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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).

SS=F
Bldg. 01 CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source and
associated equipment is capable of supplying
service within 10 seconds. If the 10-second criterion
is not met during the monthly test, a process shall
be provided to annually confirm this capability for
the life safety and critical branches. Maintenance
and testing of the generator and transfer switches
are performed in accordance with NFPA 110.

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40 day
intervals, and exercised once every 36 months for 4
continuous hours. Scheduled test under load
conditions include a complete simulated cold start
and automatic or manual transfer of all EES loads,
and are conducted by competent personnel.
Maintenance and testing of stored energy power
sources (Type 3 EES) are in accordance with NFPA
111. Main and feeder circuit breakers are inspected
annually, and a program for periodically exercising
the components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and readily
available. EES electrical panels and circuits are
marked, readily identifiable, and separate from
normal power circuits. Minimizing the possibility of
damage of the emergency power source is a design
consideration for new installations.

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 111,
700.10 (NFPA 70)

K0918 Electrical Systems - Essential Electric Syste K0918
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Cooking Facilities

Cooking equipment is protected in accordance with
NFPA 96, Standard for Ventilation Control and Fire
Protection of Commercial Cooking Operations,
unless:

* residential cooking equipment (i.e., small
appliances such as microwaves, hot plates, toasters)
are used for food warming or limited cooking in
accordance with 18.3.2.5.2, 19.3.2.5.2

* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply with
the conditions under 18.3.2.5.3, 19.3.2.5.3, or

* cooking facilities in smoke compartments with 30
or fewer patients comply with conditions under
18.3.2.5.4,19.3.2.54.

Cooking facilities protected according to NFPA 96
per 9.2.3 are not required to be enclosed as
hazardous areas, but shall not be open to the
corridor.

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.2.5.5,9.2.3, TIA 12-2

This STANDARD is NOT MET as evidenced by:

Based on observations, the facility failed to provide
protect the cooking equipment in accordance

with NFPA 96 Chapter 11 and NFPA 101 section
18.3.2.5.3 (10), Standard for Ventilation Control and
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Based on review of documentation, the facility failed
to maintain documentation verifying the required
annual testing and servicing of the emergency
generator as directed by NFPA 99, Sections
6.4.4.1.1.3 and 6.4.4.2. This deficient practice had the
potential to affect the entire facility.
Findings include:
On 8/19/26 at 10:30 AM, the facility was unable to
produce documentation verifying the current
2025-2026 annual testing and servicing of the
emergency generator. The facility was also unable
to identify the date of the generator’'s most recent
annual inspection and testing.
K0324 Cooking Facilities K0324
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Fire Protection of Commercial Cooking Operations,
Section 10.6.2. The deficient practice affected all
smoke compartments and residents in the facility on
the day of survey.

Findings Include:

On 8/19/26 at 10:20 AM, observation revealed the
kitchen ventilation hood did not have a

tag indicating that the system had been inspected
for the current year, 2026. The

facility subsequently produced documentation
showing that the kitchen hood ventilation system
had been inspected by Floied Fire Extinguishing
Co., Inc. on 8/3/26.

K0324
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*EMERGENCY PREPAREDNESS*

Survey conducted on 08/19/26 revealed the above
facility meets all applicable Federal, State and local
emergency preparedness requirements.

No deficiencies were cited.
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