFICATION NUMBER: 

056109 
NAME OF PROVIDER OR SUPPLIER 

WOODLAND SKIU-Ell NURSING FACILITY 

1>14) ID 
PREFIX 

TAB 

SUMMARY STATEMENT OF DEflCIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULA10RY OR LSC IDEl'fTIFYINB INFORMATION) 

E 036 Continued From page 7 
develop and maintain an emergency 
·preparedness training, testing and patient 
orientation program that Is based on the 
emergency plan set forth In paragraph (II) Of this 
sectlcn, risk assessment at paragraph (a)(1) of 
1hls section, policies and procedures at paragraph 
(bl Of !his se01lon, and the communication plan at 
paragraph (c) of this section. The training, testing 
and cl!entation program must be reviewed and 
updated at least annually. 
This REQUIREMENT Is not met as evidenced 
by: 
Surveyor: 32973 

Based on document review and interview, the 
facility failed to complete en emergency 
preparedness (EP) drill. This was evidenced by 
the failure to complete a communlty-bssed 
full-scale exercise. This affected resJdents and 
staff, and had the potential to have an Ineffective 
Emergency Preparedness (EP) plan. 

(d) Training ~nd testing. The LTC lacllfly must 
develop and ma/ntsln an em11rgency 
preparedness training and testing program that Is 
based on the emergency plan set forth In 
paragraph (a) of this section, risk essessment at 
paragraph (a)(1) of this section, policies and 
procedures at parag .. ph (b) of this section, and 
the communication plan at paragraph (c) of this 
section. The training and testing program must be 
reviewed and updated at least annually. 

(1) Training program. The LTC _facility must do all 
of the toUowlng: · 
(Q Initial training In emergency preparedness 
pollcles and procedures to ell new and existing 
staff, indMduels providing services under · 
arrangement, and volunteers, consistent With 
!heir mlpected roles. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE P. MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

NAME OF PROVIDER OR SUFPUER 

(X1) PROVIDER/SUPPLIER/CUA 
IDENllACATION NUMBER: 

056109 

WOODLAND SKILLED NURSING FACILITY 

(X4) ID 
PREFIX 

TAG 

SUMMARY BTATI:MENT OF OEACIENCIES 
[EACH DEFJCtENCY MUST BE PRECEDED BY FUU. 
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PROVIDER'S PLAN OF CORRECTION 
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E 036 Continued From page 8 E 036 
(iQ Provide emergency preparedness lralnfng at 
feast annually. 
(Iii) Maintain documentation of the trelnlng. 
(Iv) Demonstrate staff knowledge of emergency 
procedures. 

(2) Testing. The L TC facility must conduct 
exercises lo test the emergency plan at least 
annually, Including unannounced staff drills using 
the emergency procedures. The LTC facllftymust 
do the following: · 
(I) Participate in a full-scale exercise that Is 
community-based or when a community-based 
exercise is not accessible, an lndlvldual, 
facllfy-based. If the LTC facillty experiences an 
actual natural or-man-made emergency that 
requires activation of the emergency plan, the 
LTC facility Is exempt from engaging In a 
community-based or Individual, facfllty·based 
full-scale exercise 1or 1 year followlng the onset 
of the .actual event. 
QQ Conduct an additional exercise that may 
include, but Is not llmtted to the following: 
{A) A second full-scale exercise that Is 
community-based or Individual, facility- based. 
(B) A tabletop exercise that Includes a group 
discussion led by a facilitator, using a narrated, 
cllnlcally-relevant emergency scenario, and a set 
of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan. 
(Iii) Analyze the LTC filcflity's response to and 
maintain documentaliol] of all drills, labletop 
exercises, and emergency events, and revise the 
LTC facility's emergency plan, as needed. 

Findings: 

FORM CMS-26117(02-llll) Prev\ous Volalons Obsoleta Event ID:GI0721 Foolllly ID: CA03000t534 If continuation sheet Page 9 of 27 
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E.036 Continued From page 9 E 036 
During record review end Interview with 
Admlnlstrat!Ve Staff on 6/8/18, the EP drills were 
requested end reviewed. 

At4:10·p.m., lhe drlDs provided failed to Include a 
community-based ful~scale exercise. Upon 
Interview, Administrative Staff 2 confirmed the 
finding stating that the facfllty had not completed 
or documented efforts to complete a 
community-based full-scale· exercise. 

KOOO INITIAL COMMENTS K OOu.i;.:. ___________ ..1...-_~ 

Surveyor: 32973 
K3 BUILDING: 01 · 
KB PLAN APPROVAL: 09/23/69 
K7 SURVEY UNDER: 2012 EXISTING 

STRUCTURE TYPE: THREE STORY 
W/PARTIAL BASEMENT, CONSTRUCTION 
TYPE 1 (332), FULLY SPRINKLERED. 

The follawlng reflects the findings of the California 
Department of PubRc Health, during an annual 
Life Safety Code recert!licatlan survey. The 
findings are In accordance wilh 42 Code of 
Federal Regulations (CFA) §483.90(a)(b)(c)OJ, 
Natlonel Fire ProtecUon AssoclaUon (NFPA) 101 -
Life Safety Code, 2012 Edition, and NFPA 99 -
Health Care Facllltles Code, 2012.Edltlon. · 

Representing the California Department of Public 
Health: 
32973 

The facility Is not in subsfantlal compliance with 
42 CFR §483.90 for Long Term Care Facilities • 

. Census:B4 

FORM CM!li567(DNS) Pmtlouo Version• Obsolele Event ID:GI0721 
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K 161 Building ConstnJctlon Type and Height 
SS=D CFR(s): NFPA 101 . . 

Bulldlng Construction Type and Height 
2012 .EXISTING 
Building construction type and stories meets 
Table f 9.1.6.1, unless otherwise permitted by 
19.1.6.2 through 19.1.6.7 
19.1.6.4, 19.1.6.5 

Construction Type 
1 l (442), I (332), If (222) Any number of 
stories 

sprinklered 

2 11 (111) 
non-sprinklered 

sprinklered 

3 " (000) 
non-sprinklered 
4 Ill (211) 
sprinklered 
5 N(2HH) 
6 v (111) 

non-sprinklered an_d 

One story 

Maximum 3 stories 

Not allowed 

Maximum 2 stories 

7 II! (200) Not allowed 
non-sprinklered 
8 V (000) Maximum 1 story 
sprlnklered · · 
Sprinklered stories must be sprinklered 
throughout by an approved, supervised automatic 
system In accordance with section 9. 7. (See 
19.3.5) 
Give a brief description, in REMARKS, of the 
construction, the number of stories, Including 
basements, floors on which piillents are foce.ted, 
location of smoke or fire barriera and dates of 

EV8n!IO:GllJ721 

PRINTED: 05/14/.IOt 
FORMN'PROVEI 
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ID 
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pene.1r111inr1 hy comp11lcr wir~s 
(citctl a~ one inch) in a l<lcked 

· intcmet <'quiprnen! closet in the 
: lobby uway li·r•m rc~idenl 
'. rc:tidl!ntial ar~.i v..•01s li~~J lhc .;;an1c 
: ~vt:-11 illl' idt'lli ified hy 1ht1 survi.')'t)r. 

\All 0U1~r areas wh,•r-e oornpu1er 
· wir~s nr~ tlrrr·aclcr1 thr\:11gh th<· 
: hnilding ~in1<.·t11r0 i'fl'C: to11Jitn1cd 11.' 

be scal~tl. !"he p111i111cn•ncc 
director will i1l':urc rnry nt:w 
;uh1i1i.·,11~ c.f "\'if~:~ ·.~·ill b~ 

. • . • 11' s1:.;11r\."cl/!-iL':tl.J,: inovn1g l\11'':arl1. 
. 'I' this cn111inui;:.r. to be an issue n \\"I 1 

lht brnught 10 !he ?.!1Cli\inri (!,\. 
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K 161 Continued From page 11 
approval. Complete sketch or attach small floor 
plan of the building as appropriate. 
This REQUIREMENT is not met as evidenced 
by: 
Surveyor: 32973 
Based on observation, the facJnty failed to 
maintain the Integrity of the building construction. 
This was evidenced by a ceJJJng psnetrmlon. This 
affected 1 of 13 smoke compartments, and could 
result In the passage of smoke to other areas in 
the event of a fire. 

Findings: 

During a tour of )he facility with staff on 5/B/18, 
the walls and celling were observed. 

At 2:30 p.m., the walls and ceiling In the 
Telephone Equipment Room, were observed. 
There was an approximately one Inch diameter 
penetration with cables traveling through It, 
located Jn the cellfng. 

K 211 Means cf Egress -General 
SS=D CFR(s): NFPA 101 

Means of Egress - General 
Aisles, passageways, corrlclors, exit discharges, 
exit Jocatlons, and accesses are In accordance 
with Chapter 7, and the means of egress Is 
continuously maintained free of all obstructlons to 
fuR use In case of emergency, unless modified by 
18/19.2.2 through 18/19.2.11. 
18.2.1, 19.2.1, 7.1.10.1 
This REQUIREMENT is not met as evidenced 
by: 
Surveyor: 32973 

Based on observation, document review, and 
Interview, the faclllty failed 1o maintain the fire 

FORM CMS-2587(02.oo) Pre'<ioua Vernlons Ob5olete Evon! 1!>:010721 

PRINTED: 05/14/2018 
FORM APPROVED 

OMB Nn. nll.'lA-0391 
(X2J MULTIPLE CONSTRUCTION · 
A, BUILDING 02 

{XS) DATE SURVEY 
COMPlET'ED 

B.WING 

JD 
PREFIX 

TAG 

~ADDRESS, CITY, STATE, ZIP CODE 

1578 THIRD STREET 

WOODLAND, CA !151195 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS.REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K161 

K211 

I 

K211 

Annual testing and inspection 
of the smoke in the 13 
compartments was NOT 
completed per 2567. An 
annual inspcctiou of the fire 
department was conducted on 
May 17/18 and a Jetter of no 
violation of the fire code was 
awarded to the facility. The 
letter in form of email will be 
scanned with the new POC. 

Additionally, our corporate 
environmental consultant is 
certified to inspect and rate 
fire doors and he is in 
agreement that doors of this 
facility are appropriately 
rated. Last inspection and 
declaration of safety was 
4/23/18 

OSlllR/21118 

(X5) 
COllPlETION 

DATE 

Fsclmy ID: CAo30001534 H continuation eheel Page 12 of 27 
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coJlll.101 
l>ATE 

K 211 Continued From page 12 . K 211 
rated door essamblles. This was evidenced by 
the absenqe of an annual Inspection and testing 
certification. This affeated 13 of 13 smoke 
oompertinents, end could result In the . 
malfunclion ot the doors to contain fire to a 
compartment 

NFPA 101. Liie Safety Code, 2012 Edition 
19.1.1.4.1.1 Communicating openings in dividing 
fire barriers 
required by 19.1.1.4.1 shell be permitted only in 
corridors 
and shell be protected by approved self-closing 
~re door assemblies. 
(See also Section 8.3.) 

a.3.3 Fire Doors and Windows. 
a.3.3.1 Openings required to have a fire 
protection rating by 
Table 8.3.4.2 shall be protected by approved, 
listed, labeled . 
fire door assemblies and fire window assembUes 
and thelr accompanying 
hll/dware. includlng all frames, closing devices, 
anchorage, and ems in accordance with the 
requl!ements of 
NFPA eo, Standanl for Fire Doors and Other 
Opening Protactive's, 
except as otherwise specified in this Code. 

NFPA eo. Standard for Fire Doors and Other 
Opening Protedlve's, 2010 edition. 
Chapter 5 care and Maintenance 
5.1•General. 
6.1.1 Application. 
s.1.1.1 This chaptar shall cover the care and 
maintenance of 
fire doors and fire wlndoWs. 
5.2.14 Maintenance of Closing Mechanisms 

Even! ID:GJ0721 Foa!Jlly ID: CAO;!OOD11134 If comin~n eheef Page 19 of 27 



. Findings: 

During a facility tour, document review, and 
Interview with staff on 5/8/18, the annual 
Inspection and testing for fire/exit doors was 
requested. 

At 1 :30 p.m., the facility was observed with 3 hour 
fire rated cross-corridor doors In all smoke 
compartments. No certification for annual testing 
and JnspeCtion was avallable for review. Upon 
Interview, Staff 2 conflnned the finding, stating 
that no annual testing/Jnspectfon was performed 
on·lhe doors. 

K 347 Smoke Detection 
SS=O CFA(s): NFPA 101 

Smoke Detection 
2012 EXISTING 
Smoke detection systems are provided in spaces 
open to corridors 88 required by 19.3.6.1. 
19.3.4.5.2 
This REQUIREMENT Is not met 88 evidenced 
by: 
Survayor. 32973 

Based on observation, document review, end 
interview, the faclllfy failed to maintain the smoke 
detectois. This was evidenced by the failure to 
provide a current smoke deteetor sensfUvlty 

Evan! ID:GI0721 

pc:i) MULTIPLE CONSTllUCTION 

A. BUJLOIN0 02 

K211 

K347 'K347 , 

Smoke detectors sensitivity 
testing contract has been 
~ecured and testing will be 
,J>t!rformed next week at the 
earliest 

The maintenance director will 
insure record keeping of each 
and every testing 

If issues occur, it will be 
bronght to QA. 

!'(3) DATESURVEY 
COllPlETED 

Fadllly ID: CAOOOO!Jf 534 II canttnuaBon sheel Page 14 of 27 
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K 347 ConUnued Fr.om page 14 
testing. Tills effeC!Bd 13Of13 smoke 
compartments, and could result In delayed 
noUlfcatlon or false alarm of a fire due to a 
malfunctioning smoke detector. 

NFPA 101, Life Safety Code, 2012 Edition 
19.3.4.1 Generel. Health care occupencles shall 
be provided with a fire alarm system in 
accordance with Sl!ction 9.6 
9.6.1.3 A fire alarm system required for IWe safety 
shall be Installed, tested, and matntslned In 
accordance with the appllcable requirements of 
NFPA 70, National Eledlrical Code, and NFPA 72, 
National Fire Alarm and signaling Cods, unless It 
ls an approved existing installation, which shall be 
permitted to be c.ontinued in use. 

NFPA 72, National Are Alarm Code, 2010 EdlUon 
14.4.5.3.1 Sensitivity shall be checked within 1 
year after lnslaUatlon. 
14.4.5.3.2 Sensltlvily shall be checked every 
allemate year thereafter unleils otherwise 
pennltted by compliance with 14.4.5.3.3 
14,4.6.3.3 After the second required callbraUon 
test, If senslliVlty teBIB Indicate that the detector 
hes remained Within Its r1Sted and marked 
sensl!Mly range (or 4 percent obscuration light 
gray smoke, If not mSlf<ed). the length of time 
between calfbralfon tesls shell be permitted to be 
extended to a maximum of 5 years. 
14.4.6;3.3.1 If the frequency Is extended, records 
of nuisance alarms and subsequent trends Of 
these alarms shall be maintained. 
14.4.6.3.4 To ensure that each smoke delectoror 
smoke alarm Is within Its listed and marked 
sensitivity range, It shall be tested using any of 
the fol/owing metflods: 
(1) Calibrated test method 
(2) Manufacturer's cal/brated sensitivity test 

Evant ID:GI0721 

(X2) MULTIPLE CONSTRUCTION 
A. BUILDING 02 

, IX3J l>A1ESUFIVEY 
COllPLETED 
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KS47 Continued From page 15 
Instrument 
(3) Listed control equipment arranged for the 
purpose 
(4) Smoke detector/fire alarm control unit 
arrangement whereby the detector causes a 
signal et the 1lre elann control unit where Its 
sensltiyily Is ou!slde Its listed sensitivity range 
(5) Other calibrated sensitivity test methods 
approved by the authority having jurisdiction. 
14.4.5.3.5 Unless otherwise permitted by 
14.4.5.3.6, smoke detectors or smoke alarms 
found ro have a sensitivity outside the listed end 
marked sensitivity range shall be cleaned and 
recalibrated or be replaced. 
14.4.5.3.6 Smoke detectors or smoke alarms 
listed as field adjustable shall be p~rmltted to 
either be adjusted within the llsted and marked 
sensitivity range, cleaned, and recalibrated, or be 
replaced. . 
14.4.5.3. 7 The detector or smo.ke alarm 
sensitivity shell not be tested or measured using 
any device that administers an unmeasured 
concentration of smoke or other aerosol Into the 
detector or smoke alarm. 

Fin din.gs: 

During a facility tour, document review, and 
Interview with staff on 5/8/18, the smoke detector 
sensitivity report was requested. 

At 12:55 p.m., the facility was observed with hard 
wired smoke detectors located In corridors and 
·rooms. The current smoke detector senslffvity 
report was requested for review. No current or 
previous reports were avalfable for review. 
Documentation titted "Annual Are Alarm 
Inspection/Test' dated 5/4/18, Indicated that 25 

FORM 0~7(02.Jl!I) Previous Vet11lons Ob&Olole Event ID:GI0721 
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K 347 Continued From page 16 
smoke detectors had functional testing 
performed, but not sensitivity. Upon interview, 
Staff 2 confirmed the finding. 

K 531 Elevators 
ss~o CFR(s): NFPA 101 

Elevators 
2012 EXISTING 
Elevators comply with the provision of 9.4. 
Elevators are Inspected and tasted as specified In 
ASME A 17 .1, Safeiy Code for Elevators and 
Escalators. Flreflghter's Service Is operated 
monthly with a written record. 
Existing elevators conform to ASME/ANSI A17.3, 
Safety Code for Existing Elevators and 
Escalators. All existing elevators, having a travel 
distance of 25 feet or more above or below the 
level that best serveli the needs of emergency 
personnel for firefighting purposes, conform with 
Firefighters Service Requirements of ASME/ANSI 
A17.3. (Includes flreflghter's service Phase I key 
recall and smoke detector automatic recall, 
firefighter's service Phase II emergency In-car key 
operation, machine room smoke deteclt>rs, and 
elevator lobby smoke detectors.) 
19.5,3, 9.4.2, 9.4.3 
This REQUIREMENT ls not met as evidenced 
by: 
Surveyor: 32973 

Based on observation, reoord review, and 
Interview, the facflJty faffed to maintain the 
elevator. This was evidenced by the failure to 
provide monthlytesting for an elevator equipped 
with fire fighters' emergency services. This 
affected 13 of 13 smoke compartments, and 
could potentlally result In an elevator malfunction 
and harm to staff and residents. 
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· K 531 Continued From page 17 K 531 
• NFPA 101 , Life Safety Code, 2012 Edition. 

19.6.3 Elevators, Escalators, and Conveyors. 
Elevators, escalators, 
and conveyors shall comply with t!ie provisions of 
Section 9.4. 

9.4.6 Elevator Testing. 
9.4.6.2 All elevators equipped with fire fighters' 
emergency operations 
In accordance with 9.4.3 shaJJ be subject to a 
monthly 
operation with a written record of .the finding~ 
made and kept on 
the premises as required by ASMEA17.1/CSA 
844, Safety Code for 
Elevators and Escalators. 

Findings: 

During a facility tour, document review, and 
interview with staff on 5/8/18, the elevator was 
obseryed and records were requested. 

At 11 ;42 a.m., the facility was observed with one 
elevator equipped with fire fighters' emergency 
recall. No documentation was provided to show 
that the fire fighters' emergency services on the 
elevator had been tested on a monthly basis for 
the past 12 months. Upon Interview, SUilf 2 
confirmed the finding. 

K 712 Fire Drills K 712 
SS=D CFA(s): NFPA 101 

Fire Drills 
Fire drills include the transmission of a fire alarm 
signal and slll)ulation of emergency fire 
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conditions. Fire dnlls are held at expected and 
unexpected times under val")fng conditions, at 
least quarterly on each shift. Thil stsff Is familiar 
with procedures and Is aware that drills are part of 
estsbllshed routlne. Where drllls are condueled 
between 9:00 PM and 6:00 AM, a coded 
announcement may be used Instead Df audible 
a1arms •. 
19.7.f.4through19.7.1.7 
This REQUIREMENT is not met as evidenced 
by: 
Surveyor: 32973 

Based on document review and Interview, the 
facility failed to conduct fire drills one per shift per 
quarter. This was evidenced by no 
documentation for the performance of two of 
twelve fire drills. ThlS affected 13 of 13 smoke 
compartments, and could result In staff being 
untrained end unaware of shlft-speclllc roles and 
reeponsiblll!IBJI during an emergency. 

19. 7. 1 Evacuation and Relooa!Jon Plan and Fire 
Drills. 
19.7.1.2 All employees shall be periodically 
Instructed and 
kept Informed with i"espect to their duties under 
the plan required 
by19.7.1.1.- ' . 
19.7.1.4* Fire drills In health care occupancies 
shall Include · 
the transmission of a fine alarm signal and 
simulation Df emergency 
fire conditions. 
19.7.1.5 lnflnn or bedridden patients shall not be 
required . • 
to be moved during drills to safe areas or to the 
extsrior of the 
building. 
19.7.1.6 Drills shall be·conducted quarterly on 
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each shift to 
familiarize facility personnel (nurses, Interns, 
maintenance 
engineers, and administrative staff) with 1he 
signals and emergency 
action required under varied conditions. 
19.7.1.l! Employees Of health care occupancies 
shall be Instructed 
In Ille safety procedures and devices. 

19 .7 .2 Procedure In Case Of Fire. 
19.7.2.2 Fire Safety Plan. A written health care 
occupancy fire 
safety plan shall provide for ell of the following: 
(1) Use of alarms 

: (2) Transmission of alarms to fire department 
(3) Emergency phone call to fire department 
(4) Response to alarms 
(5) Isolation of fire 
(6) Evacuation of Immediate area 
· (7) Evacuation of smoke compartment 
(8) Preparation of floors and building fo,r 
evacuation 
(9) Extlngulshment of fire 

19.7.2.3 Staff Response. 
19.7.2.3.1 All health care occupancy personnel 
shell be 1nsti-uctet:1 
In the use of and response to fire alamu;. 
19.7.2.3.2All health care occupancy personnel 
shall be Instructed 
In the use of the code phrase to ensure 
transmission 
of an elanTI under any Of the followlng conditions: 
(1) When the individual Who discovers e fire must 
Immediately 
go to the aid of an endangered person 
(2) During a malfunction of the building fire alarm 
system 
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K 712 Continued From page 20 
19. 7.2.3.3 Personnel hearing the code 
announced shall first 
acllvate the buildillg fire alarm using the nearest 
manual fire · 
alarm box and then shall execute immediately 
their duties es · 
outlined in the fire safety plan. 

Findings: 

During document review and Interview with Staff 
on 5/8/18, the flre drill records were requested 
and reviewed. 

Al 11:30 a.m., no documentation was available 
for PM and Night Shift fire drills, first quarter 
(Janua,Y, February, March) 2018. Upon 
Interview, Staff 2 i;onflrmed the findings. 

The facility was given the opportunity to submit 
documentaUon by5/9/18, 10:00.a.m. 
Documentation was submitted for PM and Night 
Shift drills performed In the first quarter 2017, not 
2018. 

K 918 Electrlcal Systems • Essential Electric Syste 
SS:F CFA(s): NFPA 101 

Eleclrlcal Systems • Essential Electric System 
Maintenance and Testing • 
The generator or other alternate power source 

and associated equipment Is capable of supplyfng 
service within 1 o seconds. If the 10-second 
criterion ls not metduring the monthly test, a 
process shall be provided to annually conflnn this 
capability for the Ille safety and critical branches. 
Maintenance end !estlng of 1he generator end 
transfer switches are performed Jn accordance 
With NFPA 110. 
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The facility has a portable 
generator with a waiver letter 
that was sent to CMS and 
awaiting response. A new 
letter was sent to CMS 
following the completion of 
this POC. Should the waiver 
not be granted, the facility will 
immediately take the 
necessary steps to 
permanendy mount the 
generator. 

K 918 The facility's maintenance 
director will be responsible to 
follow up with bids to anchor 
the generator.permanently. 

• The administrator will follow 
: on the maintenance director 
: progress periodically till the 
i>roject complete. 

lf this issue continues, it will 
~e brought lo QA. 
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K 91 B Continued From page 21 
Generator slllll are Inspected weekly, exercised 
under losd 30 minutes 12 Umes a year In 20-40 
day Intervals, and exercised once every 36 
months for 4 continuous hou1S. Scheduled test 
under load conditions Include a complete 
slmulated cold start and automatic or manual 
transfer of all EES losds, end are conducted by 
competent personnel. Maintenance and testing of 
stored energy power sources (Type 3 EES} ere In 
accordance with NFPA 111 .. Maln and feeder · 
circuit breakers are lnspei:ted annually, and a 
program for periodically exercising the 
components Is established' according to 
manufacturer requirements. Written records o1 
maintenance and testing are maintained and 
readily avalleble. EES electrlcel panels and 
circuits are marked, readny identlflable, and 
separate from normal power circuits. Minimizing 
the posslblllty of damage of the emergency po\Ver 
source Is a design consld11ratlon for new 
Jnstallatlons. 
6.4.4, 6.5.4, 6.6.4 (NFPA99), NFPA 110, NFPA 
111, 700.10 (NFPA 70} 
This REQUIREMENT ls not met as evidenced 
by: 
Swveyor: 32973 

Based on observation, record review, and 
lnte111iew, 1hB facility failed to mefntaln·the 
emergency power supply system (EPSS). This 
was eVidenced by the fallure to provide a 
permanently instaUed EPSS end maintain a 
temporary Installed EPSS and Incomplete 
documentations. This effected 13.of 13 smoke 
compartments, and could potentially result In a 
generatorfallure during an emergency power 
outage. 

NFPA 101 Life Safely Code, 2012 edition 
19.6 Building Services. 
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Continued From page 22 
19.5.1 Utilities. 
19.6.1.1 Utllllles shall comply with the provisions 
of Section 9.1. 
9.1.8.1 Emergency generators and standby 
power systems · 
shall be Installed, tested, and malntalned Jn 
accordance wtrh 
NFPA 110, Standard for Emergency and Standby 
Power Systems. · 

NFPA 110 Standard for.Emergency and Standby 
Power Systems, 2010 edition 
4.4* Level. This standard recognizes two levels of 
equlpment 
Installation, performance, .and maintenahce. 
4.4.1* Level 1 systems shall be installed where 
·failure of the 
equipment to perform could result in loss· of 
human life or 
serious Injuries. 
4.4.2* Lever 2 systems shall be Installed where 
fallure of the 
EPSS to perform Is Jess crit!cal to human IWe and 
safety. 
4.4.3 All equipment shall be permanently 
Installed. 

7 .4 Mounting. 
7.4.1 Rotating energy converters shall be 
installed on solld 
foundations to prohibit sagging of fuel, exhaust, 
or lubricating oil 
piping and damage to parts rB5Ult/ng In leakage 
at joints. 
7 .4.1.1 Such foundations or structural bases shall 
raise the 
engine at least 150 mm (6 In.) above the floor or 
grade level 
and be of sufficient elevalion to lacmtate 
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Continued From page 23 · 
lubrlcetlng-oll drainage 
and ease of maintenance. 
7 .4.2 Foundallons shali be of the size (mass) end 
type reco1J1mended 
by the energy converter manufacturer. 
7.4.3 Where required to prevent transmission Of 
vibration during 
operation, the fOundatlon shall be Isolated from 
the surrounding 
floor or other foundations, or both, In accon:lance 
with 
the manufacturer 's recommendations and 
accepted structural 
engineering practices. 
7.4.4 The EPS shall.be mounted on a fabricated 
metal skid 
base of the type that shall resist damage during 
shipping and 
handllng. After Installation,. the base shall 
maintain alignment 
of the unit during opera1ion. 
7.5"Vlbratlon. Vibration lsolaton;, as . 
recommended bythe 
manufacturer Of the EPS, shall be Installed eltt,ter 
hetwe6nthe 
rotating equipment and Its skid base or between 
the ekld base 
end 1he foundation or lner:tra base. 

Chapter 8 Routine Malnterience and 
Operational Testing 
8.1* General. 
8.1.1 The rouuna maintenance and operational 
testing piogram 
shall be based on all of the fo11D;vlng: 
(1) Manufacturer's recommendatlons 
(2) Instruction manuals 
(3) Mli\lmum requirements of this chapter 
(4) The authority having jurisdiction 
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K 918 Continued From page 24 
8.3.3 A written schedule for roullne maintenance 
and operational testing of the EPSS shall be 
establlshed. 
8.S.4 A permanent record of the EPSS 
Jnspectlons, tests, exercising, operation, and 
repairs shall be maintained and readily available. 
8.3.4.1 The permanent recolll shall Include the 
following: (1)The date of the maintenance report 
(2)fdentllfcatlon of the servicing pe(llonnel 
(3)Nota1ion of any unsatisfactory condition and 
the corrective actlon taken, Including parts 
replaced (4)Testlng of any repair for the time as 
recommended by the manufacturer 

8.3.8A fuel quality test shall be performed at 
least annually using tests approved by ASTM 
st1111dards. 
8.4 Operational Inspection and Testing. 
8.4. 1 • EPSSs, Including all appurtenant 
components, shall be Inspected weekly and 
exercised under load at feast monthly.. · 
8.4.2* Diesel generator seJs in service shall be 
exercised at 
feast once monthly, for a mlnlmull) of 30 minutes, 
using one 
of the foffoW!ng methods: 
(1) Loading that maintains the minimum exhaust 
gas temperatures 
as recommended by the manufacturer 
(2) Under operaUng temperature condftfone and 
at not fess 
than 30 percent of the EPS nameplate kW rating 
8.4.2.1 The date and time of day for required 
testing shall be 
decided by the owner, based on faclffty 
operalions. . 
8.4.2.2 Equivalent loads used for testing shall be 
automatically 
replaced with the emergency loads In case of 
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K91S Continued From·page 25 
failure of 

. ·the primary source. 
8.4.2.3 Olese~powered EPS lnstalle11ons that do 
not meat the 
requirements of 8.4.2 shall be exercised monthly 
with the evallable 
EPSS load and shall be exercls~ annually With 
supplemental 
loads at not less than 50 percent of the EPS 
nameplate kW 
rating for 30 contlnuous minutes and at not less 
than 75 percent 
of the EPS nameplate W'J rating tor 1 continuous 
hour for a total 
test duration of not less than 1 .5 con1Jnuous 
hours. 

Findings: 

During a faclU\y tour, document review, and 
Interview wllh stall on 5/8N 8, the EPSS was 
observed arid records were requested. 

1. At 11:ooa.m:, the facUltywas observed with a 
temporary 60 kl!owalt (KW) diesel generator. 
The generator was located In the back parking lot · 
on the west side of the bulldlrig, e.t approximately 
7 feet distance from the bulldlng. It was &tatfoned 
on a Wheeled platfonn without observable seismic 
braclng. The facility was noted to have a Centers 
tor Medicare & Medloald Services (CMS) 
temporarywaiver in-place, wllh a final extension 
for Ille l'Jlllver unUI 1/17/18. 

N. 12:10 p.m., documental!on .titled 
'Proposal·Aemove.Exlsting Portable Generator 
and lns1all a Permanent Diesel Powered 
Geneiatot dllled 1/23/17, Indicated a price quote 
ta lnstall a permanent genera11Jr, and that the 
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proposal was valid only for 30 days after the 
proposal date ol 1/2.3/17. No other proposals, 
plans, or pennlt to Install a pennanent generator 
were available for nevlew. Upon interview, Slaff 2 
confirmed the finding stating only the 
prfce-propos11I was obtained. 

During Life Safety Code surveys on 6/2.9/17, 
5/17/16, 4/2.1/15, 4/25/14, and 5/9/13, the facility 
was cited for operating a temporary generator 
without approval. 

2. At 12:00 p.m., the faclllty was not able to 
provide a current annual fuel quality testing 
record for the temporary generator stored diesel 
fuel supply (200 gallon tank) at the time of survey. 
Upon Interview, Staff 2 confirmed the finding 
stating that the testing was not perfonned. 

3. At 12:02 p.m., monthly load documentation for 
the temporary generator did not indicate minimal 
exhaust temperature, or that 30 percent of the 
name plate kilowatt ratlng was achieved. No 
annual 90 minute supplemental load bank testing 
was avallab!e for review. Upon interview, Staff 2 
conflnned the finding. · 

Thefacilltywasglven unlil5/9/18, at·10a.m. to 
fax or email the Annual Load Bank Test results ff 
avallable. No report was received by the facility · 
at the given time. 

4. At 1 :25 p.m., no documentation was available 
for an initial acceptance testing and approval for 
the temporary generator. Slaff 2 confirmed the 
finding stating en acceptance test end pennlt 
were not available. 
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