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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDEDBYFULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

INITIAL COMMENTS

This facility was surveyed under 42 CFR Part
483.70 (a) Life Safety Code NFPA101, 2012
Edition, Chapter 19 Existing Health Care
Occupancies, and other applicable codes.

The following represents the findings of the
Department of Public Health during a Life Safety
Code Survey.

Representing the Department of Public Health:

Surveyor ID No. 05373, REHS, HFE

Census = 86

Highest S/S = E
NFPA 101 Doors with Self-Closing Devices

Doors with Self-Closing Devices
Doors in an exit passageway, stairway enclosure,
or horizontal exit, smoke barrier, or hazardous
area enclosure are self-closing and kept in the
closed position, unless held open by a release
device complying with 7.2.1.8.2 that automatically
closes all such doors throughout the smoke
compartment or entire facility upon activation of:
* Required manual fire alarm system; and
* Local smoke detectors designed to detect
smoke passing through the opening or a required
smoke detection system; and
*Automatic sprinkler system, if installed; and
* Loss of power.
18.2.2.2.7, 18.2.2.2.8, 19.2.2.2.7, 19.2.2.2.8
This STANDARD is not met as evidenced by:
Based on observation and interview, the facility

failed to ensure the door to the office which

housed a commercial copy machine, toaster,
microwave, and coffee maker, that had an
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

The signing of this plan ofcorrection is
not an admission or agreement by the
facility of the truth of the facts alleged
in this statement of deficiency and plan
of correction. In fact, this plan is
submitted exclusively to comply with
state and federal law. This plan of
correction serves as the allegation of
compliance.
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1. 11/21/16 the door to the front

office was closed. 11/22/16 thru

12/14/16 staff was in-serviced to

keep the Business Office door
closed.

2. Maintenance Supervisor checked
all other doors that have automatic

self-close devices and they were
observed closed.

3. The following measures will be
put in place to ensure the deficient
practice does not recur.
Until a release device is installed

on door the Business Office door

will remain closed to maintain

compliance with Life Safety
requirements.
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4. The facility will monitor
reporting any deficient practices to
the Administrator and the Quality
Assurance Committee for review

and further recommendation to

maintain compliance.
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Any deficiency statement ending with an asterisk (*) denotes adeficiency which the institution ma^^ excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursi/^ homes, the findings stated above are disclosable 90 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 deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

Facility ID: CA920000077 If continuation sheet Page 1 of 8
















