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Electrical Systems - Essential Electric System Alarm
Annunciator

A remote annunciator that is storage battery
powered is provided to operate outside of the
generating room in a location readily observed by
operating personnel. The annunciator is hard-wired
to indicate alarm conditions of the emergency power
source. A centralized computer system (e.g., building
information system) is not to be substituted for the
alarm annunciator.

6.4.1.1.17,6.4.1.1.17.5 (NFPA 99)
This STANDARD is NOT MET as evidenced by:

Based on observations and testing, the

facility failed to provide all

the generators required components as in
accordance with NFPA 110 section 5.6.6 and NFPA
99 section 6.4.1.1.17. The deficient practice
affected all 155 residents in the facility on the day
of survey.

Findings include:

On 6/16/26 at 2:30 PM, observation revealed the
generator for the Cypress, Elm, Hickory and

Oak Cottages lacked a complete remote annunciator
panel in a constantly monitored location of the
facility (ex. Nurses station or receptionist

desk...). Observation and testing also revealed

that nonworking generator annunciator panel in
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Dogwood Cottage of the facility.

Fire Alarm System - Testing and Maintenance
CFR(s): NFPA 101
Fire Alarm System - Testing and Maintenance

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
This STANDARD is NOT MET as evidenced by:

Based on observation and testing, the facility failed
to provide a properly maintained fire alarm system
as required by NFPA 72 Table 14.3.1 and section
14.4.5.3.2. This deficiency affected 47 of 155
residents in the facility on day of survey.

Findings include:

On 6/16/26 at 11:30 AM, observation revealed the
fire alarm panel in the Dogwood Building was in
“trouble mode”. Observation also revealed the fire
alarm system functions properly when tested.
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42 CFR 483.09

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

There were no LSC deficiencies cited during this
survey.
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*EMERGENCY PREPAREDNESS*

Survey conducted on 06/16/26 revealed the above
facility meets all applicable Federal, State and local
emergency preparedness requirements.

No deficiencies were cited.
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