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PROVIDER'S PLAN OF CORRECTION

42 CFR 483.09

The facility must meet the applicable provisions of
the 2012 (existing) Edition of the Life Safety Code
(LSC) of the National Fire Protection Association
(NFPA).

K0372 Subdivision of Building Spaces - Smoke Barrie K0372
SS=F
Bldg. 01 CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier
Construction

2012 EXISTING

Smoke barriers shall be constructed to a 1/2-hour
fire resistance rating per 8.5. Smoke barriers shall be
permitted to terminate at an atrium wall. Smoke
dampers are not required in duct penetrations in
fully ducted HVAC systems where an approved
sprinkler system is installed for smoke
compartments adjacent to the smoke barrier.

19.3.7.3,8.6.7.1(1)

Describe any mechanical smoke control system in
REMARKS.

This STANDARD is NOT MET as evidenced by:

Based on observations, the facility failed to provide
the required 30-minute fire resistance rating for
smoke barrier walls in accordance with NFPA 101
sections 19.3.7.3, 8.5, 8.5.6. This deficiency affected
the entire facility on the day of survey.

Findings include:

On 6/10/26 at 2:50 PM, observation revealed open,
unsealed, and improper plumbing

extension penetrations all in smoke barrier walls of
the facility. The plumbing extensions were plastic
and were made of non-fire rated material.
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K0911
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Bldg. 01

Electrical Systems - Other
CFR(s): NFPA 101
Electrical Systems - Other

List in the REMARKS section any NFPA 99 Chapter
6 Electrical Systems requirements that are not
addressed by the provided K-Tags, but are deficient.
This information, along with the applicable Life
Safety Code or NFPA standard citation, should be
included on Form CMS-2567.

Chapter 6 (NFPA 99)
This STANDARD is NOT MET as evidenced by:

Based on observation and testing, the facility failed
to have a properly installed bypass isolation switch
for the generator as required by NFPA 110 chapter
6.4.4 and annex B. This deficiency affected all 104
residents in the facility at the time of survey.

Findings include:

On 6/10/26 at 1:20 PM, observation and testing
revealed the generator lacked a bypass isolation
switch to allow the load to be connected to either
power source. The Maintenance Supervisor was
unable to test transfer power for the generator of the
facility.
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PROVIDER'S PLAN OF CORRECTION

*EMERGENCY PREPAREDNESS*

Survey conducted on 06/10/26 revealed the above
facility meets all applicable Federal, State and local
emergency preparedness requirements.

No deficiencies were cited.
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