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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: 0YVI
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00191
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN# 24-5587

At the time of the standard survey completed March 1, 2013, the facility was not in substantial compliance and the most
serious deficiencies were found to be widespread deficiencies that constituted no actual harm with potential for more than
minimal harm that was not immediate jeopardy (Level F) whereby corrections are required. The facility was given an
opportunity to correct before remedies were imposed.

On April 12, 2013, the Minnesota Department of Health completed a Post Certification Revisit (PCR) and on April 5, 2013,
the Minnesota Department of Public Safety completed a PCR by review of the plan of correction and determined that the
facility had achieved and maintained compliance with federal certification deficiencies issued pursuant to the standard survey,
completed on March 1, 2013, effective March 27, 2013. Therefore, the remedies outlined in our letter dated March 18, 2013,
will not be imposed.

See attached CMS-2567B forms for the results of the April 12, 2013 and April 5, 2013 revisits.

The facility is requesting approval from the Department of Health for the following room size waiver:

- F458 - 483.70(d)(1)(i1) Resident Room Waiver.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

CCN# 24-5587

April 28, 2013

Mr. Joel Prevost, Administrator

Ebenezer Care Center

2545 Portland Avenue South

Minneapolis, Minnesota 55404

Dear Mr. Prevost:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS)
by surveying skilled nursing facilities and nursing facilities to determine whether they meet the
requirements for participation. To participate as a skilled nursing facility in the Medicare program or as
a nursing facility in the Medicaid program, a provider must be in substantial compliance with each of
the requirements established by the Secretary of Health and Human Services found in 42 CFR part 483,
Subpart B.

Based upon your facility being in substantial compliance, we are recommending to CMS that your
facility be recertified for participation in the Medicare and Medicaid program.

Effective March 27, 2013 the above facility is certified for:
34 Skilled Nursing Facility/Nursing Facility Beds
104 Nursing Facility IT Beds
Your facility’s Medicare approved area consists of all 34 skilled nursing facility beds.
Your request for waiver of F458 has been approved based on the submitted documentation.
If you are not in compliance with the above requirements at the time of your next survey, you will be
required to submit a Plan of Correction for this deficiency or renew your request for waiver in order to

continue your participation in the Medicare Program.

You should advise our office of any changes in staffing, services, or organization, which might affect
your certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your
Medicare and Medicaid provider agreement may be subject to non-renewal or termination.

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer
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Please contact me if you have any questions.

Sincerely,

Shellae Dietrich, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

Telephone #: (651) 201-4106 Fax #: (651) 215-9697

cc: Licensing and Certification File



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

April 28, 2013

Mr. Joel Prevost, Administrator
Ebenezer Care Center

2545 Portland Avenue South
Minneapolis, Minnesota 55404

RE: Project Number S5587022 and H5587035
Dear Mr. Prevost:

On March 18, 2013, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on March 1, 2013 that included
an investigation of complaint number H5587035. This survey found the most serious deficiencies to be
widespread deficiencies that constituted no actual harm with potential for more than minimal harm that
was not immediate jeopardy (Level F) whereby corrections were required.

On April 12, 2013, the Minnesota Department of Health completed a Post Certification Revisit (PCR)
and on April 5, 2013 the Minnesota Department of Public Safety completed a PCR by review of your
plan of correction to verify that your facility had achieved and maintained compliance with federal
certification deficiencies issued pursuant to a standard survey, completed on March 1, 2013. We
presumed, based on your plan of correction, that your facility had corrected these deficiencies as of
March 27, 2013. Based on our PCR, we have determined that your facility has corrected the
deficiencies issued pursuant to our standard survey, completed on March 1, 2013, effective March 27,
2013 and therefore remedies outlined in our letter to you dated March 18, 2013, will not be imposed.

Your request for a continuing waiver involving the deficiency cited under F458 at the time of the
March 1, 2013 standard survey has been forwarded to CMS for their review and determination. Your

facility's compliance is based on pending CMS approval of your request for waiver.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.

Feel free to contact me if you have questions.

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Ebenezer Care Center
April 28, 2013
Page 2

Sincerely,

Shellae Dietrich, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651) 201-4106  Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File

5587r113.rtf



Form Approved
OMB NO. 0938-0390

Department of Health and Human Services
Centers for Medicare & Medicaid Services

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1)  Provider / Supplier / CLIA / (Y2) Multiple Construction
Identification Number A. Building

245587 B. Wing

(Y3) Date of Revisit
4/12/2013

Street Address, City, State, Zip Code

2545 PORTLAND AVENUE SOUTH
MINNEAPOLIS, MN 55404

Name of Facility

EBENEZER CARE CENTER

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4)  Item Date (Y4) ltem (Y5) Date ltem (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0253 03/27/2013 ID Prefix F0274 03/15/2013 ID Prefix F0325 03/21/2013
Reg. # 483.15(h)(2) Reg. # 483.20(b)(2)(ii) Reg. # 483.25(i)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0329 03/21/2013 ID Prefix F0356 03/01/2013 ID Prefix F0431 03/21/2013
Reg. # 483.25(1) Reg. # 483.30(e) Reg. # 483.60(b), (d), (e)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0465 03/27/2013 ID Prefix ID Prefix
Reg. # 483.70(h) Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency GD/sd 04/28/13 18623 04/12/13
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
3/1/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: 0Yv112



Department of Health and Human Services Form Approved

Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1)  Provider / Supplier / CLIA / (Y2) Multiple Construction (Y3) Date of Revisit

Identification Number
245587

A. Building

B. Wing

01 - MAIN BUILDING 01

4/5/2013

Name of Facility

EBENEZER CARE CENTER

Street Address, City, State, Zip Code

2545 PORTLAND AVENUE SOUTH
MINNEAPOLIS, MN 55404

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4)  Item (Y5)  Date (Y4) ltem (Y5) Date ltem (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 03/07/2013 ID Prefix 03/07/2013 ID Prefix 03/07/2013
Reg. # NFPA 101 Reg. # NFPA 101 Reg. # NFPA 101
LSC Ko0012 LSC K0038 LSC K0040
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency PS/sd 0428/13 28120 04/05/13
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
2/27/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 25678 (9-92)

Page 1 of 1

Event ID: 0Yv122



DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY

CENTERS FOR MEDICARE & MEDICAID SERVICES
ID: 0YVI
Facility ID: 00191

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: 2 (L)
(L1) 245587 (L3) EBENEZER CARE CENTER
1. [Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 2545 PORTLAND AVENUE SOUTH 3. Termination 4. CHOW
(L2) 810542100 (L5) MINNEAPOLIS, MN (L6) 55404 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 03 (L7)
8. Full Survey After Complaint
(L9) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 03/01/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
= FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: (@10 03 SNF/NF/Distinct 07 X-Ray 11ICFIID  15ASC
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 06/30
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
Program Requirements 2. Technical Personnel 6. Scope of Services Limit
To (b): C li Based On: — —
ompliance based Un: __ 3. 24HourRN 7. Medical Director
12.Total Facility Beds 138 (LIY) 1. Acceptable POC ___ 4 7-Day RN (Rural SNF) X 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 138 (L17) X B. Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B,8 (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1ID 1861 (e) (1) or 1861 (j) (1): (L15)
34 104
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Sandra Nelson, HFE NE Il 04/02/2013 Shellae Dietrich, Program Specialist 04/03/2013
(L20)

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL 21. 1. Statement of Financial Solvency (HCFA-2572)
RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible _—
(L21)

22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)

OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY & INVOLUNTARY

06/01/1991 01-Merger, Closure 05-Fail to Meet Health/Safety

(L24) (LAD) (125) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement

03-Risk of Involuntary Terminati
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS sk ot fnvoluntaty Termination OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(LA44) 00-Active
(L27) B. Rescind Suspension Date:
(LA45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
00320 Posted 04/04/2013 CO. 0YV1
(L28) (L31)
Health Waiver F458 PDF CMS 04/04/2013 CO.
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE -
(L32) L33) DETERMINATION APPROVAL

FORM CMS-1539 (7-84) (Destroy Prior Editions)

FSES PDF_CMS 04/04/2013 CO.

020499



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: 0YVI
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00191
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN# 24-5587

At the time of the standard survey completed March 1, 2013, the facility was not in substantial compliance and the most
serious deficiencies were found to be widespread deficiencies that constituted no actual harm with potential for more than
minimal harm that was not immediate jeopardy (Level F) whereby corrections were required. The facility has been given an
opportunity to correct before remedies are imposed. See attached CMS-2567 for survey results.

See attached Fire Safety Evaluation System (FSES) dated March 7, 2013 for Life Safety Code results.

The facility is requesting approval from the Department of Health for the following room size waiver:

- F458 - 483.70(d)(1)(i1) Resident Room Waiver

Post Certification Revisit to follow.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5148 3934
March 18, 2013

Mr. Joel Prevost, Administrator
Ebenezer Care Center

2545 Portland Avenue South
Minneapolis, Minnesota 55404

RE: Project Number S5587022 and H5587035
Dear Mr. Prevost:

On March 1, 2013, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs. In addition, at the time of the March 1, 2013 standard survey the Minnesota
Department of Health completed an investigation of complaint number H5587035.

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy
(Level F), as evidenced by the attached CMS-2567 whereby corrections are required. A copy of the
Statement of Deficiencies (CMS-2567) is enclosed. In addition, at the time of the March 1, 2013
standard survey the Minnesota Department of Health completed an investigation of complaint number
HS5587035 that was found to be substantiated.

Please note that this notice does not constitute formal notice of imposition of alternative remedies
or termination of your provider agreement. Should the Centers for Medicare & Medicaid
Services determine that termination or any other remedy is warranted, it will provide you with a
separate formal notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses
the following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified
deficiencies before remedies are imposed;

Plan of Correction - when a plan of correction will be due and the information to be
contained in that document;

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Ebenezer Care Center
March 18, 2013
Page 2

Remedies - the type of remedies that will be imposed with the authorization of the
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not
attained at the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute
the attached deficiencies.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Gloria Derfus

Minnesota Department of Health
P.O. Box 64900

St. Paul, Minnesota 55164-0900

Telephone: (651) 201-3792

Fax: (651) 201-3790

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your
facility has not achieved substantial compliance by April 10, 2013, the Department of Health will
impose the following remedy:

e State Monitoring. (42 CFR 488.422)
In addition, the Department of Health is recommending to the CMS Region V Office that if your
facility has not achieved substantial compliance by April 10, 2013 the following remedy will be

imposed:

¢ Per instance civil money penalties. (42 CFR 488.430 through 488.444)



Ebenezer Care Center
March 18, 2013
Page 3

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

- Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

- Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop a plan for ensuring that correction is achieved and
sustained. This plan must be implemented, and the corrective action evaluated for its
effectiveness. The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction is
acceptable, the State will notify the facility. Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not made
timely. The plan of correction will serve as the facility’s allegation of compliance; and,

- Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

* Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));
* Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance. Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of
compliance. In order for your allegation of compliance to be acceptable to the Department, the PoC
must meet the criteria listed in the plan of correction section above. You will be notified by the
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Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of
Public Safety, State Fire Marshal Division staff, if your PoC for the respective deficiencies (if any) is
acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification. A
Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved
in your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as
of the latest correction date on the approved PoC, unless it is determined that either correction actually
occurred between the latest correction date on the PoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the PoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.
If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,
we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process. However, the remedies specified in this letter will be imposed
for original deficiencies not corrected. If the deficiencies identified at the revisit require the imposition
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies
be imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed. You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH
MONTH AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by June 1, 2013 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
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regulations at 42 CFR Section 488.417(b). This mandatory denial of payments will be based on the
failure to comply with deficiencies originally contained in the Statement of Deficiencies, upon the
identification of new deficiencies at the time of the revisit, or if deficiencies have been issued as the
result of a complaint visit or other survey conducted after the original statement of deficiencies was
issued. This mandatory denial of payment is in addition to any remedies that may still be in effect as of
this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by September 1, 2013 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145
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Telephone: (651) 201-7205
Fax: (651) 215-0541

Feel free to contact me if you have questions.

Sincerely,

Shellae Dietrich, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651) 201-4106  Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File

5587s13.rtf
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F 000 | INITIAL COMMENTS F ooo| Submission of this credible allegation ’
: _ of compliance is not a legal admission
The facility's plan of correction (POC) will serve that a deficiency exist or that the
as your allegation of compliance upon the statement of deficiency was correctly

Department's acceptance. Your signature at the
bottom of the first page of the CMS-2567 form will
be used as verification of compliance.

cited, and is also not to be construed as
an admission against the interest of the

Upon receipt of an acceptable POC an on-site facility, its administrator or any employees,
revisit of your facility may be conducted to agents or other individuals who draft or

validate that substantial compliance with the may be discussed in this credible allegation
regulations has been attained in accordance with

your verification of compliance. In addition, preparation and

submission of this credible allegation of

A standard recertification survey and complaint compliance does not constitute and
investigation were conducted. Complaint
H5587035 was substantiated and deficiencies
were issued at F325 and F465. \) facility of the truth of any facts alleged or
F 253 | 483.15(h)(2) HOUSEKEEPING & % F 253 the correctness of any conclusions set forth
55=g | MAINTENANCE SERVICES = L )

in this allegation by the survey agency

admission or agreement of any kind by this

maintenance services necessary to maintain a

sanitary, orderly, and comfortable interior. i

The facifity must provide housekeeping and 45
@5’; F253

by: ordered at the time of the health survey
Based on cbservation, interview and document

review, the facility failed to ensure resident rooms and has been replaced.

and wheelchairs were kept clean and in good
repair for 6 of 40 residents (R83, R108, R69,
R38, R71, RB) reviewed in the stage one sample.

This REQUIREMENT is not met as evidenced 7 ﬂ R93’s new wheel chair arm rest was
T
<

R108’s bathroom was cleaned and
specimen containers were removed angd

Findings include: disposed of on 2/28/13
Observations during the initial tour on 2/25/13, at ;
12:30 p.m. during the resident and family '
imi%w(s on 2/25/13 and 2/26/13, and during the . |
{REC ' =R REPRESENTATIVE'S SIGNATURE TITLE 1o«s) ATE
L?Qmi&%b gwjﬁs’” ‘f) 3/7 /s

ny deficiency st tement ending with an asterisk (*) denotes a deficiency which the institution may be excused frem correcting providing |t is determmed that
her safeguards provide sufficient protection fo the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
Hlowing 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
3ys following the date these documenis are made available 1o the faciity. . If deficiencies are cited, an approved pian of correction is reglisite to continued

‘ogram participation.
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R69's bathroom also contained a white graduated |

environmental tour on 2/28/13, at 11.00 a.m. with
the administrator and housekeeping supervisor
(HS) revealed the following:

R93's wheel chair arm rest was in disrepair. The
black "Buddy" arm rest cover was cui, exposing a
two inch by three inch area of yellow foam
creating an uncleanable surface. The
administrator stated the arm rest cover "needed
to be changed."

R108's bathroom had two white graduated
containers used urine specimen collection that
were stained with yellow streaks and were on the
floor by the toilet. One of the containers was
partially in a plastic bag.

container laying on the ficor by the toilet. The sink
was pealing away for the wall, creating a one inch
gap in between the wall and sink. ;
R38's bathroom doorway had small gouges and
peeling paint on the lower part creating an
uncleanable surface, and the bathrocom alsc had
a white graduated container on the floor by the
toilet.

R71's room baseboard had peeling and scuffed
white paint exposing the dark wood all around the
room. The bathroom pedestal covered with light
brown vinyl was ripped and pealing away,
exposing the dark black base. The HS stated a
work order had been received, and repairs were
in progress. The HS did not provide the work
order for review.

R6's raom had the vinyl missing on a one foot by

R69’s hathroom was cleaned and specimen
container was disposed of on 2/28/13.
R69’s bathroom sink was repaired on
2/28/13

R38's bathroom was cleaned and specimen
container was disposed of on 2/28/13.
R38's bathroom doorway was cleaned and: _ / /
painted and repaired 3/27/13 T;/Q?/‘;E
R71's room baseboard was repaired and -
painted on 3/1/13 The bathroom pedestal
vinyl was repaired on 2/26

R6’s floor vinyl was replaced on 3/13/13
|

Painting requests are included in the work

order system for better tracking purposes
effective 3/10/13°

Environmental audits are conducted weekly
with oversight of the Administrator. All
audits are reported to the quality assurance
committee and will continue for 3 months
or until on-going compliance is achieved.
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Continued From page 2

three foot area under the heater. The
administrator explained the heater was recently
changed, and staff were planning to change the
vinyl floor,

Ali the above issues were viewed and confirmed
by the administrator and HS during the
environmental tour. The administrator explained
the facility's staff used a work order system to
communicate environmental concerns with the
maintenance department. The HS stated the
facility did not have a tracking system to identify
and repair paint chips.

The director of nursing (DON) was interviewed on
2/28/13, at 12:20 p.m. and stated the white
graduated containers were used to collect urine !
specimens, and should have been disposed of
after use.

On 2/28/13, at 3:15 p.m. the administrator
expiained the maintenance staff completed
random audits to identify environmental concerns; !
however, maintenance staff relied on the staff E
working on the floor to communicate issues using
the work order forms. Painting needs were not
identified on tracking forms, rather were verbally
communicated to a vendor.

The Specimen Collection policy dated 4/10,
provided by the DON directed staff to "Dispose of
the disposable equipment appropriately.”

The Maintenance Work Orders policy dated 3/10,
indicated, "Work orders for the Maintained
Department must be completed and submitted
via the maintenance hard copy form."
483.20(b)(2)(1i) COMPREHENSIVE ASSESS

F253

F274

SR

i
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F 274 Continued From page 3 F274] The facility will ensure significant changes
S$5=D | AFTER SIGNIFICANT CHANGE

| implementing standard disease-related clinical

A facility must conduct a comprehensive
assessment of a resident within 14 days after the
facility determines, or should have determined,
that there has been a significant change in the
resident's physical or mental condition. (For
puspose of this section, a significant change
means a major decline or improvement in the
resident's status that will not normailly resolve
itself without further intervention by staff or by

interventions, that has an impact on more than
one area of the resident's health status, and

requires interdisciptinary review or revision of the |
care plan, or both.) ' 5

This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facility failed to complete a significant change in
status Minimum Data Set (MDS) assessment for
2 of 3 residents (R156, R39) in the sample who
experienced a significant decline.

Findings include:

R156's diagnoses included knee effusion and
paraneid schizophrenia (mental ifiness).

The admission MDS dated 11/8/12, identified
R156 required supervision with transfers, to walk
in corndor, and with locomotion off the unit. n
addition, R156 required limited assistance with
dressing and toilet use, The Care Area
Assessment (CAA) also dated 11/8/12, identified
R156 had self-care and balance deficits. R156

had an unsteady gait secondary to right knee

are reflected in the status on MDS
assessments for residents as required.

A significant change was completed for
R156 on 3/15

. A significant change was started on3/4 for
R38. The significant change was not
completed due to R39's discharge on
3/11/13,

MDS coordinators were educated on the
| RAl manual guidelines regarding significant
changes on 3/4/13.

A new process for identifying and

completing significant changes was

' implemented on 3/4/13. The process
requires all possible significant changes are
reviewed by the interdisciplinary team for

approval.

Audits of significant changes are conducted
Y the Administrator and will continue for 3
nths or until ongoing compliance is

| ®wved. Resuits of the audits are reported
’ xw . .
quality assurance committee.

|
|
|
i
i

3.1
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two-person assist for transfers.

effusion and required staff supervision o
ambulate with a wheeled walker to and from all
destinations.

Progress notes dated 11/16/12, titled
Situation/System/Change indicated R156 was
"alert to baseling, weak, unable to ambulate with
walker." Staff offered assistance with activities of
daily living, and the physician/nurse practitioner
(NP} were to be updated. A urinalysis/urine
culture (UA/UC had been ordered and staff was
to encourage hydration. In addition, the progress
notes dated 11/16/12, indicated R156 had
urinated all over the room and required a

A progress note revealed R156 attempted to
self-transfer from the wheelchair to bed in the
rocm and fell on 11/18/12, at 10:05 a.m. The |
following day a UA/UC and physical therapy (PT) |
was ordered, however, care conference summary
notes dated 11/20/12, indicated R156 refused to
participate in PT, therefore was being discharged
from both PT and also occupational therapy (OT).

Cn 11/22/12, an order was received for
Amoxicillin 500 mifligrams {mg) crally twice daily
for five days for a urinary tract infection (UTI}. The
progress note read, "Resident had increased
weakness and decreased functional ability for the
last few days. Has had episode of increased
confusion. UA completed 11/20/12." Once week
later a note date 11/28/12, indicated R156 was
more alert and cooperative with staff.

A PT progress note dated 1/3/13, indicated R156
was "Seen x 32 sessions in PT and made
exceltent progress since the start of care. PT

1
i
i

]
i
i
I
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dressing and toilet use.

A registered nurse (RN)-E on 2/28/13, was

1 2/5/13. RN-B stated the variances in the
admission MDS dated 11/8/12 and quarterly MDS

Continued From page 5

ended 1/4/13. Goal dates for PT was 1/18/13.
Patient able to tolerate NuStep x 15 minutes at
level 9. Patient ambulates 300-450 feet with
rolling walker [RW] on even surfaces requiring
supervision. Patient is able to complete transfers
requiring supervision,”

Review of the physician/NP progress note dated
1/21/13, indicated R156 appeared stable with
Tyleno! and knee brace for knee pain.

A quarterty MDS dated 2/5/13, identified R156
required extensive assistance with transfers, to
walk in corridor, with locomotion off the unit, with

interviewed at 10:45 a.m. and explained that
R156 was admitted on 11/1/12 for rehabilitation
and was refusing care. In addition, R156
preferred the door closed in his room and did not
respond to staff when they knocked on his door.
R156 walked independently, refused cares and
PT. RN-E stated staff made severai attempts to
re-approach R156. As a result, R156 started to
attend therapy sessions.

During an interview on 2/28/13, at 11:52 a.m.
RN-B stated R156, "got better and declined and |
regained some." The RN said R166 needed
assistance three times within the assessment i
period on admission, therefore was coded
extensive assistance in the quarterly MDS dated

dated 2/5/13 were not considered a significant
change in the ADLs because i reflected only one
area of the assessment. RN-B stated significant

F 274
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R39's diagnoses included diagnoses contributing

Continued From page 6

changes were an overall decline that required the
interdisciplinary team to come together to revise
the care plan. According to RN-B, R156 needed
extensive assist upon admission therefore the
interdisciplinary team did not have to come
together to revise the care plan. "The team would
have come together if two or more areas in the
MDS assessment would have indicated R156
required extensive assistance." RN-B stated
R158 met the following criteria on the admission
MBDS: Assistance with transfers was captured
three times during admission therefore R156's
MDS was coded supervision. Dressing was not
captured during the admission MDS, Toilet use
was captured a two on admission and the
toileting component was coded as higher. The
staff did not write progress notes to support the
findings in the MDS assessments. in addition,
RN-B indicated a flow sheet and the Resident
Assessment Instrument (RAI) manual were used
to assess every resident for significant changes.

On 2/28/13, at 3:46 p.m. RN-B verified the
interdisciplinary team did not write progress notes
for significant changes.

to and resulting in fracture and immobility
including osteoarthrosis, femur fracture,
degeneration intervertebral disc, morbid obesity,
lumbosacral spondylosis, and paraplegia.

A review of the NP progress note dated 2/12/13,

indicated R39 had a fall on 1/7/13 with admission
to the hospital for a Jeft proximal femoral fracture. |
R39 returned to the facility on 1/11/13.

F274
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? transfers, was able to walk in the room with
set-up, required extensive assist of one for toilet

Continued From page 7

The admission MDS dated 11/29/12, identified
R39 required extensive assist of one for

use, was occasionally incontinent of bladder and

was continent of bowel. The MDS also identified
R39 as having a PHQ®Q (interview used to identify
possible depression) of zera.

The guarterly MDS dated 2/11/13, identified R39
required extensive assist of two for transfers,
extensive assist of one to ambulate in the room,
required extensive assist of two for toilet use, was
frequently incontinent of both bowel and bladder.
The MDS alsc identified a PHQ9 score of 11, an
indicator of possible depression.

A review of the Significant Change Tracking form
{undated) identified a decline in mood, :
transferring and incontinence.

When interviewed on 2/28/13, at 3:10 p.m.
registered nurse (RN)-B and RN-C verified the
coding on the quarterly MDS was correct. RN-B
stated the interdisciplinary team would review a
resident for a significant change MDS and this
had not been done for R39 following the femur
fracture as the MDS was "off cycle."

A policy and procedure for a significant change
MDS was requested, RN-B indicated the facility
used the Resident Assessment Instrument (RAI)
manual to determine a significant change. The
RAI manual directed, "A SCSA {significant
change status assessment] is appropriate if there
are either two or more areas of decline or two or
more areas of improvement.”

483.25(iy MAINTAIN NUTRITION STATUS

i
i
|

F274

F 325
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S5=D; UNLESS UNAVOCIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -

status, such as body weight and protein leveis,
unless the resident's clinical condition
demonstrates that this is not possible; and

{2} Receives a therapeutic diet when there is a
nutritionat problem,

This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facility failed to ensure a therapeutic diet was

who were reviewed for nutritional status.
Findings include:

R165's diet was not followed as ordered by the
physician.

diagnoses included dysphagia (difficulty
swallowing), cerebral vascular accident {CVA),
celiac disease, and small bowel obstruction. A

dated 12/21/12, revealed R165 had allergies
listed as gluten and milk and communication
i status was noted as "anticipate needs.” The
" Discharge Orders and Instructions for

(1) Maintains acceptable parameters of nutritional

provided for 1 of 3 residents (R165) in the sample ,

' R165 was admitted to the facility on 12/21/12 and
discharged to another facility on 12/24/12. R165's |

review of the Pre-Admission Clinical Workshest

Patient/Family form dated 12/21/12, included an

The facility will ensure that a resident
maintains acceptable parameters of

nutritional status, such as body weight and‘
protein levels unless the resident’s ciinical
condition demonstrates that this is not
possible; and receives a therapeutic diet

! when there is a nutritional problem.

R165 discharged from the facility on
12/24/13. A new nursing foodservice

: communication diet order form was cregted
and implemented on 2/28/13. All nurses
were educated about the use of the new o
communication form by 3/21/13 The ;/ ?%/}7
director of nursing will oversee regular
audits conducted for 3 months or untit
ongoing compliance is achieved. Audit
results will be reviewed by Quality
assurance committee,
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; at 1:58 p.m. indicated R165 vomited undigested
: food.

E According to a complaint report received 2/3/13,

. regarding lactose/gluten was provided to the
| kitchen staff, the items would be automatically

allergy to gluten, and a diet of dysphagia level 1 .
with honey thickenad consistency.

The Ebenezer Nursing Admission form started on
12/21/12, included an aliergy to gluten. A
Nursing-Foodservice Communication/Diet Crder
Form dated 12/21/12, included a diet texture of
pureed, dysphagia level 1 with liquid consistency
of honey. The communication form lacked
information on R165's gluten allergy and need for
lactose free foods. ' ‘E
A progress note dated 12/22/12, indicated ;
"daughter question the food that her mother was
not getting." A progress note dated 12/23/12,
indicated "is sometimes able to make needs
known to staff.” A progress note dated 12/23/12,

R165 received French toast (with gluten) for
breakfast, regular green beans (not pureed),
thickened milk (not lactose free) and pie (not
pureed} with lunch on 12/23/12,

The dietitian and dietary service director (BSD)
were interviewed on 2/28/13 at 11:11a.m. The
dietitian stated regular green beans would not be
served with a pureed diet, and if information

removed from the tray card. The dietitian further
tndicated the tray card for R165 was not entered
into the tray card system untit 12/25/12 (the day
after R165 discharged). The dietitian and the
DSD reported that the nurses would have told the
kitchen verbally what tray to provide for R165.
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A registered nurse (RN)-D was interviewed on
2/28/13, at 11:41 a.m. and stated he would have
given the diet order form directly to the kitchen
staff so the kitchen staff would know what diet to
give R165 for the weekend. RN-D stated he
remembered R165's daughter talking to him
about R1685's diet on 12/22/12. RN-D indicated he
told R165's daughter he would ook into it," but
did not get a chance to get back to R165's chart.

When interviewed on 2/28/13, at 1:34 p.m. the
director of nursing stated all dietary information
should have been included on the diet order form
completed when a resident was admitted.
483.25() DRUG REGIMEN 1S FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy), or for excessive duration; or
without adequate monitoring; or without adequate

! indications for its use; or in the presence of
: adverse consequences which indicate the dose
i should be reduced or discontinued; or any

i combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical

| record; and residents who use antipsychotic

drugs receive gradual dose reductions, and
behavioral intervertions, unless clinicaily
contraindicated, in an effort to discontinue these

F 325

F 329

drugs.

The facility will ensure that each resident’s
drug regimen is free from unnecessary

A review or R39’s drug regimen was

completed on 2/27/13. R39’s physician was
notified of the transcription error on '
2/27/13. A dose reduction of Xanax was 5/”“;/43
carried out for R39 on 2/27/13. All nurses

were educated about the process of

transcribing orders by 3/21/13. All

pharmacy consuits were audited by nurse
management dating back to 1/2/13. Audits

will be overseen by the director of nursing

and will continue for 3 months or until

ongoing compliance is achieved. All audits

will be reported to the quality assurance
committee.

"
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This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facility failed to ensure 1 of 3 residents (R39)
reviewed for benzodiazepine (anti-anxiety) use
was free from unnecessary medications.

Findings include;

R39's diagnoses included personality disorder,

: major depressive disorder and generalized

. anxiety disorder. The psychotropic medication
care plan dated 11/25/12, indicated R39 was at
risk for adverse side effects related to the use of
anti-anxiety medication with a goal of R39 will
take medication as ordered. An intervention of ;
"Administer anti-anxiety medications per MD |
{physician] order” was included cn the care plan . |
dated 11/25/12.

The consulting pharmacist wrote A Note To :
Attending Physician/Prescriber dated 12/7/12, '*
noting R39 was "taking several medications with
the potential to increase her risk for falls" which
included Xanax (anti-anxiety).

¢ A nurse practitioner (NP) progress note dated
12/11/12, indicated R39 was taking "several
medications with potential tc increase risk of falls"
which included Xanax. A subsequent NP note
dated 1/15/13, indicated "There has been some
concern that the patient's benzodiazepine use

YRM CMS-2567(02-99) Previous Versions Obsolete Event iD: 0YV111 Facility ID: 00191 If continuaticn sheet Paga 12 of 23




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDPICARE & MEDICAID SERVICES

PRINTED: 03/18/2013

FORM APPRCVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN CF CORRECTION ) iDENTIFICATICON NUMBER:

245587

{(X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

03/01/2013

NAME OF PROVIDER OR SUPPLIER

EBENEZER CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2545 PORTLAND AVENUE SOUTH

MINNEAPOLIS, MN 55404

{(X4) ID
PREFIX
TAG

SUMMARY STATEMENT CF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8C IDENTIFYING INFGRMATION)

D PROVIDER'S PLAN OF CORRECTION

X5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMI(:LE)TION
TAG CROSS-REFERENCEDR TO THE APPROFPRIATE DATE

CEFICIENCY)

F 329

Continued From page 12

could have increased likelihood of fall. Staff at
hospital thought they were reducing alprazolam
[Xanax] from 4 times a day to 3 times a day."
The NP note dated 1/15/13, further indicated the
alprazolam would be reduced to 0.25 miiligrams
(mg) twice a day and that the resident would be
monitored.

A Note To Attending Physician/Prescriber written
by the consulting pharmacist and dated 2/6/13,
showed "Resident has an order for Xanax 0.25
mg BID [twice a day] for anxiety. This was
reduced on 1/15/13. If resident has tolerated this
dose reduction, please consider tapering further."
The Physician/Prescriber Response dated
2/12/13, indicated agreement with the
recommendation and included new orders to
decrease Xanax to 0.25 mg daily.

Review of the 2/13 Medication Administration
Record (MAR) a.m. on 2/27/13, revealed R38
received Xanax 0.25 mg two times daily from
2/12/13 to 2/26/13,. When interviewed on 2/27/13,
at 9:41 a.m. a registered nurse (RN)-C verified
the order should have been but was not
transcribed to reduce R39's Xanax, and
therefore, R39 continued to receive the
medication twice daily versus daily as ordered by
the NP.

During interview on 2/28/13, at 1:34 p.m. the
director of nursing stated all physician orders
should be transcribed within 24 hours of the order
being received.

A review of the Transcription of Physician Orders
policy and procedure revised 6/2012, directed
"Completion of transcription of orders, including

| initial transcription and 2nd check will be

F 329
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F 356 | 483.30(e) POSTED NURSE STAFFING
$8=C | INFORMATION

a daily basis:
o Facility name.
0 The current date.

by the following categories of licensed and
resident care per shift;
- Registered nurses.
.- Licensed practical nurses or licensed

- Certified nurse aides.
! 0 Resident census.

The facility must post the nurse staffing data
of each shift. Data must be posted as follows:
o Ciear and readable format.

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,

standard.
required by State law, whichever is greater,

by

completed within 24 hours of receiving order. "
The facility must post the fellowing information on

o The {otal number and the actual hours worked

unlicensed nursing staff directly responsible for

vocational nurses (as defined under State law).

specified above on a daily basis at the beginning

make nurse staffing data available to the public |
for review at a cost not to exceed the community

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as

‘ This REQUIREMENT is not met as evidenced

Based on observation, interview and document

F 329

F 356

The facility will post: the facility name, the
current date, the total number and the
actual hours worked by the following
categories of licensed and unlicensed
nursing staff directly responsible for
resident care per shift: Registered nurses,
licensed practical nurses or licensed
vocational nurses, certified nurse aides,
resident census. The facility will ensure that
the posting is in a prominent place readily
accessible to residents and visitors.

On 2/28/13 the posting for Daily Nurses 3/)/‘?}
Hours was formatted to include the tot'af
number of hours worked for each category
of licensed and unlicensed staff directly
responsible for resident care. The posting
was relocated to a wheelchair accessible
height. The staffing coordinator responsible
for posting this information was educated
on 2/28/13. Weekly audits are conducted
by the Director of Nursing. Audits will
continue until ongoing compliance is
achieved and reviewed by the quality

assurance committee.

|

|
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| Findings include: ;

‘| location for residents who sat in a wheelchair.

: months and said he learned how to complete the

review, the facility failled to accurately post the
required nurse staffing information each shift on a
daily basis, as required. This practice had the
potential to affect all 123 residents, family
members, and visitors in the facility.

On 2/25/13, at 12:10 p.m. a form identified as
Daily Nursing Hours was posted in the entry way
at eye level height of a standing person. The
posted nurse staff information was completed for
the entire 24 hour period, was not in a readable
format and was not posted in a readily accessible

Review of the forms provided by the facility tifled
Daily Nursing Hours dated 2/25/13 and 2/26/13,
revealed the facility identified the date, facility
census, shift, category of staff, hours from start to
end, and-the staffing total. The form did nct
identify what the various numbers written behind
the categories represented, and did not include
the total number of hours werked for each
category of licensed and unlicensed staff directly
responsible for resident care.

On 2/28/13, at 1:20 p.m. the staffing coordinator
(S8C) confirmed the posted nursing staff
information indicated the number of staff working,
but did not indicate the tolal number of hours
worked for each category of licensed and
unlicensed staff directly responsible for resident
care. The SC also confirmed the form was
"posted too high” and that residents sitting in a
wheelchair "would not be able to read it." The SC
explained he had been hired in the past three
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form from his predecessor. The facility did not
have a policy regarding the Daily Nursing Hours
posting.
F 431 | 483.60(b), (d), (e} DRUG RECORDS, F 431! The faciti . .
ssop| LABEL/STORE DRUGS & BIOLOGICALS The facility will ensure that medicationsg

- professional principles, and include the

i The facility must provide separately locked,

The facility must employ or obtain the services of |
a licensed pharmacist who establishes a system |
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted

appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biclogicals in
tocked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys,

permanently affixed compartments for storage of
controlled drugs fisted in Schedule il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected.

. recommendation, RN-A dated R32’s Lantus

with shortened use dates are properly
dated after opening. On 2/25/13, per to
pharmacy recommendation, LPN-A dated
R54’s Lantus insulin as opened on 2,/1/13
which was the date of pharmacy delivery.

On 2/25/13 per pharmacy

insulin as opened on 2/12/13 which was the

date of pharmacy delivery.
On 2/25/13 per pharmacy f‘
3/9‘4 /3

recommendation, RN-A dated R32's
Novolog insulin as opened on 2/16/13
which was the date of pharmacy delivery.

All nurses were educated by 3/21/13 of the
requirement to date shortened us
medications upon epening. Weekly audits
are overseen by the Director of nursing and
will be reported to the quality assurance
committee for 3 months or until ongoing
compliance is achieved.

¢

JRM CMS-2567{02-929) Previous Versions Obsolete

Eveni ID; 0YV111

Facility 1D: 00191

If continuation sheet Page 16 of 23



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/18/2013

STATEMENT CF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

245587

FORM APPROVED

OMB NO. 0938-0391

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED-

03/01/2013

NAME OF PROVIDER OR SUPPLIER

EBENEZER CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2545 PORTLAND AVENUE SOUTH

MINNEAPOLIS, MN 55404

X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN QF CORRECTION

PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE

DEFICIENCY)

! (x5}

F 431

i needed fo be dated when first used to determine
' the expiration date, since they were good for 28
days after opening.

i nurse (LPN)-A. A Lantus insulin pen was in use
| for R54, but was undated as to when it was

' All three insulin pens had a label from the

Continued From page 16

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure medications
with shortened use dates were properly dated
after opening in 2 of 6 medication carts,
potentially affecting 2 of 20 residents (Rb4, R32)
who received insulin for diabetes.

Findings include:

The facility's medication storage system was
observed on the second floor on 2/25/13, at 1:25
p.m. in the presence of the licensed practical

opened, and had a pharmacy delivery date of
21113, When interviewed LPN-A stated the
Lantus insulin "was good for 28 days"” and it
should have been dated when opened.

The third floor medication carts were inspected
on 2/25/13, at 1:43 p.m. in the presence of the
registered nurse (RN)-A. A Lantus insulin pen
was in use for-R32, with a pharmacy delivery date
of 2/12/13, which was again unlabied with the
open date. in addition, a Novolog insulin pen was
in use for R32, with a pharmacy delivery date of
2/16/13, which was also undated when opened.
RN-A confirmed both insulin pens were undated,
and explained that every insulin pen and vial

F 431
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{ open vials and opened Novolog flex pen were to

Continued From page 17

pharmacy that read, "date openéd/exp
[expiration] date/initial

During interview on 2/28/13, at 2215 p.m. the .
director of nursing {(DON) stated the staff were
trained and were expected to write the date on
the insulin pens when they were initially used.
The DON also explained, if staff forgot to date the
insulin pen when opened, they were to use the
delivery date as the open date.

The consultant pharmacist {CP) was interviewed
on 2/28/13, at 2:18 p.m. The CP stated the
Novolog and Lantus insulin pens expired 28 days
after opening, 50 the date when opened was
required. The CP further explained the facility
transitioned from insuiin viais to pens in the past
month, and staff had been trained accordingly.

The manufacturer's recommendation in the
Lantus package insert indicated in-use/opened
insulin had to be discarded after 28 days. The
Novolog package insert for storage indicated

be kept at room temperature "for up to 28 days."

The undated Insulin Storage recommendations
policy indicated the Novolog and Lantus cartridge
or pen was good for "28 days" after its first use.
483.70(d)(1)(ii) BEDROOMS MEASURE AT
LEAST 80 SQ FT/RESIDENT

Bedrooms must measure at least 80 square feet

per resident in multiple resident bedrooms, and at
least 100 square feet in single resident rooms,

This REQUIREMENT is not met as evidenced

F 431

F 458

(xs)

IATE DATE

Facility requests a waiver ' (attached) 3/2%5)

i
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. offered complaints, and no problems were
! observed related to the delivery of care related to

Continued From page 18
by:

Based on observation and interview, the facility
failed to ensure 4 of 120 single resident rooms,
measured at least 100 square feet, affecting 2 of
4 residents who occupied those rooms at the time
of the survey.

Findings include:

The following rooms did not provide 100 square
feet per resident: 1) Room 226 provided 95.62
square feet; 2) Room 228 provided 90.64 square
feet; 3) Room 328 provided 96,30 square fest;
and 4) Room 326 provided 90.64 square feet.

The resident in private room 228s a private room.
RS was interviewed on 2/25/13, at 4:39 p.m. and
stated the room size was fine, and did not pose
issues related to personal items in the room.

R104 resided in room 226 which was a private
room, and confirmed in an interview on 2/27/13,
at 8:30 a.m. had no problems with the room.

None of the residents occupying the rooms

the size of the rooms.

Rooms 328 and 326 were unoccupied by
residents during the survey.

The residents were all able to move about their
rooms and had access to lounges and other
common areas within the building. Waiting lists
were an option for residents who desired a larger
room. The rooms had enough space ©
accommodate not only the required furniture and

i
]
|
i
|

(X5}

F 458
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' equipment, but also personal belongings. Neither
evacuation issues or infection control issues were
noted due to the smaller room sizes. { - )
F 465 | 483.70(h) F 4p5| The facility will provide a safe, functional,
SS=F sanitary, and comfortable environment for

SAFE/FUNCTIONAL/SANITARY/COMFORTABL

E ENVIRON
The facility must provide a safe, functional,

sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced

“by:

Based on observation, interview and document
review, the facility failed to ensure common areas
were maintained in good order, and to ensure
hallways were kept free of clutter. This had the
potential to affect 70 of 123 residents who resided
in the facility. '

Findings include:

Observations during the iniial tour on 2/25/13, at
12:30 p.m. and during the environmental tour on
2/28/13, at 11.00 a.m. with the administrator and
housekeeping supesvisor (HS), aswellas -
resident and family interviews on 2/25/13 and
2/26/13, revealed the following concerns:

During the initial tour of first floor on 2/25/13, at
1:45 p.m. the short hallway was observed to be
cluttered on the first floor on the north end.
Stored on the right side of the hallway was a
storage cart, two chairs, a lift, a treatment cart,
and a trash cart, and on the left side was a
medication cart. Residents in wheelchairs were
not observed using the short hallway, however,

residents, staff and the public.

All staff were educated by 3/21/13 about
the requirement to keep all carts and
equipment to one side of the hall while in
use to allow a clutter free environment.

The wall between the sink and first stall in
 the unisex bathroom on 1 floor was

: repaired and painted on 3/5/13. Corner

guards were placed to prevent further
damage.

The hopper in the first floor soiled utility
room was cleaned and repaired on 3/2/13

The hopper in the second floor soiled utility
room was cleaned and repaired on 3/1/13

The six window seals on second floar north
were painted on 2/28/13

The second stall in the common bathroom

“ton 2nd floor was painted on 3/5/13

The doorway of the unisex bathroom on 37
floor was repaired and painted on 3/5/13

? [1:@/! 3
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did utilize the long hall where items were not The third floor south bathroom floor was

stored on hoth sides of the hall. cleaned and repaired 3/27/13.
Again on 2/26/13, at 9:05 a.m. the one north .
hallway was observed to be cluttered. A large, Painting needs are now included in the
round gray garbage can, a medication cart, a ' work-order system effective 3/10/13.
treatment cart and a vital sign machine on a
stand were all stored on the odd side of the
hallway north of the nurses' station. A ) )
housekeeping cart was on the even side of the with oversight of the Administrator. A}
hallway across from the treatment cart. A - audits are reported to the quality assurance
triangular table was observed in the northeast | committee and will ti for 3

corner of the hallway outside of room 109, The | continue for 3 months
hallway north of the nurses' station was or until on-going compliance is achieved.
approximately 40 feet long.

On 2/28/13, at 8:54 a.m. a medication cart, a
i treatment cart and a housekeeping cart were
observed on the odd side of the hallway. The
frianguiar table in the northeast corner of the
hallway had been removed.

Environmental audits are conducted weekly

A unisex bathroom with two stalls on the first floor
used by four residents. The wall between the sink |
and the first stall was damaged, with paint and

wall particles scraped off. Per the administrator,
the damage was caused by wheelchairs and |
walkers. "

' The first floor soiled utility room had a hopper with
a dark reddish/black deposit and caulk missing
on the base.

The second floor soiled utility room also had a
hopper with caulk pealing away and with dark !
. matter deposited around the base. |

L

The second fioor north hallway had six window |
seals with white paint chips, exposing the dark
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wood. _ :

The second floor scuth common bathroom with
two stalls used by 25 residents on the unit had
paint chipping off the wall in the second stall.

The third floor south unisex bathroom used by
approximately 18 residents had the doorway paint
chipped and scuffed on the left side.

| The third floor south bathroom shower floor was
stained with red and black stains. The shower
room was used by 24 residents. The HS stated
the stain was a rust stain and the facility staff had
tried to scrub it away. The administrator stated
the floor in the shower room needed replacing.

i Al of the above issues were viewed and
confirmed by the administrator and HS during the ;
environmental tour. The administrator explained |
the facility's staff used a work order system to
communicate environmental concerns with the
maintenance department. The HS stated staff
cleaned the commonly used bathrooms twice
daily, and concerns noted were reported to HS. | 1
The HS further explained the facility did not have
| @ tracking system to identify issues with paint
damage. When interviewed about resident safety
regarding narrow and cluttered hallways, the :
administrator stated hallways should have been
kept free of clutter, and "only the items in use at s
the time should be kept in the hallways, and only 5
on one side.” The administrator reported the !
: deputy state fire marshal also expressed concern |
.+ with excessive items in the hallway on the first :
fior. |
|
|

i
!

On 2/28/13, at 3:15 p.m. the administrator
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explained the maintenance staff compieted
random audits to identify environmental concerns;
however, maintenance staff relied on the staff
working on the floor to communicate issues using
the work order forms. Painting needs were not
identified on tracking forms, rather were verbally
communicated to a vendor.

The Maintenance Work Grders policy dated 3/10,
indicated "Work orders for the Maintained
Department must be completed and submitted
via the maintenance hard copy form.”

The Hallway Designation for Temporary
Equipment policy dated 12/03, provided by the
administrator for review indicated all items in the |
hallway should have allowed for a safe pathway.
Equipment in the hallways, including Hoyer lifts,
precautions carts, medication carts, wheelchairs,
and walkers had to be "actively in use." The policy
also indicated, "When not in use equipment is
stored in designated locations,” and team leaders
were responsible for compliance to assure
hallways remained "uncluttered at af times "

L
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(@ FBENEZER

Part of Fairview Health Services

Ebenezer Care Center
2545 Portland Avenue
Minneapolis, MN 55404
Tel 612-879-2262

Fax 612-879-2316

March 2013

Ms. Gloria Derfus

Minnesota Department of Health
P.O. Box 64900

St. Paul, MN 55164-0900

RE: Request for Room Size Waiver for SNFs and NFs

Ebenezer Care Center requests a waiver for the following item noted during our recent
annual survey:

Item Number Justification. ..

F458 Residents that live in these rooms are able|to move about and have
access to lounges and other common areas within the building. Also
at the time of admission, or any other time, the resident may be placed
on a waiting list to be moved to a larger room, if they are not pleased.

These rooms have enough space to accommodate not only the required
furniture and equipment but also personal belongings. Care provided
to the residents in these rooms has not beeh compromised due to room
size. The residents in these rooms are able to evacuate in case of an
emergency and their health and safety is not jeopardized. Also, there
are no infection control problems due to the space.

Sincerely,

Joel Prevost
Administrator

ECUAL HOUSING
OPPORTUNITY
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AQ SE) Al

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety. At the
time of this survey, Ebenezer Care Center K 1

{Builidng 1) was found not in substantial o /5
compliance with the requirements for participation y c} 3

in Medicare/Medicaid at 42 CFR, Subpart P k{
483.70(a), Life Safety from Fire, and the 2000

edition of National Fire Protection Association

(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care.

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY
DEFICIENCIES TO:

0>/01/2013

Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

BT

By email

\BORATORY DIRECTOR' ER REPRESENTATIVE'S SIGNATURE TITLE X6) DA
ﬂf}m;&?s‘f‘r_ adi‘r" ?/‘37 /2

7y deficlency statement ej)tiihg with an asterisk (*) denotes a deficlency which the institution may be excused from correcting providing R Is determifed that
her safeguards provide stfficient prolection to the patients. (See inslructions.) Except for nursing homes, the findings stated above are disclosable 90 days
llowing 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
1ys following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction Is requisite to continued

ogram particlpation.
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Barbara.Lundberg@state.mn.us and
Marian.Whitney@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A description of what has been, or will be, done
to correct the deficiency.

2. The actual, or proposed, completion date.

3. The name and/or title of the person
responsible for correction and monitoring to
prevent a reoccurrence of the deficiency.

Ebenezer Care Center is a 3-story building with a
full basement. The building was constructed at 3
different times. The original building was
constructed in 1919 and was determined to be of
Type 111(200) construction. In 1924, an addition
was constructed to the North side of the building
that was determined to be of Type H1(200)
construction. In 1928, another addition was
constructed to the South side of the bullding that
was determined to be of Type I1H{200)
construction.

Because the original building and the 2 additions
to this builidng are all of the same construction
type, even though the Type 111(200) construction
type does not meet the code for existing
bulldings, this building was surveyed as one
building, but the entire facillty was surveyed as
two buildings under two booklets.

The building has a complete fire sprinkler system
throughout. The facility has a complete fire alarm
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Building construction type and height meets one
of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4,
19.3.5.1

This STANDARD s not met as evidenced by:
Based on observation and interview, this building
does not meet the requirement for construction
type and height. :

This deficient practice could affect all residents.

Findings include:

On facility tour between 9:30 AM and 12:00 PM
on 02/27/2013, observation revealed that this
3-story, wood frame facility of Type HI(200)
construction does not meet the minimum
construction requirements for a building of this
height.

This deficient practice was verified by the
administrator at the time of the inspection.

Note: This deficiency need not be corrected if an
FSES can establish that the facility has an overall
level of fire safety equivalent to that required by

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
245587 BAVINS 02/27/2013
NAME OF PROVIDER OR SUPPLIER 'STREET ADDRESS, GITY, STATE, ZIP CODE
R — 2646 PORTLAND AVENUE SOUTH
EBENEZER CARE CENTEB MINNEAPOLIS, MN 56404
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
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K 000 | Continued From page 2 K 000
system with smoke detection in the corridors and
spaces open to the corridor, that is monitored for
automatic fire department notification. The facility
has a licensed capacity of 138 beds and had a
census of 123 at the time of the survey.
The requirement at 42 CFR, Subpart 483.70(a) is
.| NOT MET as evidenced by:
K 012| NFPA 101 LIFE SAFETY CODE STANDARD K012 . ,
SS=F The facility achieved a passing FSES on

3/7/13
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Continued From page 3

the-Life Safety Code.
NFPA 101 LIFE SAFETY CODE STANDARD

Exit access is arranged so that exits are readily
accessible at all times in accordance with section
7.4, 19.21

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to provide means of egress in
accordance with the following requirements of
2000 NFPA 101, Section 7.2.1.5.4. The deficient
practice could affect all residents:

Findings include: _
On facilly tour betwsen 9:00 AM and 12:00 PM |
on 02/27/2013, observation revealed that the
south stairway doors on the second and third
floors swing against the path of egress travel.

These deficient practices were verified by the
administrator at the time of the inspection.

Note: This deficiency need not be corrected if an
FSES can establish that the facility has an overall
level of fire safety equivalent to that required by
the Life Safety Code.

NFPA 101 LIFE SAFETY CODE STANDARD

Exit access doors and exit doors used by health
care occupants are of the swinging type and are
at least 32 inches in clear width. 19.2.35 -

K012
K038

3/7/13

K 040
The facllity achieved a passing

3/7/13 :

|

The facility achieved a passing FSES on

FSES on
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| room doors do not meet the 32-inch clear width

This STANDARD is not met as evidenced by:
Based on observation and interview, the resident

requirement,
This deficient practice could affect all residents.

Findings include:

On facility tour between 9:30 AM and 12:00 PM
oh 02/27/2013, observation revealed that the
doors in the 1919 construction year building were
found to be only 29-30 inches in clear width. This
does not meet the 32-inch requirement for
existing exit access doors.

This deficient practice was verified by the
administrator at the time of the inspection.

Note: This deficiency need not be corrected if an
FSES can establish that the fire has an overall
level of fire safety equivalent to that required by
the Life Safety Code.
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FIRE SAFETY

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety. At the
time of this survey, Ebenezer Care Center
Building 2 was found in substantial compliance
with the requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care.

Ebenezer Care Center Building 2 is a 3-story
building with a full basement. The building was |
constructed in 1952 and was determined to be of
Type ! (332) construction. The building is fully fire
sprinklered throughout. The facility has a
complele fire alarm system with smoke detection
in the corridors and spaces open to the corridor,
that is monitored for automatic fire department
notification, The facllity has a licensed capacity of
138 beds and had a census of 123 at the time of
the survey.

The requirement at 42 CFR, Subpart 483.70(a) is
MET.

/-

1 R 2546 PORTLAND AVENUE SOUTH
| EBENEZER CARE CENTE
EBE MINNEAPOLIS, MN 55404
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG cnoss-nmnegggg éz (w)s APPROPRIATE PATE
K 000 | INITIAL COMMENTS K000

117

klf

\BORATORY DIRECTO{%OR 'SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

/QjmTﬂis"frd‘r

5 (X6)DATE
j/ﬁ? .2

1y deficiency slatemen{ ending with an asterisk (*) denotes a deficiency whi

"er safegua rds provide sufficient protection to the patients. (Ses instruction:

>gram participation.

ch the Instilulion may be excused from correcting providing it is determined that

s.) Except for nursing homes,
lowing the clale of survey whether or not & plan of correction s provided. For nursing homes, the abova fi
ys following the date these documents are made avallable to the facility. If deficiencies are cited, an epp

the findings stated above are disclosable 90 days
ndings and plans of correction are disclosable 14
roved plan of corraction Is requisits to continued

RM CMS-2687(02-99) Previous Versions Obsolele Event ID: 0YV121

Fadility ID: 00191

If continuetion sheet Page 1 of 1



REPORT OF CONSULTANT FSES FINDINGS

Ebenezer Care Center
2545 Portland Avenue South
Minneapolis, MN 55404

Provider No. 245587

Date of Survey: March 07, 2013

Prepared by:

Robert L. Imholte, President
Fire Safety Resources, LLC
16768 County Road 160
Cold Spring, MN 56320
320-685-8559

RimholteFiresafe@aol.com




FIRE SAFETY EVALUATION

Name of Facility: Ebenezer Care Center

Address: 2545 Portland Avenue South, Minneapolis, MN 55404
Phone: 612-879-2262

Licensed capacity: 138

Census at time of survey: 120

Evaluator: Robert L. Imholte, President, Fire Safety Resources, LLC

What follows is a report on the findings of a fire safety evaluation of the above-named facility that was
conducted during an on-site visit to the facility between 0930 hours and 1345 hours on 03/07/13. This
evaluation was conducted in accordance with the Fire Safety Evaiuation System (FSES) specified in Chapter 4 of
NFPA 101A(01), Guide to Alternative Approaches to Life Safety. Based on this evaluation, Ebenezer Care Center
has achieved a passing score on the FSES.

In addition to the 03/07/13 walkthrough of the facillty, the findings outlined herein are based on information
provided by Mr. Joel Prevost, Administrator, and a review of the draft Statement of Deficiencies from a fire/life
safety recertification survey conducted on 02/27/13.

Initial Comments:

A review of the Statement of Deficiencies from a fire/life safety recertification survey conducted on 12/20/11
revealed that Ebenezer Care Center was surveyed as two buildings: Building 01 — Main Building (consisting of
the 1919 original building and 1924 and 1928 additions) and Building 02 — 1952 addition. Buildings 01 and 02
are separated by construction having a fire resistance rating of at least 2 hours. Because the deficiencies that
triggered the FSES were cited in Building 01 (Main Building), this FSES covers that building only.

At the east end of the bullding’s South Wing the nursing home Is connected to a business occupancy called the
Annex. At the west end of the basement level of the North Wing there Is a connection to an adjacent
apartment building. Because neither the Annex nor the apartment building is used for purposes of housing,
treatment or customary access by the facility’s residents and because both are separated from the nursing
home by 2-hour-rated fire barriers, those buildings were not inciuded in this evaluation,

Bullding 01 (Maln Bullding) was determined to be of Type 111{200) construction based on the followIng:

a.' The original (Center) building was constructed in 1919 as a 3-story bullding with an attic and basement.
This portion of the facllity, constructed of masonry exterior bearing walls and wood floor/celling and roof
assemblies was assigned a Type 111(200) construction type in accordance with NFPA 220(99), Sec. 3-3 and
Table 3-1 (whlle the floor/ceiling assemblies on the upper levels are protected by gypsum
wallboard/plaster on wire mesh, the basement celfing Is of exposed wood Jolst construction).

b. In 1924 a 3-story addition with an attlc and basement was constructed to the north. Bullding construction
was determined to be Identical to that of the original (Center) building and was, therefore, assigned a
construction type of Type H1(200). In 1992 a new elevator, housed in a noncombustible shaft, was added to
the north side of this wing.

c. In 1928 a 3-story addition with an attic and basement was constructed to the south. Agaln, bullding
construction was determined to be Identical to that of the original (Center) building and assigned a
construction type of Type NI{200).

Because the original building and additions were constructed prior to 03/11/03, Ebenezer Care Center Building
01 (Main Building) is considered an existing building for federal certification purposes. The building was,
therefore, treated as such for assigning values on the FSES worksheets.
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With the exception of Table 8, which applies to all zones, this narrative will address each of the eleven (11)
zones separately.

All Levels — TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET

In accordance with NFPA 101A(01), Sec. 4.7, Step 8, only one copy of this table Is required to be fllled out for
each building. For convenience, however, this table was filled out on the worksheets for all zones evaluated.
All items in Table 8 could be checked ‘Met’ with the exception of Items B and L, which were checked ‘Not
Applicable’. Because Ebenezer Care Center is an existing facility (Item B) and does not meet the definition of a
high rise (ltem L}, these two items do not apply in this case. The remaining items were identified as ‘Met’
based on the following:
¢ Building utilities and heating and air conditioning systems appeared to be in conformance with
applicable requirements.
No incinerator or space heaters were found.
The facility’s evacuation plan and fire drill records were reviewed and appeared to be in order.
The facility’s smoking regulations were reviewed and appeared to be in order. Ebenezer Care Center is
a smoke-free building.
e Based on review of documentation, draperies, cubicle curtains, upholstered furniture, mattresses and
decorations were found to be in accordance with NFPA 101(00}, Sec. 19.7.5.
e Portable fire extinguishers, EXIT signage and emergency lighting appeared to be provided in
accordance with applicable requirements.

Zone 1 ~ Basement Level Center/North:

TABLE 1. OCCUPANY RISK PARAMETER FACTORS

1. Resident Mobility (M) [Value assigned = 3.2]; While there are no sleeping rooms In this zone, some
resldents In the zone may need assistance with evacuation.

2. Patient Density (D} [Value assigned = 1.0]: This level Is used primarily for staff services, utilltles and facility
storage, but the corridor space from the north elevator to the 1952 addition (Bullding 02) located to the
east Is used on a regular basis during the day by facility resldents to access the Beauty Shop and Adult Day
Program located In the 1952 addition. It was reported that there are a maximum of four (4) residents in
this zone at any one time. '

3. Zone Location (L) [Value assigned = 1.6): This zone Is located below grade level,

4. Ratlo of Patlents to Attendants (7) [Value assigned = 1.0): It was reported that there is one (1) staff person
for each two (2) residents present in this zone.

5. Patient Average Age (A) [Value assigned = 1.2]: Residents using this zone average over 65 years of age.,

TABLE 4. SAFETY PARAMETERS and SAFETY PARAMETER VALUES

1. Construction [Score: -4]:
The building was assigned a Type 11({200) construction type.

2. Interior Finish (Corridors and Exits) [Score: +3]:
Documentation was provided certifying that the exposed wood in the ceiling in the corridors and spaces
open to the corridor was treated with Flame Control No. 40-40A Fire Retardant Intumescent Paint to
achieve a Class A (25 or less) flame spread rating.

3. Interior Finish (Rooms) {Score: -3]:
No documentation was provided proving that the exposed wood in the ceiling in some of the rooms
separated from the corridor had a flame spread rating of better than Class C.
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10.

11.

12,

13.

Interior Finish (Corridors and Exits) [Score: +3]:

Ceiling finish was found to be plaster. Wall finish was found to be brick.

Interior Finish {Rooms) [Score: +3]:

Wall and ceiling finish was found to be combination of gypsum and plaster.

Corridor Partitions/Walls [Score: +2]:

For purposes of this FSES, this zone was treated as a suite in accordance with NFPA 101(00), Sec. 19.2.5,
Based on building information provided at the time of the survey, this suite is approximately 4,256 ft* in
size and is separated from the corridor in the adjacent 1919 original buiiding by a 2-hour-rated fire barrier.
Doors to Corridor [Score: +2]:

Again, for purposes of this FSES, this zone was treated as a suite in accordance with NFPA 101(00), Sec.
19.2.5. The door opening into the corridor in the adjacent 1919 original building was found to be a 90-
minute fire-rated assembly,

Zone Dimensions [Score: 0):

This score was asslgned per instruction in Footnote b to this Table. According to building information
provided, this zone measures approximately 112 feet in length and, based on actual measurements, has
dead-ends in the hallway measuring approximately 30 feet in length at the east end and approximately 60
feet in length at the west end. Parameter 10, Emergency Movement Routes, is assigned a score of -8.
Vertical Openings {Score: Q]:

Openings into the stair enclosure in this zone were found to be protected with 90-minute fire-rated self-
closing door assemblies. The loading doors into the soiled linen chute on the upper floors as well as the
door into the chute termination room in this zone were also found to be 90-minute fire-rated self-closing
door assemblies. The clearance under the bottom of the newly installed 90-minute fire-rated self-closing
door assembly into the attic at the top of the stair enclosure serving this zone was found to exceed the %-
inch clearance allowed by NFPA 80(99), Sec. 1-11.4 and Table 1-11.4. This condition provides enclosure
protection of less than 1 hour.

Hazardous Areas [Score: 0):

No hazardous area deficiencies were found in this zone.

Smoke Control [Score: 0]:

A fire/smoke barrier serves this zone.

Emergency Movement Routes {Score: -8]:

This score was assigned for the following reasons:

¢ The two exits from this zone are not remotely located from each other as required by NFPA
101(00), Sections 7.5.1.3 and 7.5.1.4.

e Because of utility piping (e.g. steam and water pipes) running across the corridor, headroom at
multiple locations was found to be only 73 - 75 inches instead of the 80 inches required by NFPA
101(00), Sec. 7.1.5.

Manual Fire Alarm [Score: +2]:

There is a manual fire alarm pull station near the exit stair enclosure serving this zone. The fire alarm
system is monitored by Armor Security.

Smoke Detection and Alarm [Score: +3]:

This score was assigned per instruction in Footnote g to this Table. System-connected smoke detectors
were found In the haliway and the zone is protected with quick-response sprinklers. Per the instruction in
NFPA 101A(01), Sec. 4.6.12.1, however, this parameter was required to be scored as “None”.

Automatic Sprinklers [Score: +10):

The entire facility is protected by a supervised, wet-pipe automatic sprinkler system consisting of quick-
response sprinklers.
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10.

11.

12,

13.

Emergency Movement Routes [Score: -8]:
This score was assigned for the following reasons:
e The corridor doors on this level were found to measure only 29-30 inches in clear width. As a
result, they could not be credited as an egress route [see NFPA 101A(01), Sec. 4.6.10.3.2].
e The second means of egress from the Dining Room was found to be through the adjoining
Conservatory, as allowed by NFPA 101(00), Sec. 7.5.1.7, but the door from the Conservatory to the
egress corridor swings against egress travel. Since the Dining room serves an occupant load of .
more than 50, this does not meet the requirements of NFPA 101(00), Sec. 7.2.1.4.2.
Manual Fire Alarm [Score: +2]:
A manual fire alarm pull station was found along the path of travel to the main exit from this level. The fire
alarm system is monitored by Armor Security.

Smoke Detection and Alarm [Score: +3]:

This score was assigned per instruction in Footnote g to this Table. System-connected smoke detectors
were found in the egress corridors and the zone is protected with quick-response sprinklers.

Automatic Sprinklers [Score: +10]:

The entire facility is protected by a supervised, wet-pipe automatic sprinkler system consisting of quick-
response sprinklers.

Zone 4 — First Floor North
TABLE 1. OCCUPANY RISK PARAMETER FACTORS

1.

2.

i

5.

Resident Mobility (M) {Value assigned = 3.2]: It was reported that some residents in the zone may need
assistance with evacuation.

Patient Density (D) [Value assigned = 2.0]: There is bed capacity for up to eighteen (18) residents in this
zone. The zone also contains the facility chapel, which is available for use by all residents.

Zone Location (L) [Value assigned = 1.1]: This zone is less than one-half floor height above grade.

Ratio of Patients to Attendants (7) [Value assigned = 1.5]: It was reported that there are two staff persons
attending this zone on the night shift. One staff person is assigned to make rounds of the remainder of the
First Floor every 2 hours.

Patient Average Age (A) [Value assigned = 1.2]): Residents using this zone average over 65 years of age.

TABLE 4. SAFETY PARAMETERS and SAFETY PARAMETER VALUES

1

2.

Construction [Score; ~2]:

The building was assigned a Type 111{200) constructlon type.

Interlor Finlsh (Corridors and Exits) [Score: +3]:

Documentation was provided certifying that interior wall and celling finishes (l.e. vinyl wall coverings and
acoustical ceiling tile) In corridors and exits carry a Class A (25 or less) flame spread rating,

Interior Finish (Rooms) [Score: +3]:

Documentation was provided certifying that interlor wall and celling finishes (i.e. vinyl wall coverings and
acoustical ceiling tlle) In rooms carry a Class A (25 or less) flame spread rating.

Corrldor Partitions/Walls [Score: +2):

Corrldor walls are constructed of a mixture of gypsum and plaster on both sides of wood studs. The Chapel
was treated as a space open to the corridor as allowed by NFPA 101(00), Sec. 19.3,6.1, Exceptlon No. 1 ~ it
is protected by automatic fire sprinklers and automatic smoke detection,

Doors to Corrldor [Score: +1]:

Corridor doors were found to be of 1-5/8-inch-thick solld wood construction.
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Zone 5 — First Floor South
TABLE 1. OCCUPANY RISK PARAMETER FACTORS

1.

Wiy

Resident Mobility (M) [Value assigned = 1.6]; It was reported that all residents housed in this zone are
capable of removing themselves from danger exclusively by their own efforts, but the rate of travel for
approximately half of the residents is slowed due to mobility impairments. For this reason it was felt that
these residents do not meet the definition of “Mobile”.

Patient Density (D) [Value assigned = 1.5): There is bed capacity for up to twelve (12) residents in this zone.
Zone Location (L) {Value assigned = 1.1]: This zone is less than one-half floor height above grade

Ratio of Patients to Attendants (7) [Value assigned = 4.0]: There are no staff immedlately available to this
zone on the night shift. It was reported that one of the two staff persons attending the North Wing makes
rounds in this zone every 2 hours.

Patient Average Age (A) [Value assigned = 1.2]: Residents using this zone average over 65 years of age.

TABLE 4, SAFETY PARAMETERS and SAFETY PARAMETER VALUES

ll

2.

Construction [Score: -2]:

The buitding was assigned a Type 111(200) construction type.

Interlor Finish (Corridors and Exits) [Score: +3):

Documentation was provided certifying that interlor wall and ceiling finishes (l.e. vinyl wall coverings and
acoustical celling tile) in corridors and exits carry a Class A (25 or less) flame spread rating.

Interior Finish (Rooms) [Score: +3}:

Documentation was provided certifying that Interior wall and celling finishes (i.e. vinyl wall coverings and
acoustical celling tile) in rooms carry a Class A (25 or less) flame spread rating.

Corrldor Partitions/Walls [Score: 0):

Corridor walls are constructed of a mixture of gypsum and plaster on both sides of wood studs. A 32” x 46"
wired glass vislon panel in 2 wood frame was found in the corridor wall at the physical therapy space. As a
result, the corridor walls were graded as “<¥% hour”,

Doors to Corrldor [Score: +1]:

Corridor doors were found to be of 1-5/8-inch-thick solld wood construction.

Zone Dimensions [Score: 0];

This score was assigned per Instruction in Footnote b to this Table. According to building information
provided, this zone measures approximately 126 feet In length. Due to the lack of complylng means of
egress out of this level, a dead-end condition ls created, Parameter 10, Emergency Movement Routes, was
assigned a score of -8,

Vertical Openings [Score: 0);

Openings into the stair enclosures, soiled linen chute and chute termination room in this zone were found
to be protected with 90-minute fire-rated self-closing door assemblies. The clearance under the bottom of
the newly installed 90-minute fire-rated self-closing door assembly Into the attic at the top of the stair
enclosure serving this zone was found to exceed the %-inch clearance allowed by NFPA 80(99), Sec. 1-11.4
and Table 1-11.4. This condition provides enclosure protection of less than 1 hour.

Hazardous Areas [Score: 0):

Hazardous areas were found to be sprinkler protected as required by NFPA 101A(01), Sec. 4.6.8.2 and
smoke-separated as required by NFPA 101(00), Sec. 19.3.2.1,

Smoke Control [Score: 0]:

There Is a 2-hour-rated fire separation between this zone and the adjacent 1924 building,
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10.

11.

12.

13.

Vertical Openings [Score: 0):

This score was assigned per instruction in Footnote e to this Table. The stair enclosure in this zone Is
enclosed with construction providing a minimum 2-hour fire resistance, but Parameter 1, Construction
Type, was marked “200".

Hazardous Areas [Score: 0]:

Hazardous areas were found to be sprinkler protected as required by NFPA 101A(01), Sec. 4.6.8.2 and
smoke-separated as required by NFPA 101(00), Sec. 19.3.2.1.

Smoke Control [Score: 0]:

There are 2-hour-rated fire separations at both ends of this zone, which separate this zone from the
adjacent 1924 and 1928 buildings.

Emergency Movement Routes [Score: -8]:

The corridor doors on this level were found to measure only 29-30 inches in clear width. As a result, they
could not be credited as an egress route [see NFPA 101A(01), Sec. 4.6.10.3.2).

Manual Fire Alarm [Score: +2]:

Manual fire alarm pull stations were found along the path of travel from this zone and at the nurses’
station serving the zone, which meets the intent of Exception No. 1 to NFPA 101(00), Sec. 19.3.4.2. The fire
alarm system Is monitored by Armor Security.

Smoke Detection and Alarm [Score: +3]:

This score was assigned per instruction In Footnote g to this Table. System-connected smoke detectors
were found in the egress corridors and the zone is protected with quick-response sprinklers.

Automatic Sprinklers [Score; +10]:

The-entire facility is protected by a supervised, wet-pipe automatic sprinkler system consisting of quick-
response sprinklers.

Zone 7 — Second Floor North
TABLE 1. OCCUPANY RISK PARAMETER FACTORS

1.

o

Resident Mobility (M) [Value assigned = 3.2]: It was reported that some residents in the zone may need
assistance with evacuation.

Patient Density (D) [Value assigned = 1.5): There is bed capacity for up to fifteen (15) residents in this zone.
Zone Location (L) [Value assigned = 1.2]: This zone is one floor height above First Floor.

Ratio of Patients to Attendants (7) [Value assigned = 1.5]: It was reported that there is at least one (1) staff
person assigned to this zone on the night shift resulting in a ratio of one (1) staff for over ten (10)
residents.

Patient Average Age {A) [Value assigned = 1.2]: Residents using this zone average over 65 years of age.

TABLE 4. SAFETY PARAMETERS and SAFETY PARAMETER VALUES

1.

2.

Construction [Score: -4]:

The building was assigned a Type 111{200) construction type.

Interior Finish (Corridors and Exits) [Score: +3]:

Documentation was provided certifying that interior wall and ceiling finishes (i.e. vinyl wall coverings and
acoustical celling tife) in corridors and exits carry a Class A (25 or less) flame spread rating.

Interior Finish (Rooms) [Score: +3]:

Documentation was provided certifying that interior wall and ceiling finishes (i.e. vinyl wall coverings and
acoustical ceiling tile) in rooms carry a Class A (25 or less) flame spread rating.
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Zone 8 ~ Floor South
TABLE 1. OCCUPANY RISK PARAMETER FACTORS

1.
2.

3.
4,

5.

Resident Mobility (M) [Value assigned = 3.2]: It was reported that some residents in the zone may need
assistance with evacuation.

Patient Density (D) [Value assigned = 1.5): There is bed capacity for up to fifteen (15) residents in this zone.
Zone Location (L) [Value assigned = 1.2]: This zone s one floor height above First Floor.

Ratio of Patients to Attendants (7) [Value assigned = 1.5]: It was reported that there is at least one (1) staff
person assigned to this zone on the night shift resulting in a ratio of one (1) staff for over ten (10)
residents.

Patient Average Age (A) [Value assigned = 1.2]: Residents using this zone average over 65 years of age.

TABLE 4, SAFETY PARAMETERS and SAFETY PARAMETER VALUES

1

2,

10.

Construction {Score: -4]:
The bullding was assigned a Type I11{200) construction type.
Interior Finish {Corrldors and Exits) [Score: +3]:
Documentation was provided certifying that interior wall and ceiling finishes (l.e. vinyl wall coverings and
acoustlcal celling tile) in corridors and exits carry a Class A (25 or less) flame spread rating.
Interior Finish (Rooms) [Score: +3]:
Documentation was provided certifying that Interior wall and celling finishes (i.e. vinyl wall coverings and
acoustical ceiling tile) in rooms carry a Class A (25 or less) flame spread rating.
Cortidor Partitions/Walls [Score: +2]:
Corridor walls are constructed of a mixture of gypsum and plaster on both sides of wood studs. The
dining/lounge area is open to the corridor as allowed by the exceptions to NFPA 101(00), Sec. 19.3.6.1,
Doors to Corridor [Score: +1]:
Corridor doors were found to be of 1-5/8-inch-thick solid wood construction.
Zone Dimensions [Score: 0]:
This score was assigned per instruction In Footnote b to this Table. According to bullding information
provided, this zone measures approximately 126 feet in length and, based on actual measurement, was
found to have a dead-end of approximately 45 feet in length at the east end of the cotridor. Parameter 10,
Emergency Movement Routes, was assigned a score of -8,
Vertical Openings [Score: O]
Openings into the stair enclosures, soiled linen chute and chute termination room In this zone were found
to be protected with 90-minute fire-rated self-closing door assemblies. The clearance under the bottom of
the newly installed 90-minute fire-rated self-closing door assembly into the attic at the top of the stair
enclosure serving this zone was found to exceed the %-Inch clearance allowed by NFPA 80(99), Sec. 1-11.4
and Table 1-11.4. This condition provides enclosure protection of less than 1 hour.
Hazardous Areas [Score: O]
Hazardous areas were found to be sprinkler protected as required by NFPA 101A{01), Sec. 4.6.8.2 and
smoke-separated as required by NFPA 101(00), Sec. 19.3.2.1.
Smoke Control [Score: 0):
There s a 2-hour-rated fire separation between this zone and the adjacent 1919 building.
Emergency Movement Routes [Score:; -8]:
This score was assigned for the following reasons:

* The corridor doors in this zone were found to measure only 29-30 inches in clear width. As a result,

they could not be credited as an egress route [see NFPA 101A(01), Sec. 4.6.10.3.2].
¢ The doors inte the exit stair enclosures serving this zone swing against egress travel, which does
not meet the requirements of NFPA 101(00), Sec. 7.2.1.4.3.
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10.

11.

12.

13.

Hazardous Areas [Score: 0]

Hazardous areas were found to be sprinkler protected as required by NFPA 101A(01), Sec. 4.6.8.2 and
smoke-separated as required by NFPA 101(00), Sec. 19.3.2.1.

Smoke Control [Score: 0):

There are 2-hour-rated fire separations at both ends of this zone, which separate this zone from the
adjacent 1924 and 1928 huildings.

Emergency Movement Routes [Score: -8]:

The corridor doors on this level were found to measure only 29-30 inches in clear width. As a result, they
could not be credited as an egress route [see NFPA 101A(01), Sec. 4.6.10.3.2].

Manual Fire Alarm [Score: +2]:

Manual fire alarm pull stations were found along the path of travel and at the nurses’ station serving the
zone, which meets the intent of Exception No. 1 to NFPA 101(00), Sec. 19.3.4.2. The fire alarm system Is
monitored by Armor Security.

Smoke Detection and Alarm [Score: +3]:

This score was assigned per instruction in Footnote g to this Table. System-connected smoke detectors
were found in the egress corridors and the zone is protected with quick-response sprinklers.

Automatic Sprinklers [Score: +10]:

The entire facility is protected by a supervised, wet-pipe automatic sprinkler system consisting of quick-
response sprinklers.

Zone 10 - Third Floor North
TABLE 1. OCCUPANY RISK PARAMETER FACTORS

1.

2.
3.

Resident Mobility (M) [Value assigned = 3.2): It was reported that some residents in the zone may need
assistance with evacuation.

Patient Density (D) [Value assigned = 1.5): There is bed capacity for up to fifteen (15) residents in this zone.
Zone Location (L) [Value assigned = 1.2]: This zone is two floor heights above First Floor.

Ratio of Patients to Attendants (7) [Value assigned = 1.5): It was reported that there Is at least one (1) staff
person assigned to this zone on the night shift resulting in a ratio of one (1) staff for over ten (10)
residents.

Patient Average Age (A) [Value assigned = 1.2]: Residents using this zone average over 65 years of age.

TABLE 4, SAFETY PARAMETERS and SAFETY PARAMETER VALUES

L

2.

Construction [Score: -9]:

The building was assigned a Type 111(200) construction type.

Interior Finish (Corridors and Exits) [Score: +3]:

Documentation was provided certifying that interior wall and celling finishes (i.e. vinyl wall coverings and
acoustical ceiling tile) in corridors and exits carry a Class A (25 or less) flame spread rating.

Interior Finish (Rooms) [Score: +3]:

Documentation was provided certifying that interfor wall and celllng finishes (i.e. vinyl wall coverings and
acoustical celling tile) in rooms carry a Class A (25 or less) flame spread rating.

Corridor Partitions/Walls [Score: +2]:

Corrldor walls are constructed of a mixture of gypsum and plaster on both sides of wood studs.

Doors to Corridor [Score: +1]:

Corridor doors were found to be of 1-5/8-inch-thick solld wood construction.
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TABLE 4. SAFETY PARAMETERS and SAFETY PARAMETER VALUES

1.

2.

10.

11.

12,

13.

Constructlon [Score: -9]:
The building was assigned a Type HH(200) construction type.
Interlor FInish (Corridors and Exits} [Score: +3]:
Documentation was provided certifying that Interior wall and ceiling finishes (l.e. vinyl wall coverings and
acoustical ceillng tlle) in corridors and exits carry a Class A (25 or less) flame spread rating
Interlor FInish (Rooms) [Score: +3]:
Documentation was provided certifying that interlor wall and ceiling finishes {l.e. vinyl wall coverings and
acoustlical ceillng tile) in rooms carry a Class A (25 or less) flame spread rating.
Corridor Partitlons/Walls [Score: +2]:
Corridor walls are constructed of a mixture of gypsum and plaster on both sides of wood studs. The
dining/lounge area is open to the corridor as allowed by the exceptions to NFPA 101(00), Sec. 19.3.6.1.
Doors to Corridor [Score; +1]:
Corridor doors were found to be of 1-5/8-inch-thick solid wood construction.
Zone DImenslons [Score: 0]:
This score was assigned per Instruction in Footnote b to this Table. According to building information
provided, this zone measures approximately 126 feet in length and, based on actual measurement, was
found to have a dead-end of approximately 40 feet in length at the east end of the corridor, Parameter 10,
Emergency Movement Routes, was assigned a score of -8.
Vertical Openings [Score: O]
Openlings Into the stair enclosures, solled linen chute and chute termination room in this zone were found
to be protected with 90-minute fire-rated self-closing door assemblies. The clearance under the bottom of
the newly installed 90-minute fire-rated self-closing door assembly Into the attic at the top of the stair
enclosure serving this zone was found to exceed the %-inch clearance allowed by NFPA 80(99), Sec. 1-11.4
and Table 1-11.4. This condition provides enclosure protection of less than 1 hour.
Hazardous Areas [Score: 0]:
Hazardous areas were found to be sprinkler protected as required by NFPA 101A(01), Sec, 4.6.8.2 and
smoke-separated as required by NFPA 101(00), Sec. 19.3.2,1,
Smoke Control [Score: 0):
There is a 2-hour-rated fire separation between this zone and the adjacent 1919 building.
Emergency Movement Routes [Score: -8):
This score was assigned for the following reasons:

e The corridor doors in this zone were found to measure only 29-30 inches in clear width. As a result,

they could not be credited as an egress route [see NFPA 101A{01}, Sec. 4.6.10.3.2].
¢ The doors into the exit stair enclosures serving this zone swing against egress travel, which does
not meet the requirements of NFPA 101(00), Sec. 7.2.1.4.3.

Manual Fire Alarm [Score: +2]:
There Is a manual fire alarm pull station at the nurses’ station, which meets the intent of Exception No, 1
to NFPA 101(00), Sec. 19.3.4.2. The fire alarm system is monitored by Armor Security.
Smoke Detection and Alarm [Score: +3]:
This score was assigned per instruction in Footnote g to this Table. System-connected smoke detectors
were found in the egress corridors and the zone is protected with guick-response sprinklers.
Automatic Sprinklers [Score: +10]:
The entire facility is protected by a supervised, wet-pipe automatic sprinkler system consisting of quick-
response sprinklers.
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COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,
ONE WORKSHEET CAN BE USED FOR THOSE ZONES, :

Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1,
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value.
Choose only one for each of the five Risk Parameters.

TABLE 1. CCCUPANCY RISK PARAMETER FACTORS

Risk Parameters Risk Factors Values

1. Patisnt Mobility Stalus Mabite Limited Mobility Not Mobile Not Movable
Mobility (M

Yy M) Risk Factor 1.0 1.8 ! @ 4.5

2. Patlent No. of Patlents 1-§ 610 11-30 >30
Density (D)

Risk Factor 12 15 2.0

3. Zone Floor 14 2 oy 3 4t to 6o 7t and Above Basements
Location (L, >

© Risk Factor 11 1.2 1.4 16 @

4. Ratio of Patients 12 =] 610 210 One o Mare
Patients to Aftendant 1 1 1 1 None
Altendants (7) Risk Factor (1’9 1.4 1.2 15 40

5. Patient Age Under 65 Years and Over 1 year 65 Years and Over 1 Year and Younger
Average -

Age (A) Risk Factor 1.0 @

Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.

A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2,
B. Compute F by multiplying the risk factor values as indicated in Table 2.

TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

L T A F
x [t2] = ]

X
Step 3: Compute Adjusted Building Status (R) - Use Table 2.
A. It buliding is classified as “NEW" use Table 3A., if building is classified as "Existing” use Table 3B,
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calcutate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.

TABLE 3A, (NEW BUILDINGS) TABLE 3B. (EXISTING BUILDINGS)

F R F R
x| ]=[] 06 X [b)] = [57] =4

* FIRE/SMOKE ZONE s & space separated from all other spaces by floors, horlzontal exits, or smoke batrlers,

M D
occuPancy Risk [2] x [10] x

URVEYOR SIGNATURE _ o TITLE. DATE
MQ&%%FTR&‘BMJE&WM L Presmint ofely
FIRE AUTHORITY SIGNATURE R / TITLE DATE 7 713
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Step 4: |Detarmine Safety Parameter Values - Use Table 4.

A. |Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions

the one with the lowest point-value.

in the zone, Choose only one value for each of the 13 parameters. If two or more appear to apply, choose

TABLE 4.

Safety Parameters | " Safety Parameters Values
1. Construction Combustible NenCombustible
Types W, IV, and V Types | and )l
Floor or Zone 000 111 200 211 + 2HH 000 11 222, 332, 433
Fist 2 0 2 0 0 2 2
Second -7 2 4) -2 2 2 4
Third 9 -7 ) -7 -7 2 p)
4th and Above -13 -7 -13 -7 -9 -7 4
2. Interior finish Class C Class B Class A
(Corridofs and Exits) -5(0)f o) (3 )
3, Interior Flnlsh Class C Class B Class A
(Rooms) 30 1(3)' 3
4. Corridor None or Incomplete <'f2 hout 'z o <1 hour >1 hour
Partitions/Walls -10{0)" 0 1or (Zor
5. Doors to Corridor 220 min FPR and
No Door <20 min FPR >20 min FPR Aulo Clos.
10 0 (10y* 2(0)’
6. Zone Dimenstons Dead End No Dead Ends »30 ft and Zane Length Is
; >100 ft >50 ft t0 100 ft 30fito 50 ft >150 ft 100 ftto 160 ft <100 &
8(0)° 40P 2(0)° 2(0° © 1
7. Vertical Openings Qpen 4 or More Open20r3 Enclosed with Indicated Fire Resist.
Floors Floors <thr >1 hrto<2hr >2hr
: 14 -10 [€)) 2(0)° a(0)°
8. Hazardous Areas Double Deficiency Single Deficlency No Deficiencles
in Zone Qutslde Zone In Zone In Adjacent Zone
-1 5 -6 2 )
9. Smoke Control No Controf Smoke Barrier Mech. Assisted Systems
. Serves Zone by Zone
-5(0)° (o) 3
10 Emergency <2 Aoutes Mulliple Routes
Movement W/O Horizontal Horizontal
Routes Deficient Exlt(s) Exii(s) Direct Exit(s)
- -8 (-2) 0 1 5
1. Manual Fire Alarm No Manual Fire Alarm Manual Fire Alarm
W/O F.D. Conn. W/F.D. Conn
-4 i @)
12 Smoke Detection Corrldor and Total Spaces
and Alarm None Corsidor Only Rooms Only Habit. Spaces in Zon®
. 0(3)° 2(9°) 3(3)° 4 5
13 Automatic Carvidor and Entire
Sprinklers None Habit. Space Bullding
0 8 (1)

NOTE: ® Use (0) where parameter 5 is -10.

® Use (0) where parameler 10 is -8.

© Usa (0) on floor wilh fewer than 31 patients
(existing bulldings only)

) 9 Use (0) where parameter 4 is -10.

For Sl units: 1 1t =0,3048 m

Use (0) where Paramater 1 |s based on fiist fleor zone or on an
unpratacted type of construction (columns marked “000” or “200")

Use ( ) If the area of Class B or C interior finlsh In the corridor
and exit or room is protected by automatic sprinklars and
Parameter 13 Is 0; use { ) it the room wlih existing Class C
imarior finish Is protected by automatic sprinklars, Paramoter 4
Is greater than or equal lo 1, and Paramster 13 Is 0,

Usa this value in additlon to Parameter 13 If the entire zone i‘s
protected with quick-response autormatic sprinklers,

Form CMS-2766T (0B/07) EF 08/2007
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Step 5: Compute Individual Safety Evaluations — Use Table 5.

A. Transfer each of the 13 circled Safety Parameter Values from
with the corresponding Safety Parameter in Table 5. For S
entered in the People Movement Safety column is recorde

circled in Table 4.

Ow

of this sheet.

Add the four columns, keeping in mind that any negative numbers deduct.
Transfer the resulting total values for St, Sz, Ss, Se 10 blocks labeled S1, Sz, S,

Table 4 to every unshaded block in the line
afety Parameter 13 (Sprinklers) the valye
d in Table 5 as '/ the corresponding value

Se in Table 7 on page 4

TABLE 5. INDIVIDUAL SAFETY EVALUATIONS

Containment Extinguishment | People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (S3) Safety (S4)
1. Construction s ;_* - 1\,
2. Interior Finish
(Corr. and Exit) 3
3. Interior Finish {(Rooms) e
4. Corridor Partitions/Walls 2
5. Doors to Corridor '
6. Zone Dim ions
ens o
7. Vertical Openings .
pening O
8. Hazardous Areas
Q
9. Smoke Control
on o
10. Emergency Movement Routes -2
11. Manual Fire Alarm 2
12. Smoke Detection and Alarm .
13. Automatic Sprinklers
AL o}
Total Value Si=q Sz= || S=1D Si= (2

TABLE 6.

MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)

People Movement

Exist.

Contalnment Extinguishment
Sa (Sb)
Zone Location New Exist. New Exist. New
14 story 11 5 15(12) 4 8(5)°
2% or 3rd story® 15 & 17(14)° ®) 10(7)°
4= story or higher 18 9 19(16)* 6 11(8)°

1

&

3

a. Use () in zones that do not contain patient sleeping rooms.

b. For a 2™ story zone location in a sprinkiered EXISTING facility,
requirement values set specified in the table, the following man

used: Sa=7, Su=10, and Se=7

as an alternative to the mandatory safety
datory values set shall be permitted to be

Form CMS-27887 (06/07) EF 06/2007
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Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.
A. Using the classification of the building (i.e., New or Existing) and the floor where the zone is located clrcle the
appropriate value in each of the three columns in Table 6.
B. Transfer the three circled values from Table 6 to the blocks marked S, Sv, and Se in Table 7,
C. Foraach row check “Yes” if the value in the answer block Is zaro or greater. Check “No” if the value in the
answer block is a negative number.

TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION Yes No
Containment minus  Mandatory >0 S Sa C
Safety (S1) Containment (S.) q | = | q ’ = lo l J
Extinguishment in Mandatory >0 Se So .
Safety (S2) minus Extinguishment (S.) { i =L = |5 /
People Movement Mandatory People Ss Se i
Safety (Sq) minus  \tovement (S =l ol = [ 3| = [+ J
General Occupancy S R G
Safety (S4) mins  Lick (R) =40 2] - [4] = J
TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET
Comptete one copy of this workshest for each faciity. Not Not
For each consideration, select and mark the appropriate column. Met Meat | Applic.
A. | Building ulllities conform to the requirements of Section 9.1. v R
8. | In new facilities only, life-suppant systems, alarms, emergency communication systems, and
lllumination of ganerator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3.
C. | Heating and air conditioning systems conform with the alr conditloning, heating, and venfilating -
systems requirements within Section 9.2, except for enclosure of vertical opsnings, which have J
been considered In Safety Parameter 7 of Worksheet 4.7.6.
D. | Fusl-buming space heaters and portable elecirical space healers are not used. J
E. | There are no flue-fed Incinerators. J
F. | An evacuation plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and J
19.7.1/19.7.2. .
G. | Smoking regulations have been adopted and imptemented in accordance with 18.7.4 and 19.7.4. J
H. | Draperies, upholstered fumiture, matiresses, fumishings, and decaration combustibility is limited \/
in accordance with 18.7.5 and 19.7.5. , —_
I. | Fire extingulshers are provided in acco 2 BUuire 8.3.5.4 and 19.3.5.6. v G Wt
J. | Exit signs are provided in accordance with the requirements of 18.2.10.1 and 19.2.10. J
K. | Emargency lighting Is provided in accordance with 18.2.9.1 or 19.2.9, Vv
L. | Standpipas are provided in all new high rise bulldings as required by 18.4.2, .f

CONCLUSIONS

1. ,[X] All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that
prescribed by the Life Safety Code.”

2. ] One of more of the checks in Table 7 are in the “No” column. The level of fire safety Is not shown by this
system to be equivalent to that prescribed by the Life Safety Code.*
“The equivalency coverad by this workshest includes the majority of considerations covered by the Life Safely Code. There are a lew

considerations that are not evaluated by this method. These musi be considered separately. These additional considerations are covared In
Table 8, the “Facility Firs Satety Requirements Worksheel.” One copy of this separate worksheet is to be completed for each facility.

According to tha Papenvork Recduction Act of 1995, no pereons are required 10 respond to a collection of Infermation unless ! displays a valid OMB control number. The valld
QMB control numibar {or this information collection is 0838-0242, The lima required lo complate this information collection Is estimated lo averge 5 minules par responss,
including the time to review Instructions, search axisling data resources, galher the data needod, and complele and review the infatmation coliection, If you have any comments
concaining the accuracy of the time eatimate(s) or suggestions lor Improving this lorm, please wiile lo: CMS, Alin: PRA Reporis Clearance Ofiosr, 7500 Security Boulevard,
Baltimare, Maryland 21244-1850.
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COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,

ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value,
Choose only one for each of the five Risk Parameters,

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
Risk Parameters Risk Factors Values
1. Patient Mobllity Status Mobite Limited Mobility Not Moblle Not Movable
Mobility (M) -
Risk Factor 1.0 1.6 3.2 4.5
2. Patlent No. of Patienis 1-5 6-10 1-30 >30
Density (D)
Risk Factor 1.0 1.2 1.5 2.0
3, Zone Floor 1= 2™ or 3o 40 o 6o 78 and Above Basements
L -
ocation (L) Risk Factor 1.1 1.2 1.4 1.6 @
Patients 1=2 35 6-10 210 |
.geloa Attandant 1 1 i 1 Nonia
Attendants (7) Risk Factor 10 11 12 15 4.0
5..Patient Age Under 65 Years and Over 1 year B85 Years and Over 1 Year and Younger
Average
Age (4) Risk Factor 1.0 1.2
Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.
B. Compute F by multiplying the risk factor values as indicated in Table 2.
TABLE 2. QCCUPANCY RISK FACTOR CALCULATION
M D L T A F
occupaNcYRisk [ x [ |x [ ]x[ Ix []=[w
Step 3: Compute Adjusted Building Status (R) - Use Table 2.
A.  If building is classified as “NEW" use Table 3A. If building is classified as “Existing” use Table 3B,
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.

TABLE JA. (NEW BUILDINGS) TABLE 3B. (EXISTING BUILDINGS)

F R
06 X fie] = [[ ]

wx[J=[]

* FIRE/SMOKE ZONE ig a space separated from all other spaces by floors, horlzontal exlts, ar smoke barrlers.

"SURVEYOR SIGNATURE TITLE DATE
I el
: IGNATU TITLE : DATE
¢ 7 Fire Safety Stato-Fira Y-2~%
Form CMS-2786T (06/07) EF 06/2007 f/)N'L A A Supewisol. Marshgi -



Step 4: Determine Safely Parameter Values - Use Table 4.
A. Select and circle the safety value for each safety parameter in Table 4 that best dascribes the conditions
in the zone. Choose only one value for each ot the 13 parameters. If two or more appear {0 apply, choose

the one with the lowest point value.

TABLE 4.
Safety Parameters Safety Parameters Values
1. Construction Combustible ’ NonCombustible
Types lIl, IV, and V Types ) and ii
Floor or Zone 000 i1 200 211 + 2HH 000 111 222, 332, 433
First -2 0 -2 0 0 2 2
Second -7 -2 -4 -2 -2 2 Pl
Third -8 -7 -8 7 -7 2 4
4th and Above -13 7 -13 -7 -9 -7 4
2. Interior Finish Class C Clags B Class A
{Corridors and Exits) -5(0) 0(3y (3)
3. Intertor Finish Class C Ciass B Class A
(Rooms) 3(1Y 1(3)’ (3
4, Corridor None or Incomplete </ hour >'%2 10 <1 hour >1 hour
Paritiions/Walls -10(0)° 0 107 [€3)
§. Doors to Corridor >20 min FPR and
No Door <20 min FPR >20 min FPR Auto Clos.
10 0 1(0)° (20
6. Zone Dimensions . Dead £nd No Dead Ends >30 ft and Zone Length Is
>100 ft >50 ft to 100 ft 30 ftto 50 ft >150 ft 100 ft to 150 ft <100 ft
-6(0)° -4(0)°) 2(0)° -2(0)° 0 1
7. Vertical Openings Open 4 or More Open2or3 Enclosed with Indicated Fire Resist,
Floors Floors <1 hr >1 hrto <2 hr =2 hr
14 -10 (0) 2(0)° 3(0)°*
8. Hazardous Areas Double Deficiency Single Dsficiency No Deficiencies
In Zone Qutside Zone In Zone In Adjacent Zone
-1 -5 -6 -2 ( Q
9. Smoke Control No Control Smoke Barrier Mech. Assistad Systems
Serves Zone by Zone
-5(0)° (a) 3
10 Emergency <2 Routes - Multiple Routes
Movement W/O Horizontal Horlzontal
Routes Deficlent Exit(s) Exit(s) Direct Exit(s)
(-8) 2 0 1 5
1. Manual Fire Alarm No Manual Fire Alarm Manual Firs Alarm
W/O F.D. Conn. W/F.D. Conn
4 1 @
12 8moke Detection Convidor and Total Spaces
and Alarm Nane Corridor Only Hooms Only Habit. Spaces in Zone
o{3)°) 2(3)° 3(3)° 4 5
13 Automalic Corridor and Entire
Sprinklers None Habit. Space Building
0 8 (10)

NOTE: * Use (0) where parameter 5 Is -10.

® Use {0) where paramster 10 is -8.

° Use (0) on ftoor with fewer than 31 patienls
{exisling buildings only)

9 Use (0) where parameter 4 is -10.

For Sl units: 1 f = 0,3048 m

® Use (0) where Parameter 1 Is bazed on flrst fioor 2one or on an
unprotecled type of construction (columns marked “000" or “200")

Usa ( ) il the area of Class B or C intertor flnish in the corridor

and exit or room is protected by automali¢ sprinklers and
Parameter 13 is 0; use ( } If the room with existing Clags C
interior finish is protected by automatic sprinklers, Parameter 4
is greater than or equal to 1, and Parameter 13 Is 0,

w

Use this value in addition to Parameter 13 If the entire zone is

protectad with quick-response automaiic sprinklers,

Form CMS-2786T (06/07) EF 08/2007
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Step 5:  Compute individual Safety Evaluations — Use Table 5.

A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to every unshaded block in the line
with the corresponding Safety Parameter in Tabla 5. For Safety Parameter 13 (Sprinklers) the valye
entered in the People Movement Safety column is recorded in Table 5 as ' the corresponding value
circled in Table 4,

8. Add the four columns, keeping in mind that any negalive numbers deduct. ) .

C. Transfer the resulting total values for S, Sz, Ss, Sa to blocks labsled S1, Sz, Ss, Se in Table 7 on page 4
of this sheet.

TABLE 5. INDIVIDUAL SAFETY EVALUATIONS

Containment Extinguishment | People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (Si)
1. Construction — 4
2. Intsrior Finish .
(Corr. and Exit) 3
3. Interior Finish (Rooms)
4, Corridor PaniiionsNValls‘ 2
5. Doors to Corridor 2
6. Zone Dimensions 0
- 7. Vertical Openings O
8. Hazardous Areas O
9. Smoke Control Q
10. Emergency Movement Routes -8
11. Manual Fire Alarm 2
12. Smoke Detection and Alarm 3
13. Automatic Sprinklers (0
Total Value Si= "\a Se= (| Sa= 5 Sim ‘5
TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)
Containment Extinguishment People Movement
(Ss) (Sv) (So)
Zone Locatlon New Exist. New Exist. New Exist.
14 story 1 5 15(12)° 4 8(5)° 1
2% or 3rd story® 15 6 17(14)? ® 10(7)° &
4% story or higher 18 9 19(16)® 6 11(8)°J 3

a, Use () in zones that do not contain patient sleeping rooms,

b. For a 2™ story zone location in a sprinklered EXISTING facility, as an altemative to the mandatory safety
requirerment values set specified in the table, the following mandatory values set shall be permitted to be
used: Sa=7, Sv=10, and Sc=7

Form CMS-2786T (06/07) EF 06/2007 Page 3




Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.

A.  Using the classification of the building (i.e., New or Existing) and the floor where the zone is located circle the

appropriate value in each of the threa columns in Table 6.

B. Transfer the three circled values from Table 6 to the blocks marked S, Sb, and Se In Table 7.
C. For each row check “Yes” if the value in the answer block s zero or greater. Check “No” if the value in the

answer block is a negative number.

TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION

Yos No
Containment ...  Mandatory >0 51 S £ \/
Safety (Sv) Containment (S.) i, | = i f‘. 1 =11
Extinguishment .. Mandatory S2 Se - i
min 2
Safety (S2) us Extinguishment {S.) 0 il =k = 5 ‘/
Peopie Movement .. Mandatory People o Ss Se "
Safety (S)  ™™S  Movement (S) =0 5] =[»] = /
General . Occupancy S R G T
minus 4 20 —
TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET
Complete one copy of this worksheet for each facility., Not Not
For each consideration, selsct and mark the appropriate column. Met Met Applic.
A. | Building utilities conform to the requirements of Section 9.1. ¥ :
B. | In new facllities only, life-support systems, alarms, emergency communication systems, and
flumination of generator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3.
C. | Heating and alr conditioning systems conform with the air conditioning, heating, and ventilating
systems requirements within Section 9.2, axcept for enclosure of vertical openings, which have J
been considered in Safety Parameter 7 of Worksheet 4.7.8.
D. | Fuelbuming space heaters and portable slecirical space heaters are not used. 4
E. | There are no fiue-fed Incinerators. J
F. | An evacuation plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and ‘/
19.7.1/18.7.2. /
G. | Smoking regulations have been adopted and implemented in accordance with 18.7.4 and 19.7.4. J
H. | Draperies, upholstered fumiture, mattresses, fumishings, and decoration combustibllity is limited \/
In accordance with 18.7.5 and 19.7.5.
1| Fire extinguishers are provided in accorde: requirements of 18,3.5.4 and 19.3.5.6. /
J. |_Exit signs are provided In accordance with the requirements of 18.2.10.1 and 19.2.10. J
K. { Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9, J
i v

Standpipes are provided in all new high rise buildings as required by 18.4.2.

CONCLUSIONS

prescribed by the Life Safety Code.*

system to be equivalent to that prescribed by the Life Safety Cade,"

1. w All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that

2. [] One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this

*The equivalency covered by this worksheat includes the majority of considerations covered by the Life Safety Cods. There are a few
considerations that are not evaluated by this method. These must be considered separately. These adgitional conslderations are covared in
Table 8, the “Facility Flre Salety Requirements Worksheet.” One copy of this separate workshest is to be completed for each facillty.

According to the Papawork Reduction Act of 1995, no persons are required 1o respond [0 a collection of Information unless it displays a valkd OMB control number. The valid
OMB control numbser for his information collection Is 0938-0242. Tha time required 1o compiele this Information collection is estimated 1o Bvarage 5 minules per response,

including the time 1o review Instructions, search existing data resources, gather the data needed, and complete and raview Ihe Information coliection
conceming the accuracy of the time eslimals(s) or suggestions for improving this form, plaase wille to: CMS. Attn; PRA Reporis Clearance

Baltimore, Maryland 21244-1850.

Form CMS-2786T (08/07) EF 0&/2007

. It you have any commenta
Officer, 7600 Security Boulovard,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
"CENTERS FOR MEDICARE & MEDICAID SERVICES

“Form Approved
OMB No.,.0938-0242

ZONE __3 OF

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES
2000 LIFE SAFETY CODE

ZONES

FAGILITY BUILDING
Earezrr Cove Cagee O M BunpiNe
ZONE(S) EVALUATED ~
Eirar Fuaor S .
PROVIDER/VENDOR NO. | DATE OF SURVEY
48587 o3jatlia

COMPLETE THIS WORKSHEET FOR EACH ZONE, WHERE CONDITIONS ARE THE SAME IN SEVE

ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1:

Determine Occupancy Risk Parameter Factors - Use Table 1.

A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value.

Choose only one for each of the five Risk Parameters.

RAL ZONES,

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
Risk Parameters Rlsk Factors Values
1. Patlent Mobility Status Mobile Limited Mobility Not Mobile Not Movable
Mobility (M, 5
obilly (M) Risk Factor 1.0 @ 3.2 45
2. Patient No. of Pallents 1-5 6-10 11-30 >30
Density (D)
Risk Factor 1.0 1.2 1.5
a. Zons " Floor 1 2 o 3t 4n10 6o 7% and Above Basements
Location (L
4 Risk Faclor G 12 1.4 16 16
Patiants 1-2 35 610 210 M
4. Rallo of
Patients to Attendant 1 1 1 1 None
Attendants (7) Risk Factor 1.0 11 12 15 (%)
5. Patient Age Under 65 Years and Over 1 year 85 Years and Over 1 Year and Younger
Average
Age (4) Risk Factor 10 (2)
Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks In Table 2.

8. Compute F by multiplying the risk factor values as indicated in Table 2.
TABLE 2. OCCUPANCY RISK FACTOR CALCULATION
M D L T A F
OCCUPANCY RISK || X [20] X [i1] X [ig] x [12] =
Step 3: Compute Adjusted Building Status (R) - Use Table 2.
A. I building is classified as “NEW" use Table 3A. If building is classified as "Existing” use Table 3B,
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.

TABLE 3A. (NEW BUILDINGS)

TABLE 3B. (EXISTING BUILDINGS)

R

1.0x[:F_]= ]

F R
0.6XM=;”

* FIRE/SMOKE ZONE |3 a space separated from all other spaces by floors, horlzontal exits, or smoke barrlers.

SURVEYOR SIGNATURE TITLE - DATE
S : = a3 )y i3
FIRE AUTHORITY SIGNATURE TITLE DATE |
S 7 (IR Fire Safaty Cinse i Y7 —/3
KA SR PSR D 7"S S L Supervisor Marshal Pagai



Step 4: Determine Safety Parameter Values - Use Table 4.
A. Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions

in the zone. Choose only one value for each of the 13 parameters. if two or more appear 10 apply, choose
the one with the lowest paint value. '

TABLE 4.

Safety Parameters

Safety Parameters Values

1. Constructlon Combustible NonCombustible
Types W, IV, and V Types | and li
Floor or Zons 000 111 200 211 +2HH 000 1 222, 332, 433
First -2 0 ( -2) (4] 0 2 2
Second -7 -2 -4 -2 2 2 a4
Third -9 -7 -9 -7 -7 2 3
4th and Above -13 -7 -13 -7 -9 -7 4
2. Interior Finish Clags C Class B Class A
(Corrdors and Exiis) -5(0) 0(3)' 3
3. Interor Finlsh Class C Class B Clasg A
{Rooms} TR 1(3) &)
4, Corridor None or Incomplete <'2 hour >z 10 <1 hour 2] hour
Partitions/Walis -10{0)* 0 1(0)* 2J0)*
5. Doors to Corridor »20 min FPR and
No Door <20 min FPR >20 min FPR Auto Clos.
10 0 €% 2(0)*
6. Zone Dimensgions Dead End No Dead Ends >30 it and Zone Length Is
>100 ft >50 fi to 100 & 30ftto 50 ft >150 100 ft 1o 150 ft <100 ft
-6{0)" -4(0)° -2(0)° -20)° o 1
7. Vertical Openings Open 4 or More Open 2 or 3 Enclosed with Indicated Fira Resist.
Floors Floors <ihr >1hrto<2hr >2 hr
14 -10 (o) 2(0)° 30
8. Hazardous Areas Dauble Deficisncy Single Deflctency No Deliclencles
In Zone Outside Zone In Zone In Adjacent Zong
-11 -5 -6 2 (6']
9. Smoke Control No Control Smoke Barrier Mech. Assigled Systems o
Sarves Zone by Zone
5(0° (o) 3
10 Emergency <2 Routes Multiple Routes
Movement W/O Horlzontal Horizontal
Routes Deficient Exit(s) Exit(s) Direct Exil(s)
(8) 2 0 1 5
1. Manual Fire Alarm "~ No Manual Fire Alam Manusal Fira Alarm
W/O F.D. Conn. W/F.D. Conn
4 1 [©)
12 Smoke Detection Corridor and Tolal Spaces
and Alarm None Carridor Only Rooms Only Habit, Spaces In Zone
03y’ 31 3(3)° 4 5
13 Automatic Comidor and Entire
Sprinkiers None Habit. Space Building
0 B (10)

NOTE: ° Use (0) where parameter 5 Is -10.
® Use (0) where parameter 10 is -8,

© Use (0) on ffoor with fewer than 31 patients
(existing bulldings only)

9 Use (0) where parameter 4 is -10.

For St units: 1 ft =0.3048 mi

® Use {0) where Parameter 1 is basad on lIrst floor zone or on an
unprotected type of constructlon {columns rarked "000" or "200")

" Use ( ) if the area of Class B or C interor finish in the corridor
and exit or room is protected by automatic sprinklers and
Parameter 13 is 0; use ( ) If \he room with existing Ciass C
interior finlsh is protected by automatic sprinklers, Parameter 4
is greater than or equal to 1, and Parameter 13 15 0.

9 Use lhis value In additlon to Parameter 13 if the antire zone is
protected with quick-response automatic aprinklers,

Form CMS-2786T (Q6/07) EF 06/2007
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Step 5:

Compute Individual Safety Evaluations - Use Table 5,

A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to every unshaded block in the line
with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 (Sprinklers) the value
entered in the People Movement Safety column is recorded in Table 5 as ': the corresponding vaiue

circled in Table 4.

Ow

of this sheet.

Add the four columns, keeping in mind that any negative numbers deduct.
Transfer the resulting total values for S1, Sz, Sa, S to blocks labeled S1, Sz,

Sa, Sa In Table 7 on page 4

TABLE &. INDIVIDUAL SAFETY EVALUATIONS

Containment Extinguishment | People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (S:) Safety (Ss)
1. Construction -7 -
2, Interior Finish
{Corr. and Exit) 3 3
3. Interlor Finish (Rooms) 3
4. Corridor Partitions/Walls 7
5. Doors to Corridor |
6. Zone Dimensions O
7. Vertical Openings O e AR i i} o O
8. Hazardous Areas O o
9. Smoke Control B m i o
10. Emergency Movement Routes -8
11. Manual Fire Alarm 2
12. Smoke Detection and Alarm 3
13. Automatic Sprinklers i

Total Value $i=17 S:= |3 Sa= L Sa= |1y
TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)
Containment Extinguilshment People Movement
(Ss) (Sv) So
Zone Location New Exist. New Exist, New Exist.
1% story 1 ® 15(12)° @ 8(5)° @
2 or 3rd story® 15 9 17(14)° 6 10(7)° 3
4 story or higher 18 9 19(16)® 6 11(8)° ]

a. Use (' ) in zones that do not contain patient sleeping rooms.
b. For a 2™ story zone location in a sprinklered EXISTING facility, as an altemative to the mandatory safety
requirement values sst specified in the table, the following mandatory values set shail be permitted to he
used: Sa=7, Sv=10, and Se=7

Form CMS-2766T (06/07) EF 06/2007

Page 3




Step 6: Delermine Mandatory Safety Requirement Values - Use Table 6.

A.  Using the classification of the building (i.e., New or Existing)
appropriate value in each of the three columns in Table 6.

B. Transfer the three circled values from Tabte 6 to the blocks marked Se, So, and St in Table 7.

C. For each row check “Yes” If the value In the answer block is zero or greater. Check

answer block is a negative number.

TABLE 7. ZONE FIRE SAFETV EQUIVALENCY EVALUATION

and the floor where the zone is located circle the

“No” if the value in the

Yes

No

Cortanaent iy Mandstoy 2l=el= | v
Setoy 3y mnus Mendely ) 2O el = | g
DooploMovamort inys  Mandatoy Paope W -01=0] | ¢
g:f';‘:;a('sf) minus gg:(ug%ncy 20 1?-: i : = é \/

TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET

Complete one copy of this workshest for each facility. Not Not
For each conslderatlon, select and mark the appropriate column. Met | Applic.

R s AT
'"'_3‘3(3'4‘,:;.

D

=
Ne

A. | Building utilties conform to the requiremenis of Section 9.1.

B. [ In new facliities onty, life-support systems, alarms, emergency communication systems, and
iflumination of generator set locations are powered as prescribed by 18.6.1.2 and 18.5.1.3.

C. | Heating and alr conditioning systems conform with the air conditloning, heating, and ventilating
systemns requirements within Section 9.2, except for enclosure of vertical.openings, which have
been considered In Safety Parameter 7 of Worksheet 4.7.6.

Fuel-buming space heaters and portable electrical space heaters are not used.
There are no flue-fed Incinerators,

An avacuallon plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and
19.7.1119,7.2.

Smoking regulations have been adopled and implemented in accordance with 18.7.4 and 19.7.4,
Draperies, upholstered fumiture, mattresses, fumishings, and dacoration combustibility s limited
in accordance with 18.7.5 and 19.7.5.

oxti ccardance wi requirem of 18.3.5.4 and 19.3.5.6.
Exit signs are provided In accordance with the requirements of 18.2.10.1 and 19.2.10.
Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9, .
Standpipes are provided in all new high rise bulldings as required by 18.4.2. v

mmo

z|e

Joded e e e fe ] <

CR & -

CONCLUSIONS

1. ;ﬂ All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that
prescribed by the Life Safety Cods.*

2. L] 0ne of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this
system to be equivalent to that prescribed by the Life Safety Code.®
“The equivalency covered by this worksheat includes the majority of considerations covered by the Lifa Safely Code. There are a few

considerations thal are not evaluated by this method. These must be considered separately. These additional considerations are covered in
Table 8, the “Facility Fire Safety Requlrements Worksheel.” One copy of this separate worksheet s to be completed (or each fachlity.

According to the Paperwork Reduction Act of 1895, no persons are required to raspond 1o & collection of Information unfess it displays a valkd OMB control number, The valld
OMB control number for this information collection la 0938-0242. The lima tequired lo complete this Informalion collection Is estimatad lo average 5 minules per response,
including the tima 1o review instructions, search existing dala resources, gather the dala needad, and compiete and raview Ihe Information collecion. If you have any comments
concaming the accutacy of the lima eslimale(s) or suggestlons lor improving this lomm, please write to: CMS, Atin: PRA Reports Clearance Officer, 7500 Security Boulevard,
Ballmore, Maryland 21244-1850.

Form CMS-2786T (06/07) EF 06/2007
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0242

ZONE_ & = OF __\| ZONES:

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES

2000 LIFE SAFETY CODE

 FACILITY .
Epenerce Cave Congpe

BUILDING

Ol-Man Buitppe

ZONE(S) EVALUATED
Firar Frooe. Norm

PROVIDER/VENDOR NO.
Zh5581

DATE OF SURVEY

031071

COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE

ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value.

CONDITIONS ARE THE SAME IN SEVERAL ZONES,

Choose only one for each of the five Risk Parameters.

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
Risk Parameters Risk Factors Values
1. Patient Mobility Status Mobile Limited Mobitity Not Moblle Not Movabie
Mobility (M,
Yy () Risk Factor 1.0 1.6 @ 4.5
| 2. Patient No. of Patients 1-5 6—10 1-30 %30
Density (D)
Risk Factor 1.0 12 15 @
3. Zone Floor 12 24 gr 3o 4b 10 69 7% and Above Basements
Locatlon (L, =
£ Risk Factor @ 12 1.4 16 16
. Patient 1=2 35 6-10 210 One or More
4. Ratio of catents
Patients to Attendant 1 1 1 1 None
fiondnts i) Risk Factor 10 1.1 12 - (15) 40
5. Patient Age Under 65 Years and Over 1 ysar 65 Years and Over 1 Year angd Younger
Average
Age (A) Risk Factor 1.0 (2

Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.
B. Compute F by multiplying the risk factor values as indicated in Table 2,

TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

M

D

L
occuPANcY RISK fa] x [ag] x [1f] x

T A F
bis] % [i2] = fud

Step 3: Compute Adjusted Building Status (R) - Use Table 2.
A. i building is classified as “NEW” use Table 3A. If building is classifted as “Exisling” use Table 3B.
B.  Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet,

TABLE 3A. (NEW BUILDINGS)

TABLE 3B. (EXISTING BUILDINGS)

wx[]=[]

F R
06 X [o7 = fr] =8

* FIRE/SMOKE ZONE is o space separated from all other spaces by floors, horizontal exits, or smoke barrlers.

SURVEYOR SIGNATURE e i
FIRE AUTHORITY SIGNATURE ] . TITLE . DATE Y

- == ] = Fire Safdty State Fira ~2~/3
Form CMS-2786T (08/07) EF 06/2007 //'} A b— Supervisor Warshal _—



Step 4:

Determine Safety Parameter Values - Use Table 4.

A, Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions
in the zone, Choose only one value for each of the 13 parameters. It two or more appear o apply, choose
the one with the lowest point value.

TABLE 4.

Safety Parameters

Safety Parameters Values

t. Construction Combustible NenCombustible
Types I, IV, and V Types land |
Floor or Zone 000 111 200 211 + 2HH 000 111 222, 332, 433
Flrst 2 0 2) 0 0 2 2
Second -7 -2 -4 2 2 2 4
Third -9 -7 -9 -7 -7 2 4
4th and Above -13 -7 -13 -7 9 -7 4
2. Interlor Finish Class C Class B Class A
(Corridors and Exits) -5(0) 0(3)
3. Interior Finish Class C Class B Class A
(Rooms) ET 1(3y
4. Conidor Nona or Incomplele <% hour >'% to <1 hour 21 hour
Partitlans/Walls -10(0)° 0 (0 @i‘
5. Doars to Corridor >20 min FPR and
No Door <20 min FPR =20 min FPR Auto Clos.
-10 0 (30)* 2(0)°
8. Zone Dimensions Dead End No Dead Ends >30 fi and Zone Length Is
>100 ft >50 ft to 100 ft 30 ft to 50 fi >150 it 100 ftto 150 ft <100 ft
-6{0)°) -4(0)° -2(0)" -2(0)° 0 1
7. Vartical Opanings Open 4 or More Open 2 0r3 Enclosed with Indicated Fire Rasist,
Floors Floors <1 hr 21 hrto<2hr >2 hr
-14 -10 0 0)° 3(Q)°
8. Hazardous Areas Double Deficiency Single Daficiency No Deficiencies
in Zone Outside Zone In Zone In Adjacent Zona
-1 -5 6 2 ( o“)
9. Smoke Control - No Controt Smoke Barrier Mech. Assisted Systams T
Serves Zone by Zone
-5(0)° (0) 3
10 Emergency <2 Routes Mulliple Routes
Movement W/O Horizontal Horizontal
Routes Deficient Exil{s) Exti(s) Direct Exit(s)
(-8) 2 0 1 5
11. Manual Fire Alarm " No Manual Fire Alarm Manual Fire Alanm
W/O F.D. Conn. WIF.D. Conn
4 i ©)
12 Smoke Datection Corddor and Total Spaces
and Alamm None Caorridor Only Rooms Only Hablt. Spaces In Zone
0(3)° 2(3)) 3(3)° 4 5
13 Automatic Comidor and Entire
Sprinkiers None Hablt. Space Bullding
0 8 ( 10)

NOTE: ® Use (0) where paramsler & is -10.

® Use (0) where parameter 10 is -8.

€ Use (0) on flcor wilh fewer than 31 patients
{existing buildings only)

! Use {0) where parameter 4 is -10.

For S) units: 1 ft = 0.3048 m

® Use (0) where Parameter 1 is based on first lloor zone or on an

unprotected type of construction (columns marked 000" or "200%)

' Use ( )if the area of Class B or C interior finlsh in the corridor

and exit or room is protected by automatic sprinklers and
Parameter 13 Is 0; use ( ) if the room with exlsting Class C
interior finish is protected by aulomatic sprinklers, Parameter 4
is greater than or equal to 1, and Parameter 13 Is 0.

¥ Use this value in addition to Parameter 13 if he entire zone is

protected with quick-response aulomatic sprinklers.

Form CMS-2786T (06/07) EF 068/2007
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Step 5:
A

circled in Table 4.

Compute Individual Safety Evaluations - Use Table 5.
Transfer each of the 13 circled Safety Parameter Values from Table 4 to eve
with the corresponding Safety Parameter in Table 5. For Safety Parameter 1
entered in the People Movement Safety column is recorded in Table 5 as -

B.  Add the four columns, keeping in mind that any negative numbers daduct.

C. Transfer the resulting total values for S1, Sz, Ss, Sc to blocks labeled S, Sz,

of this sheet.

ry unshaded block in the line
3 (Sprinklers) the value
the corresponding value

Sa, S inTable 7 on page 4

TABLE 5. INDIVIDUAL SAFETY EVALUATIONS

Contalnment

Extinguishment

Safety Parameters Safety (S») Safety (S2)

1. Construction -7 -2

2, Interior Finish ' SIS
(Corr. and Exit) Y, S e B

3. Interior Finish (Rooms)

4. Corridor Partitions/Walls

5. Doors to Corridor

6. Zone Dimensions

7. Vertical Openings

People Movement

General
Safety (Ss)

8. Hazardous Areas

9. Smoke Control

10.

Emergency Movement Routes

11. Manual Fire Alarm

12. Smoke Detection and Alarm
13. Automatic Sprinklers
Total Value Si= Se= 13 So= i Se= Jij
TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)
Contalnment Extinguishment People Movement
(Se) (S») So)
Zone Location New Exist. New Exist, New Exist.
14 story 1 @ 15(12)° 8(5)° @
2% or 3rd story® 15 g9 17(14) 6 10(7)° 3
4v story or higher 18 9 19(16)* 6 1(8) 3 |

a. Use ( ) in zones that do not contain patient sleeping rooms.

b. For a 2™ story zone location in a sprinkiered EXISTING facility,
requirement values set specified in the table,

used: Se=7, Sr=10, and Sc=7

as an alternative to the mandalory safety
the following mandatory values set shall be permitied to be

Form CMS-2786T (06/07) EF 08/2007
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Step 6:

Determine Mandatory Safety Requirement Values - Use Table 6.

A. Using the classification of the building (i.e., New or Existing) and the {loor where the zone is located circle the
appropriate value in each of the three columns in Table B.
B. Transter the three circled values from Table 6 to the blocks marked Ss, So, and Se in Table 7.
C. For each row check “Yes” If the value in the answer block is zero or greater. Check “No” if the value in the
answer block is a negative numbar.
TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION Yes No
Containment : Mandatory >0 St Se C
Safety (S) minug Containment (S.) Ml =15 =i . \/
Extinguishment . . Mandatory 0 S S E_
Safety (S2) Extinguishment (S)) Bl =[5]=]q J
People Movement ... .  Mandatory Peopte >0 Ss _Se_ e
Safety (So) Movement (S.) = 5] =[] = (3] v
General Occupancy S4 R G
minus 20
Safety (S«) Risk (R) = [g] = [T /
TABLE 8, FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET
Complete ore copy of this worksheet for each facility. Not | Not |
For each consideration, select and mark the appropriate column. Mat
A. | Building utilties conform to the requirements of Sectlon 9.1. U
B. [ In new facllities only, life-support systems, alarms, emergency communication systems, and
ilumination of generator set locations are powered as prescribed by 18.5.1.2 and 18.6.1.3,
C. | Healing and alr conditioning systems conform with the alr conditioning, heating, and ventilating
systems requirements within Sectlon 9.2, except for enclosure of vertical openings, which have \/
been consldered In Salety Paramater 7 of Worksheet 4.7.6.
D. | Fuelburning space heaters and portable electrical space heaters are not used. \{
E. | There ara no flue-fed incinerators. J
F. | An evacuation plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and \/
19.7.1/19.7.2.
G. | Smoking regulations have been adopted and implemented in accordance with 18.7.4 and 19.7.4, J
H. | Draperies, upholstered fumhure, mattresses, fumishings, and decoration combustibility is limited \/
in_ accordance with 18,7.5 and 18.7.5. _
1. |_Fire extinguishers are pre : o requirements of 18.3.5.4 and 19.3.5.6. v ]
J. | Exit signs are provided in accordance with the requirements of 18.2.10.1 and 19.2.10. \/
K. | Emergency lighting Is provided In accordance with 18.2.9.1 or 19.2.9. J
L. | Standpipes are provided in all new high tise bulldings as required by 18.4.2. ¥

CONCLUSIONS

1.;3 All of the checks in Table 7 are in the “Yes" column, The level of fire safety is at least equivalent to that
prescribed by the Life Safety Codea.*

2. [] One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this
system to be equivalent to that prescribed by the Life Safety Code.*
‘The equivalency covered by this worksheet includes the malority of considerations covared by Ihe Life Safely Code. There are a few

considerations that are not evaluated by this method. These must be considered saparately. These additional considerations are covered in
Table 8, the “Faciltty Fire Safety Requlrements Worksheet.” One copy of this separate worksheet Is to be completed for sach fachity.

s

Accarding 1o the Paperwork Reduction Act of 1695, no persons are required fo respond to a collection of informatlon unless it displays a valid OM8 control number. The vallg
OMB control number for this information collection s 0938-0242. Tha lime required fo complala this information collection Is estimated 1o aversge 5 minules per responss,
including the fime to review instructions, search oxiating dala resources, galher the dat neaded, and complele and review the Information collecion. If you haye eny commants
cancaming Ihe acturacy of the ime estlimate(s) or suggestions for improving this form, plaase write to: CMS, Atin: PRA Reports Cloarance Officer, 7500 Security Boulavard,
Balimare, Maryland 21244-1850,

Fort CMS-2788T (06/107) EF 06/2007
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

ZONE._.& . OF _|i

Form Approved
OMB No. 0938-0242

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES

2000 LIFE SAFETY CODE

FACILITY BUILDING .
_E_’BENEZER Covee Cesgret o) = Maw T%umﬂ;'?
ZONE(S) EVALUATED ~
Fizer Froor Souti
PROVIDERVENDOR NO. DATE OF SURVEY
2LR5RT ¢3]o1i3

COMPLETE THIS WORKSHEET FOR EACH ZONE, WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,

ONE WORKSHEET CAN BE USED FOR THOSE ZONES.
Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1.

A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value.

Choose only one for each of the five Risk Parameters.

ZONES

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
Risk Parameters Rlisk Factors Values
1. Patlent Mobifity Status Moblle Limited Mobility Not Mobile Nat Movable
Mobillty (49 Risk Factor 1.0 @ 32 45
2. Patient No. of Patlents 1-5 6~-10 11-30 >30
Dansity (D) —
Risk Factor 1.0 1.2 @ 2.0
3. Zone Floor 18 2 or 3 40 to & 7® and Above Basements
I
Locatlon 1) Risk Factor ( 1.1) 1.2 1.4 1.6 1.6
Patiqnis 1-2 &5 6-10 210 r
L habd Attendant 1 i 1 1 None
Attendants (7) Risk Factor 10. 1.1 12 15 @
5. Patient Age Under 65 Years and Over 1 year 65 Years and Over 1 Year and Younger
Average
Age (A} Risk Fagtor 10 12
2 N
. Step 2: Compute Qccupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corrasponding blocks in Table 2,
B. Compute F by multiplying the risk factor values as indicated in Table 2.
TABLE 2. OCCUPANCY RISK FACTOR CALCULATION
M D L T A F
occuPANCY RISK [i,] X [i5] x [ii] x [ko] X [12] = [z
Step 3: Compute Adjusted Building Status (R) - Use Table 2.
A, If building is classified as "NEW" use Table 3A. If building is classified as “Existing” use Table 38,
B. Transter the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.
TABLE 3A. (NEW BUILDINGS) TABLE 3B. (EXISTING BUILDINGS)
F R F R
ox | =[] 06 X g = fir]= g
* FIRE/SMOKE ZONE fs a apace soparated from all other spaces by floora, horizontal exits, or smoke barrlers.
SURYEYOR SIGNATURE ] _ TITLE DATE
w Free Sareny Resougties 110 Trestenr o3l
FIRE AUTHORITY SIGNATU J g TITLE DATE -
.. Fire Sgfety o J-2-13
Form CMS-2786T (08/07) EF 0BI2007 7 5 o = wrene TSy =
[ OIH Supervisor Marshaj st



Step 4: Delermine Safety Parameter Values - Use Table 4.
A

Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions
in the zone. Choose only one value for each of the 13 parameters. If two or more appear to apply, choose
the one with the lowest point value. '

TABLE 4.
Safety Parameters : Safety Parameters Values
1. Construction Combustible NonCombustible
Types lli, IV, and V Types t and 11
Floor or Zone 000 111 200 211 + 2HH 000 111 222, 332, 433
Firat 2 0 2) 0 0 2 2
Second -7 -2 -4 2 -2 2 4
Third -9 -7 -9 -7 7 2 a
4th and Above -13 -7 -13 7 9 -7 4
2. Interior Flnish Class C Class B CIas.g A
{Comidors and Exits) -5(0) o3y (8
3. Interior Finlsh Class C Class B Class A
{Rooms) -3(1y 1) [
4. Corridor None or Incomplste <2 hour > to <1 hour >1 hour
Partitlions/Walls -10(0)° C.‘D 1(0)° 2(0)°
5. Doots to Corridor >20 min FPR and
No Door <20 min FPR >20 min FPR Auto Clos.
-10 0 (o) 2(0)°
6. Zone Dimensions Dead End No Dead Ends >30 It and Zone Length Is
>100 ft >50 o 100 ft 30fito 50t >150 ft 100 fi 1o 150 ft <100 #t
-§0)) -4(0)° 2(0F 2(0F 0 1
7. Vartical Openings Open 4 or More Open2o0r3 Enclosed with Indicated Fire Resist,
Floors Floors <1 hr 21hrto<2hr >2 hr
-14 -10 (o 200" 3(0)°
8. Hazardous Areas Double Deficiency Singla Daficiancy No Deliciencies
In Zone Outside Zone In Zone In Adjacent Zone
-1 -5 -6 -2 (‘ 0
9. Smoke Control No Control Smoke Barriar Mech. Assisled Syslems &5
Serves Zone by Zone
-5(0)° {0) 3
10 Emergency <2 Houtes Mulliple Routes
Movement W/O Horizontal Horizontal
Routes Dellcient Exit(s) Exlt(s) Direct Exil(s)
m -2 0 1 5
11, Manual Fire Alarm No Manual Fire Alarm Manual Fire Atarm
W/O F.D. Conn. W/F.D. Conn
4 1 OR
12 Smoke Detection Corridor and Total Spaces
and Alarm None Corridor Only Rooms Only Hablt, Spaces In Zone
0{3) 2{3)%) 33y 4 5
13 Automatic Comidor and Entirs
Sprinklers None Habit. Space Building
0 8 ( 10)

NOTE: ° Use (0) where parameter 5 is -10.

® Use (0) where parameter 10 Is -8.

® Use (0) on ficor with fewer than 31 palients
(existing bulldings only)

¢ Use (0) where parameter 4 is -10.

For Sl units: 1 it = 0.3048 m

® Use (0) where Parameter 1 is bassd on first floor zone or on an
unprotected type of construction (columns marked “000” or “200™)

" Use ( ) if the area of Class B or C interlor finish In the corridor
and exit or room fs protected by automallc sprinklers and
Parameter 13 is 0; use ( ) if the room with exlsling Class C
interior finish is protected by automatic sprinklers, Parameler 4
is greater than,or equal to 1, and Parameter 13 is 0,

9 Use this value in addition to Parameter 13 if the entire zane is
protacted with quick-response automalic sprinkiers,

Form CMS-2786T (06/07) EF 06/2007
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Step 5: Compute Individual Safety Evaluations — Use Table 5.
A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to eve

with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 (Sprinklers) the value

entered In the People Movement Safety column is recorded in Table 5 as '/: the corresponding value

circled in Table 4.

B.  Add the four columns, keeping in mind that any negative numbers deduct.
C. Transfer the resulting total values for $1, Sz, S5, Sa to blocks labeled S1, Sz, S3, So in Table 7 on page 4

ry unshaded block in the line

of this sheet.
TABLE 5. INDIVIDUAL SAFETY EVALUATIONS
Containment Extingulshment | People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (S3) Safety (S4)
¥ m{%&g' i\?f"‘h
1. Construction =) -7 T?ti -7
2. Interior Flnish AL A
(Corr. and Exit 3
"~ 3. Interior Finish (Rooms) 3
4. Corridor Partitions/Walls Ie)
5. Doors to Corridor i
6. Zone Dimensions O
7. Vertical Openings O
8. Hazardous Areas O
9. Smoke Control O
10. Emergency Movement Routes ~R
11. Manual Fire Atarm 2
12. Smoke Detection and Alarm 3
13. Automatic Sprinklers 10 10 O +2= 0
Total Value Si= {5 Se={3 Sa= 4 Si= (2.
TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)
Containment Extinguishment People Movement
(Sv) (Sv) So
Zone Location New Exist. New Exlist. New Exist.
19 story 11 & 15(12)° @ 8(5)" 6
2 or 3rd story® 15 9 17(14)° 6 10(7)° 3
4t story or higher 18 9 19(16)° 6 11(8)° 3

a. Use () in zones that do not contain patient sleeping rooms.
b. For a 2™ story zone location in a sprinklered EXISTING facility, as an alternative to the mandatory safety
requirement values set specified in the table, the following mandatory values sef shall be permitted 10 be
used: Sa=7, Sv=10, and Sc=7

Form CMS-2786T (06/07) EF 06/2007
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Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.

A. Using the classification of the building (i.e., New or Existing) and the fioor where the zone is iocated circie the
appropriate value in each of the three columns in Table 6.
B. Transfer the three circled values from Table 6 to the blocks marked S, Sv, and S in Table 7.
C. Foreach row check “Yes” if the value in the answer block Is zero or greater. Check “No” if the value in the
answer block is a negative number.
TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION Yes No
Containment ; Mandatory 9 St S .
Safety (S1) minYS Containment (S 20 s] = 2] = o J
Extinguishment ... Mandatory >0 S So E )
Satety (S2) Extinguishment (S.) ] = [u] =4 J
ge?ple (I\Sﬂao)vemem minus  Mandatory Pecple >0 Sa Se P p
afety Movement (S.) - ] - | | = 4] {
General : Occupancy S4 R G
nus ) 20
Safety (Ss) il Risk (R) [ (2] = 8 = \/
TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEETY
Complete one copy of this worksheat lor each facllity. Not
For each conslderation, select and mark the appropriate column. Met Met
A. | Building utiflties conform to the requiremants of Section 9.1. v
B. | In new facillties only, life-support syatems, alarms, emergency communication systems, and
lMumination of ganerator set locations are powered as prescribed by 18.5.1.2 and 18.,5.1.3.
C. | Heating and air conditioning systems conform with the air conditioning, heating, and ventilating
systems requirements within Section 9.2, except for enclosure of vertical openings, which have \(
been considered in Safety Parameler 7 of Worksheet 4.7.6. )
D. | Fuel-buming space heaters and portable electrical space heaters are not used. \
E. | There are no flus-fed Incinerators. \(
- F. | An evacuation plan Is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and
. 19.7.1/19,7.2, - ‘/
G. | Smoking regulations have been adopted and implemented in accordance with 18.7.4 and 19.7.4. J
H. | Draperies, upholstered fumiture, mattresses, furnishings, and decoration combustibility is limited J
in accordance with 18.7.6 and 19.7.5. 7 i
_’_- : SNars are B g 10 3 (e W0 d 2.0.0. J,
J. | Exit slgns are provided in accordance with the requirements of 18.2.10.1 and 19.2.10. \/_
K. | Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9. J
L. | Standpipes are provided in all new high rise buildings as required by 18.4.2, \/

CONCLUSIONS

T. All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that
prescribed by the Life Safety Code.”

2. [L] One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this
system to be equivalent to that prescribed by the Life Safety Code.”
“The equivalency covered by this worksheet includes the majority of consideralions covered by the Life Salely Cods. There are a few

considerations that are not evaluated by this method. These must be considered separately. These additional considerations are covered In
Table 8, the “Facllity Fire Safaty Requirements Worksheet." One copy of this separate worksheet is to be completed for each facllity.

=

Accarding 1o the Paperwork Reduction Act of 1995, no persons are raquired to respand lo a colloction ol Information unless i displays a vaid OMB controd pumber. The valid
OMB cantroi numbaer for this Information collection is 0938-0242, The {ime required to complele this Information collsction la esatimated to avouge 6 minutes per response,
including the time o review Instnictions, search axisiing data resources, gathar the dala needed, and complete and review the information colection, Il you have any comments
concarning lhe accuracy of the ime eslimala(s) or suggestions for improving this lorm, please wiita 1o: CMS, Alin: PRA Reports Clearance Officer, 7600 Sacurity Boulovard,
Baltimore, Maryland 21244-1850,

Form CMS-27868T (068/07) EF 06/2007
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0242

ZONE_b____ OF 1
FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES
2000 LIFE SAFETY CODE

ZONES

FACILITY BUILDING
Erenezzr Cape Cerie 01- M Buising
ZONE(S) EVALUATED
Seconn Floor Ceper
PROVIDER/NVENDOR NO. DATE OF SURVEY
| 25581 3 o1l
COMPLETE THIS WORKS

ONE WORKSREET CAN BE USED FOR THOSE ZONES.

Step 1:  Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value.
Choose only one for each of the five Risk Parameters.

e

HEET FOR EACH ZONE. WHERE CONDIT!ONS ARE THE SAME IN SEVERAL ZONES,

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
Risk Parameters Risk Factors Values
1. Patlent Mobifity Status Moblie Limited Mobllity Not Mobile Not Movahle
Mobility (M
obilty () Risk Factor 1.0 16 @ 45
2. Patlent No. of Patlents 1-5 6-10 11-30 >30
Density (D)
Risk Factor 1.0 1.2 @ 2.0
3. Zone Floor 1» 20 oy 3¢ 4%t G 7t and Above Basemenis
Locatlon (L, -
w Risk Factor 1.1 (1 2) 14 1.6 1.6
—"_'_‘_—_n_...
Pallen =2 5 610 210 I
4. Ratlo of Folloniz e
Patients to Attendant i 1 1 ] None
{edentsi@) Risk Factor 1.0 1.1 1.2 (s 4.0
5. Patlent Age Under 65 Yoars and Qver 1 year 65 Years and Over 1 Yoar and Younger
Average et
Age (4) Risk Factor 1.0 @
Step 2: Compute Occupancy Risk Factor (F) - Use Table 2,

A, Transfer the circled risk factor values from Table 1 1o the comesponding blocks in Table 2.
B. Compute F by multiplying the risk factor values as indicated in Table 2.

TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

| M ©o L T A F
occuPANGY RisK o] x [15] x [ra] x [i5] x [i2] =

Step 3:

A. If building is classified as
B. Transfer the value of F fn

Compute Adjusted Building Status (R) - Use Table 2.
“NEW” use Table 3A. If building is classified as “Existing” use Table 3B.
om Table 2 to Table 3A or Table 3B as appropriate. Calculate R.

C. Transfer R to the block labeled R In Table 7 on page 4 of the work sheet.

TABLE 3A. (NEW BUILDINGS)

TABLE 3B. (EXISTING BUILDINGS)

wx[]=[]

F R
06 X [0y = [62] = 1

* FIRE/SMOKE ZONE ig a space separated from all other spaces by fioors, horizontal exits, or smake barrlers.

SURVEYOR SIGNATURE
Kadet g%ﬁ—&/ﬁ FiR

FIRE AUTHORITY SIGNATURE

TITLE

Presivg

DATE

031z

a ‘3%‘!\} %wmﬁf} LLC

Fire JSTE%EI

State FifPATE

Y—3 17

] /
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Step 4: Determine Safety Parameter Values - Use Table 4.

A. Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions
in'the zone. Chooss only one vaiue for each of the 13 parameters, Ii two or more appear t& apply, choose
the one with the lowest point value.

TABLE 4.
Safety Parameters Safety Parameters Values
1. Constnuction Combustible NonCombustible
Types I, IV, and V Types | and N
Floor or Zone 000 i 200 211 + 2HH 000 11 222, 332, 433
Flrst -2 0 2 0 0 2 )
Second -7 -2 A -2 2 2 4
Third -9 -7 K] -7 -7 2 4
4th and Above -13 -7 -13 7 9 7 4
2, Interior Finish Class C Class B Class A
(Corridors and Exits) -5(0)' 0(3)' é
3. Interior Finigh Class C Class 8 Class A
(Rooms) -3(1y 13y 3
4. Coridor None or Incomplele <'fe hour 2'+ o <1 hour >1 hour
Paritions/Walls -10(0)° 0 1(0F CIor
5. Doors to Corridor >20 min FPA and
No Door <20 min FPR >20 min FPR Auto Clos.
10 0 (1oy’ 2(0)°
6. Zone Dimensions Dead End No Dead Ends >30 i and Zone Length Is
>100 ft >50 ftto 100 ft 30ftto 50 ft >160 f 100 ft to 150 Rt <100 ft -
-6(0)" -4(0)° -2(0)° -2(0)° 0 1
7. Vertical Openings Qpen 4 or More Open2or3 Enclosed with Indicated Fire Resist.
Floors Floors <1 hr >1 hrio <2 hr >2 hr
-14 -10 0 2(0)° 3(0)9
8. Hazardous Arsas Double Deficiency Single Dellcisncy No Deficiencies
In Zone Outside Zone In Zone In Adjacent Zone
-1 5 -6 -2 )
9. Smoke Control No Contral Smoke Barrier Mech. Assisted Systems
Serves Zone by Zone
-5(0)° (0) 3
10 Emergency <2 Routes Multipte Routes
Movement W/O Horlzontal Horizontal
Routes Daeticient Exit(s) Exil(s) Direct Exit(s)
(-8) -2 0 1 5
1. Manual Fire Alarm " No Manual Fire Alarm Manua Fire Alarm
W/O F.D. Conn. W/F.D. Conn
-4 1 (2)
12 Smoke Detection Corridor and Total Spaces
and Alarm None Corrldor Only Rooms Only Hablt. Spaces In Zone
0@y %32 3@y 2 5
13 Automatic Comidor and Entire
Sprinklers Nons Habit. Space Building
0 8 (10)

NOTE: ? Usg (0) where parameter 5 is 10,

® Use (0) where parameter 10 (s -8.

° Usa (0) on floor with fewsr than 31 patients
(existing buildings only)

9 Use (0) where paramster 4 is -10.

For Sl units: 1 ft = 0.3048 m

® Use (0) where Parameter 1 is based on first floor zone or on an
unprotected type of construction (columns marked ‘000" or “2007)

Use ( )il Ine area of Class B or C intsrior finish in the corridor
and exit or room is protected by automalic sprinklers and
Parameter 13 is O; use { ) if the room with existing Class C
interior finish is protected by automatic sprinklers, Parameter 4
is greater than or equal to 1, and Parameter 13 is (.

v

Use this value in addillon to Parameter 13 if the enlire zone is
protectsd with quick-response automatic sprinklers,

Fonm CMS-2766T (06/07) EF 06/2007
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Step 5: Compute Individual Safety Evaluations - Use Tabie 5.

A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to every unshaded block in the line
with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 (Sprinklers) the value
entered in the People Movement Safety column is recorded in Table 5 as ' the corresponding value
circled in Table 4.

B.  Add the four columns, keeping in mind that any negative A'umbers deduct.

C. Transfer the resulting total values for S, Sz, Sa, Sa to blocks labeled S1, Sz, Ss, Sa in Table 7 on page 4

of this sheet.
TABLE 5. INDIVIDUAL SAFETY EVALUATIONS
Containment Extinguishment | People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (Ss) Safety (Ss)
1. Construction «1.',
2. Interior Finish .
(Corr. and Exit) 3
3. Interior Finish (Rooms) 3
4. Corridor Partitions/Walis 7
5. Doors to Corridor i
6. Zone Dimensions e}
7. Vertical Openings O
8. Hazardous Areas e
9. Smoke Control e
10. Emergency Movement Routes -8
11. Manual Fire Alarm 2
12. Smoke Detection and Alarm %
13. Automatic Sprinklers 5 o
Total Value Si= |5 Sa= |\ Se= Ly Sei= )
TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)
Containment Extinguishment People Movement
(Sn) (SB) 0
Zone Locatlon New Exist. New Exist. New Exist.
12 story 11 5 15(12)° 4 8(5)° 1
2% or 3rd story® 15 ® 17(14)° ® 10(7)* &
4% story or higher 18 9 19(16)* 6 ey 3

a. Use () in zones that do not contain patient sleeping rooms.

b. For a 2™ story zone location in a sprinklered EXISTING facility, as an altemative to the mandatory safety
requirement values set specified in the table, the following mandatory values set shait be permitted to be
used: Sa=7, Sv=10, and Se=7

Form CMS.2786T (08/07) EF 08/2007 Page 3




6: Datermine Mandatory Safety Requirement Values - Use Table 6.

A. Using the classification of the building (i.e., New or Existing) and the lloor where the zone is located clrcle the
appropriate value in each of the three columns in Table 6. . -

B. Transfer the three circled values from Table 6 to the blocks marked Sa, Sb, and S¢ In Table 7.

C. For each row check “Yes” if the value in the answer block is zero or greater. Check “No” If the value in the

answer block is a negative number.

TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION

Yes No
Containment minus  Mandatory >0 St S C ,
Safety (S1) Containment (S.) 5| = 1q = s N
Extinguishment ... Mandatory >0 Se Sb E »
Satety (S2) Extinguishment (S.) - nl =6l = 5 .\‘f
People Movement Mandatory People >0 Ss Se B .
Safety (S3) [ Movement (S.) B id = lisl = k) \/
General : Occupancy S R G
minu h 20 — /
Safety (S4) S Risk (R) al =[] = ) 5 v
TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET
Complete one capy of this worksheet for each facility. Not Not
For each consideration, select and mark the appropriate column. Met Met Applic.
A. | Building utiliies conform to the requirements of Section 9.1. v e
B. | In new facilities only, life-support systems, alarms, emargency communication systems, and
illumination of ganarator set locations are powered as prascribed by 18,5.1,2 and 18.5.1.3.
C. | Heatlng and air conditioning systems conform with the air conditioning, heating, and ventilating
systems requiremenls within Section 9.2, except {or enclosure of verical openings, which have \}
been considered in Saloty Parameter 7 of Worksheet 4.7.8. ;
D. | Fuel-buming space heaters and portable electricat space heaters are not used. J,
E. | There are no flue-fed incinerators, J
F. | An evacualion plan Is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and J
19.7.1/19.7.2 . )
G. | Smoking regulations have baen adopted and implemented in accordance with 18.7.4 and 19.7.4. \,/
H. | Draperies, upholstered fumiture, mattresses, furnishings, and decoration combustibility is limited \f[
_in accordance with 18.7.5 and 19.7.5. ¢
.| _Fire extinquishers are od In £ 5 » onts 4 and 19.3.5.6 J
J. | Exit signs are providad in accordance with the reguiremants of 18.2.10.1 and 19.2.10. v _
K. | Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9. v
L. | Standpipes are provided in afl new high rise buildings as required by 18.4.2. \,7

CONCLUSIONS

1. B All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that
prescribed by the Life Safety Code.*

2. [ One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this
system to be equivalent to that prescribed by the Life Safety Code.*
*The equivalancy coverad by this workshest includes the malority of considerations covered by the Lile Salely Code. There are a few

considerations Ihal are not evaluated by this method. These must be considered separatsly. These additionat conslderations are covered in
Table 8, the “Facliity Fire Salety Requirements Worksheat.” One copy of this separate worksheet is 1o be completed for each facility.

According to the Papenork Reduction Act of 1995, no persons are required (0 respond 1o a collection of Information unlesa i displays & valid OMB controf numbar. The valid
OMB control numbar lor this information collection is 0938-0242. The lime required to complela this information collection Is estimated to averege 6 minules per response,
including the ime to raview Instructions, search existing data resources, galber the data needed, and compiele and raview the Information collection, It you have any comments
concemning the accuracy of e tme eslimale(s) or suggestions lor Improving Ihis form, please write to: CMS, Attn: PRA Reports Clesrance Offiesr, 7500 Security Boulevard,
Baltimore, Maryland 21244-1850,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0242

ZONE_ T OF I 7ONES

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES

2000 LIFE SAFETY CODE

FACILITY BUILDING .
renezee. Cage Cersmee o\-Maixt Buipine
ZONE(S) EVALUATED
Seeonn Fuoog Nogry
PROVIDER/VENDOR NO. : DATE OF SURVEY
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COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,
ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1: Determine Occupancy Risk Parameter Factors

- Use Table 1.

A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value.

Chaose only one for each of the five Risk Parameters.
TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
Risk Parameters Risk Factors Values
1. Patlent Mobility Status Mobite Limfted Mobility Not Moblla Not Movabie
Mobllity (A4, :
v (M) Risk Factor 1.0 16 . G2) 45
2, Patfent No. of Patients 1-5 6-10 11-30 30
Density (D) =
Risk Factor 1.0 12 Gs) 20
3. Zone Floor 18 2" gr 3¢ 48 to gn 7% and Abova Basements
Locatlon (L, T
e Risk Factor 1.1 Qz) 14 1.6 1.8
. Patlants 122 35 6-10 =10 One or More
4. Ratio of p
Palents to Attendant 1 1 1 . 1 None
Altgndantai(m) Risk Factor 1.0 1.1 12 ) 40
5. Palient Age Under 65 Years and Over 1 year 65 Years and Over 1 Year and Younger
Average
Age (A) Risk Factor 1.0 @

Step 2: Compute Occupancy Risk Factor (F) - Use Tab
A
B. Compute F by muitiplying the risk factor values

le 2,

Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.

as indicated in Table 2.

TABLE 2. OCCUPANCY

RISK FACTOR CALCULATION

M D L T A F
OCCUPANCY RISK x [is] x [i2] x [ig] x =

Step 3: Compute Adjusted Building Status (R) - Use Table 2,
A. [f building is classitied as “NEW"” use Table 3A. if building is classified as “Existing” use Table 3B.
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R,

C. Transfer R to the block labeled R in Table 7 on

page 4 of the work sheet. :

TABLE 3A. (NEW BUILDINGS)

TABLE 3B. (EXISTING BUILDINGS)

wx[J=[]

F R
06 X [iot] = [ua] =1

* FIRE/SMOKE ZONE fs a space separated from all other spaces by flicors, horizontal exits, or smoke bartlers.

SURVEYOR SIGNATURE __ - TITLE — BDATE
ek S St Tiee Shery Resourers UL Presipier o3zl

IGNATURE , T
Uy Fire SafpH'* State Fia |° 9~ /7 |
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Step 4: Determine Safety Parameter Values - Use Table 4.
A. Select and circle the safety value for each safety paramster in Table 4 that best describes the conditions
in the zone. Choose only one value for each of the 13 parameters. if two or more appear 1o apply, choose
the one with the lowest point value.

TABLE 4.
Safety Parameters Safety Parameters Values
1. Construction ; Combuslible NonCombustible
Types I, IV, and V Types | and 1|
Floor or Zons 000 111 200 211 + 2HH 000 ibh! 202, 332, 433
First -2 0 -2 0 0 2 2
Second -7 -2 &) -2 2 2 3
Third -9 -7 -9 -7 -7 2 4
4th and Abova -13 -7 -13 -7 -9 -7 4
2, Interior Finish Class C Class B Clags A
{Cordors and Exits) -5(0)' o) ((%B
3. {ntartor Finish Class C Class B Clags A
(Rooms) -a(y 1(3) ('gj
4. Corridor None or Incomplete <'h hour >* to <1 hour >1 hour
Partilions/Walls -10{0)° 0 10) oy
5. Doors to Corridor >20 min FPR and
No Door <20 min FPR >20 min FPR Auto Clos.
-10 0 oy 2(0)°
6. Zone Dimensions - Dead End No Dead Ends >30 ft and Zone Length Is
>100 ft >50 ft to 100 ft 30 1o 50t >150 it 100 ft to 150 ft <100 ft
-6{0)%) -4(0)° 2(0)" -2(0)° 0 1
7. Vertical Openings Open 4 or More Open 20r3 Enclosed with Indicated Fire Resist.
Floors Floors <1 hr >1 hrto <2 hr >2 hr
14 -10 0 20 3(0)°
8. Hazardous Areas Double Deliciency Single Deficiency No Dsflicienciss
In Zone QOutside Zone In Zone In Adjacent Zone )
-1 -5 -6 -2 (o]
9. Smoke Control No Control Smoke Barrier Mech. Assisted Systems
Setves Zone by Zone
5(0)° (o) 3
10 Emergency <2 Routes Mulliple Routes
Movement W/O Horizontal Horizontal
Routes Defictent Exil(s) Exit{s) Direct Exit(s)
(8) 2 0 1 5
11. Manual Fire Alarm No Manual Fire Alamm Manual Fire Alarm
W/O F.D, Conn, W/F.D. Conn
4 1 @
12 Smoke Detection Corridor and Total Spaces
and Alarm None Conridor Only Rooms Only Habit. Spaces In Zone
0(3p 2(3)) 3@y 4 5
13 Autornatic Corridor and Entire
Sprinklers None Habit. Space Building
0 8 (10)
NOTE: ® Use (0) where parameter 5 is -10. ¢ Use (0) where Parameter 1 is based on first floor zone or on an

unprotected type of construction (columns marked "000" or “200"

© Use (0) on floor with tewer than 31 patients ' Use ( ) if the area of Class B or C interior finish In the corridor
(existing bulldings only) and exit or room Is prolectqd by automatllc sprinklers and

d Parameler 13 is 0; use ( ) if the room wilh existing Class C
Use {0) whare parameter 4 is -10. interior finigh is protected by automatic sprinklers, Parameter 4

is greater than or squal 10 1, and Parameler 13 is 0.

' Use (0) where parameter 10 is -8.

¢ Use this value in addition to Parameter 13 if the entire zong is

For Sl units- =
Jisgule il protected with quick-response automatic sprinklers.
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Step 5:  Compute individual Safety Evaluations — Use Table 5. .

A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to every unspaded block in the line
with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 {Sprinklers) the value
entered in the People Movement Safety column is recorded in Table 5 as ' the corresponding value
circled in Table 4. ;

B. Add the four columns, keeping in mind that any negative numbers deduct.

C. Transfer the resulting total values for S1, Sz, Ss, Sa to blocks labeled Ss, Sz, Ss, Se in Table 7 on page 4

of this sheet.
TABLE 5. INDIVIDUAL SAFETY EVALUATIONS
Containment Extingulshment | People Movement General
Safety Parameters Safety (51) Safety (Sz2) Safety (S3) Satety (Ss)
1. Construction - j_(_ - ‘Ll'
2. Interior Finish . :
(Corr. and Exit) 3 3
3. Interior Finish (Rooms) 3 fnsh 3
] S
4. Corridor Partitions/Walls ya o 2
5. Doors to Corridor ; I
6. Zone Dimensions O
7. Vertical Openings O
8. Hazardous Areas o
8. Smoke Control 0O
10. Emergency Movement Routes -8
11. Manual Fire Alarm 2
12. Smoke Detection and Alarm 3
13. Automatic Sprinklers i0 10 1o +2=5 0
Total Value S1= |5 Se= |} Si= by Si= |2
TABLE 6. _
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)
Containment Extingulshment People Movement
{Sa) (Sw) (S)
Zone Locatlion New Exist. New Exist. New Exist,
12 story 1 5 15(12)° 4 8(5)° 1
2% or 3rd story® 15 ® 17(14) & 10(7) @&
4® story or higher 18 9 19(16)° 6 11(8)° 3

a. Use () in zones that do not contain patient steeping rooms.

b. For a 2™ story zone location in a sprinklared EXISTING facility, as an altemative to lhe mandatory safety
requirement values set specified in the table, the following mandatory values set shall be permitted to be
used: Sa=7, Su=10, and Se=7
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Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.
A.  Using the classification of the bullding (i.e., New or Existing) and the floor where the zone is located circle the
appropriate value in each of the three columns in Table 6.
B. Transfer the three circled values from Table 6 to the blocks marked Sa, Sv, and Se in Table 7.
C. For each row check “Yes” if the value in the answer block is zero or greater. Check *No” if the vatue in the
answer block is a negative number.

TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION Yes No
Containment minus  Mandatory >0 S Se c )
Safety (S1) Containment (S.) - wl =14 = | s J
Extinguishment . . Mandatory >0 Se Sb E
Safety (Sz) Extinguishment (Sx) Wl =[] = = J
People Movement Mandatory People S Ss Se 2.
Safety (Ss) IS Movement {S) 0 | = [ 5| = |} \/
General Occupancy S R G
minus h 20
Salety (S¢) Risk (R) 2] = [1] = [3] J
TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET
Complete ane copy of this worksheat for sach facllity, Not Not
For each conslderalion, select and mark the appropriate column.. M,ﬂ Met | Applic.
A. | Building utilities conform to the requirements of Section 9.1. v el
B. | Innew facliities only, life-suppon systems, alarms, emergency communication systems, and
iluminatlon of generator set locations are powered as prescribed by 18.5.1.2 and 18.6.1.3.
C. | Heatling and air conditioning systems conform with the alr conditioning, heating, and ventilating
systems requirements within Section 9.2, except for enclosure of vertical openings, which have \l/
been considered in Salsty Parameter 7 of Worksheet 4.7.6.
D. | Fuel-burning space heaters and portable electrical space heaters are not used. v
E. | There are no flue-fed incinerators. J
. | An evacuatlon plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and
19.7.1/19.7.2. ‘(
G. | Smoking regulations have been adopted and implemented in accordance with 18.7.4 and 19.7.4. i
H. | Draperies, upholstered fumiture, matiresses, furnishings, and decoration cambustibility is Hmited \/
in_accordance with 18.7.5 and 19.7.5.
L. {_Fire extinguishers are provided In accordance with the requirements of 18.3.5.4 and 19.3.5.6. J LRS!
J. | Exilt signs are provided in accordance with the requirements of 18.2.10.1 and 19.2.10. J,
K. | _Emergency lighting is provided in accordance with 18.2.9.1 or 18.2.9. J
L. | Standpipes are provided in afl new high rise buildings as requirad by 18.4.2. Vi

CONCLUSIONS

1. M All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that
prescribed by the Life Safety Code.”

2. L] One of more of the checks in Tabla 7 are in the “No” column. The level of fira safety is not shown by this
system to be equivalent to that prescribed by the Life Safety Code.*
“The equivalency covared by this worksheet includes the majority of considerations covared by the Life Salety Code. There are a fow

considerations Ihat are not evalualed by this method. These must be considered separalely. These additional considerations are covered in
Table 8, the “Facliity Fire Safety Requirements Worksheat." One copy of this separate worksheet Is to be completed for each faclility.

According to the Paperwork Reduction Act of 1995, no persons are required 1o respand to a collection of Information unless it displays & valld OMB control number, The valid
OMB conitrol number for this Information colleclion s 0938-0242. The time requlred to complete this information collection is estimaled (o 8verage 5 minules per responss,
including the time to review Instnuctions, search existing data resources, gather the data needed, and complate and raviaw the Information collection, Il you have any comments
conceming Ihe accuracy of the tims eslimato(s) or suggestions lor Improving this form, ploaso wrilo to; CMS, Atin: PRA Repoits Claarance Oflicar, 7500 Security Boulavard,
Baltimore, Maryland 21244-1850.
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FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILTIES
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COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,

ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter In Table 1, select and circle the appropriate risk factor value.
Choose only one for each of the five Risk Parameters.

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
e e o
Risk Parameters Risk Factors Values
1. Patlent Mobilfity Status Mobile Limited Mobility Not Mobite Not Movable :
Mobility (M, — e
LA Risk Factor 1.0 16 @ 45
2. Patient No. of Pafieriia™ 1-5 6-10 11-30 >30
Density (D)
Risk Factor 1.0 12 (s 2.0
3. Zone Floor 1 2« or 34 4t ig 6o 7% and Above Basements
Locatlon (L,
) Rigk Factor 1.4 G2) 1.4 16 16
: Patjonts 1=2 35 6-10 210 One or More
4. Ratio of 2
Patients to Altendant 1 1 1 1 None
Atlendants (7) Risk Factor 1.0 11 12 4.0
T — f—
5. Patient Age Under 65 Years and Over 1 year 65 Years and Over 1 Year and Younger
Average
Age (A) Risk Factor 1.0 (2)
: ]
Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.

B. Compute F by multiplying the risk factor values as indicated in Table 2.-

TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

F

o]

M D LT
OCCUPANCY RISK [37] x [i] x

A
2] x [1s] x [ia] =
Step 3: Compute Adjusted Building Status (R) - Use Table 2.

A. If building is classified as “NEW” use Table 3A. If building is classifled as "Existing” use Table 3B.

B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate, Calculate R.

C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet,

TABLE 3A. (NEW BUILDINGS)

TABLE 3B. (EXISTING BUILDINGS)

wx[]=[]

F R
0.6x=:::’]

* FIRE/SMOKE ZONE is a space separated from all other spaces by floors, horizontal exits, or smoke barrlers.

SUBVEYOR SIGNATURE R TITLE. DATE
S : sy Resougess LLe Presieir liz/
FIRE AUTHORITY SIGNA L@?__ Fire S fgny Siate Firo |DATE =y
¢ j, " 1 g : As
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Step 4: Determine Safety Parameter Values - Use Table 4.
A, Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions
in the zone. Choose only one value for each of the 13 parameters, If two or more appear to apply, choose
the one with the lowest point value,

TABLE 4.
Safely Parameters Safety Parameters Values
1. Construction Combustible NonCombustible
Types ill, IV, and V Types 1 and |
Floor or Zone 000 i1 200 211 + 2HH 000 111 222, 332, 433
First o) 0 2 0 0 2 2
Second -7 -2 4) -2 -2 2 )
Third -9 -7 -9 -7 -7 2 3
4th and Above -13 -7 -13 -7 -9 -7 4
2. Interlor Finish Class C Class B Class A
(Corridors and Exits) -5(0) 0@’
3. Interlor Finish Class C Class B Class A
{Rooms} 31y 13y @
4. Coridor None or Incomplete <> hour >'f2 10 <1 hour >1 hour
Pariitions/Walls -0(0)° 0 11o¢ (2o
5. Daors to Corridor 220 min FPR and
) No Door <20 min FPR >20 min FPR Auto Clos.
-10 0 (1o 2(0)°
6. Zona Dimensions Dead End No Dead Ends >30 #t and Zone Langth |s
>100 ft >50 ft 10 100 ft 30 Rto50 1 >150 ft 100 R to 150 it <100 ft
-80)%) -4(0)° -2(0)° -2(0)° 0 1
7. Vertical Openings Open 4 or More Open2eor3 Enclosed with Indicated Fire Resisl.
Floors Floors <1l 21 hrlo <2 hr 2 hr
-14 -10 (0) 2(0)* 3(0)°
8. Hazardous Areas Doubte Deficiency Single Deficiency No Deficiencies
In Zone Qutside Zone In Zone in Adjacent Zone
-1 -5 -6 -2 (: (D
9. Smoke Control No Controf Smoke Barrier Mach, Assisted Systeins
Serves Zone by Zone
-5(0)° (o) 3
10 Emergency <2 Roules Mulliple Roules
Movement ' W/C Horizontat Morizontal
Routes Defictent Exit(s) Exi(s) Direct £x1K(s)
@ 2 g j :
11. Manual Fire Atam No Manuat Firg Alarm Manual Fire Alarmn
W/O F.D, Conn. W/F.D. Conn
-4 1 @
12 Smoke Detection Corridor and Total Spaces
and Alarm None Conidor Only Rooms Only Habit. Spaces In Zone
0(3)° 239 3(3)° 4 5
13 Automalic Corridor and Entire
Sprinklers None Habit, Space Building
G g (i6)
NOTE: ® Use (0) where parameter 5 is ~10. ® Uss (0) whers Parameter 1 is based on first fioor zone or on an

b Use (0) where parameter 10 s -6. unprotacted type of constiruclion (columns marked 000" or “200")

° Use (0) on floor with tewer than 31 patients
(existing buildings only)

" Use ( )if the area of Class B or C Interior finish in the corridor
and exit or room is protected by automalic sprinklers and

. Parameter 13 Is 0; use ( ) il the room with existing Class C
Use (0) where parameter 4 is -10. interior finish is protacted by automatic sprinklers, Parameter 4

is greater than or equal to 1, and Parameter 13 is 0,

9 Use this value In additlon to Parameter 13 if the entire zone is

For Sl units: =03048 m
Ul AL protacted with quick-response automatic sprnklars,
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Step 5: Compute Individual Safety Evaluations — Uss Table 5.

A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to every unshaded block in the line
with the corresponding Satety Parameter in Table 5. For Safety Parameter 13 (Sprinklers) the value
entered in the People. Movement Safety column is recorded in Table 5 as ' the corresponding valye
circled in Table 4.

B.  Add the four columns, keeping in mind that any negative numbers deduct.

C. Transfer the resulling total values for S, Sz, Ss, Ss to blocks labeled St, Sz, Ss, Sa in Table 7 on page 4

of this sheet.
TABLE 5. INDIVIDUAL SAFETY EVALUATIONS
Containment Extinguishment | People Movement Genera}
Safety Parameters Safety (S1) Safety (S2) Safety (S3) Safety (Sq)
1. Construction -l | -l
2. Interior Finish 5 2
- (Corr. and Exit) 3 o ) o 3
i e
3. Interior Finish (Rooms) o) 3’\’ ; B, 2 : ?e;%%
k2% 5 g
4, Corridor Partitlons/Walls 2. 5‘-1;_.‘-;. 2
~ef)
5. Doors to Corridor ; |
6. Zone Dimenslons O
7. Vertical Openings e
8. Hazardous Areas I8}
9. Smoke Control O
10. Emergency Movement Routes -8&
11. Manual Fire Alarm 2.
12, Smoke Detection and Alarm 3
13. Automatic Sprinklers 10
Total Value Sa= 12,
TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)
Containment Extinguishment People Movement
(Ss) (Sv) (S¢)
Zone Locatlon New Exist, New Exlst. New Exist.
1% story 1 5 15(12)° 4 8(5)* 1
2% or 3rd story® 15 @ 17(14)° ® 10(7)* @
4" story or higher 18 9 13(16)° 6 11(8)° 3

a. Use () in zones that do not contain patient sleeping rooms.

b. For a 2 story zone location in a sprinklered EXISTING facifity, as an altemative to the mandatory safety
requirement values set specified in the table, the following mandatory values set shall be permitted to be
used: Sa=7, Sv=10, and Se=7 :
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Step 6: Determine Mandatory Salety Requirement Values - Use Table 6.
A.  Using the classification of the building (i.e., New or Existing) and the floor where the zone is located clicle the
appropriate value in each of the three columns in Table 6. '
B. Transter the three circled values from Table 6 to the blocks marked Se, Sb, and Se in Table 7.
C. For each row check “Yes” If the value in the answer block is zero or greater. Check “No”" if the value in the
answer block is a negative number.

TABLE 7, ZONE FIRE SAFETY EQUIVALENCY EVALUATION Yes No
Containment minus  Mandatary 50 St Ss c
Safety (S1) Containment (S.) sl ={q] = o J
Extinguishment Mandatory S2 Sv €
3 20
Safety (Sz) minue e inguishment (S wl=[u]1=1s J
People Movement ;,s Mandatory People >0 Ss Se P
Safety (Ss) Movement (S.) gl = | 3| =4 i
General , Occupancy S4 R a
minus 20 — .
Saety (S¢) Risk (R) 2] =[] =[5 ok
TABLE 8, FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET
Complete one copy of this worksheet for sach facility. Not Not
For each consideration, select and mark the appropriate column. Met Met | Applic.
A. | Building uliilies conform to the requirements of Section 9.1. Vv ARG
B. [ In new facilllies only, life-support systems, alarms, emergency communication systems, and
ilurnination of generator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3.
C. | Heating and alr conditioning systems conform with the air conditloning, heating, and ventilating
systems requirements within Section 9.2, except for enclosure of vertical openings, which have J
been consldered In Safety Parameter 7 of Worksheet 4.7.6.
D. | Fuel-burning space heaters and portable electrical space heators are not used. J
E. | There are no flus-fed incirierators. J
F. | An evacuation pian is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and
19.7.1/19.7.2. : J
G. | Smoking regulations have besn adopted and implemented in accordance with 18.7.4 and 19.7.4. J
H. | Draperies, upholstered fumiture, mattresses, fumishings, and decoration combustibllity is fimited J
In accordance with 18,7.6 and 19.7.5.
I Fire e nauishers ars [ f ance with the requirements of 18.3.5.4 and 19.3.5.6 J
J. | _Exit signs are provided In accordance with the requirements of 18.2.10.1 and 19.2.10. J
K. | Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9, v
L. | Standpipes are provided In all new high rise buildings as required by 18.4.2, ‘/

CONCLUSIONS

1'& All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that
prescribed by the Life Safefy Code.*

2. {_] One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this
system to be equivalent to that prescribed by the Life Safety Code.*
"The equivalency covered by lhis warksheet includes the melority of considerations covered by the Life Safety Code. There are a few

considerations lhat are not evaluated by this method. These must be considered separately. These additional conslderations are covared in
Tabte 8, the “Facliity Fire Salety Requirements Worksheet.” One copy of this separate worksheet is to be completed for each facllity.

According ta the Paperwork Reduction Act of 1995, 60 persons are required 10 1espond to a colloction of information nloss t displays & valkd OMB control number. The valid
OMB confrol number for this information callection is 0938-0242. The lime required 1o complete this information collsction is estimated to avemge 5 minutes per response,
including the fime to review Insiructions, seasch existing data rasourcas, gather the dala needed, and compleie and roview the information coliscton, Il you have any comments
concerning the accuracy of the time estimale(s) of suggestions for Improving this lorm, plaase writs lo: CMS. Atin: PRA Reports Clearance Officer, 7500 Security Boulsvard,
Baltmore, Maryland 21244-1850,
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COMPLETE TH|S WORKSHEET FOR.EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERA| ZONES,

ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value.
Choose only one for each of the five Risk Parameters.

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
Risk Parameters Risk Factors Values
1. Patient Mobility Status Mobile Limited Mobility Not Moblle Nol Movable
Mobillity (M,
e Risk Factor 1.0 16 . ) 45
2, Patlent No. of Patients 1-5 6-10 11-30 >a30
Density (D)
Risk Factor 1.0 1.2 @ 20
3. Zone Floor 1# 2w or 3¢ 410 62 7% and Above Basements
Location (L)
Risk Fagtor 14 @ 14 1.6 16
jent ' 12 35 610 210 One or More
4. Ratio of Patiants
Pallents to Attendant 1 1 1 1 None
(i) Risk Factor 1.0 1.1 12 ®) 40
5. Patlent Age Under 65 Years and Over 1 year 65 Years and Over 1 Year and Younger
Average
Age (4) Risk Factor 10 12)

Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.
B. Compute F by multiplying the risk factor values as indicated in Table 2.

TABLE 2, OCCUPANCY RISK FACTOR CALCULATION

L T A

M D F
OCGUPANCY RISK X lis] x [iz] x [is] x 2] = [oa

Step 3: Compute Adjusted Building Status (R) - Use Table 2,

A. if building is classified as “NEW" use Table 3A. If building is classified as “Existing” use Table 3B,

B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.

TABLE 3A. (NEW BUILDINGS) TABLE 3B. (EXISTING BUILDINGS)

F AR F R
ox[ =[] 06 X fou] = foz] =7

* FIRE/SMOKE ZONE is a space soparated from all other spaces by floors, hortzontal exits, or smoke barrlers.

SUSWEYOFI SIGNATURE = TITLE > DATE :
At AUT% m} =Ty Resodraes Lr_ Pegsied %JI?JI";
Fl Y SIGNATUR Fire . DAT 5
B Fire SafpHyLE State Fira | -2 -8
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Step 4: Determine Safety Parameter Values - Use Table 4. '
A. Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions

in the zone. Choose only one value for each of the 13 parameters. If two or more appear to apply, choose

the one with the lowest point value.

TAB

LE 4.

Safety Parameters

Safety Parameters Values

1. Construction Combustible NonCombustible
Types I, IV, and V Types | and 1)
Floor or Zone 000 11 200 211 + 2HH 000 111 222, 332, 433
First -2 0 . -2 0 0 2
Second -7 -2 -4 2 2 2 4
Third -9 -7 [ -7 -7 2 4
4th and Above -13 7 <13 -7 -9 -7 4
2. Interior Finlsh Clags C Class B Class A
(Corridore and Exits) -5(0)' 03"
3. Intertor Finish Class C Class B Clasg A
(Rooms) -3(1y 1(3) (é
4, Corddor None or Incomplete <'/2 hour >' 10 <1 hour >1 hour
Partitions/\Walls -10{0)" 0 i0r &pr
5. Doors to Corridor 220 min FPR and
No Door <20 min FPR >20 min FPR Auto Clos.
-10 0 (Mo 2(0)°
6. Zone Dimensions Dead End No Dead Ends >30 fi and Zone Length Is
>100 ft >50 ft to 100 ft 30 ftto 50 i >150 fi 100 ft 10 150 ft <100 It
-6(0) -4(0)° -2(0) -2(0)° 0 1
7. Vertical Openings Open 4 or More Open2 or 3 Enclosed with [ndicated Fire Resist.
Floors Floors <1 hr zihrto<2hr >2 hr
a4 -10 0 2(0)* 30)9)
B. Hazardous Areas Double Deficiency Single Deficiency No Deficiencies
In Zone Qutside Zone In Zone In Adjacent Zone .
-1 -5 -6 -2 io‘j
9. Smoke Control No Control Smoke Barrier Mech. Agsisted Systems
Serves Zone by Zone
-5(0)° (0) 3
10 Emergency <2 Routes Multiple Routes
Movement W/O Horizontal Horlzontal
Routes Deficient Exit(s) Exil(s) Direct Exit(s)
(® 2 0 1 5
1. Manual Fire Alarm No Manual Flre Alarm Manval Fire Alarm
W/Q F.D. Conn. W/F.D. Conn
-4 ' 2
12 Smoke Detection Corridor and Total Spaces
and Alarm None Corridor Only Rooms Oniy Hablt, Spaces In Zone
0@y 23 3(3) 4 5
13 Automatic Corridor and Entire
Sprinklers None Habit. Space Bullding
0 8 G

NOTE: ° Use (0) where parameter 5 is -10.

® Use {0} where parameter 10 is -8,

¢ Use (0) on floor with fewer than 31 patients
{exisling bulldings only)

9 Use {0) where parameter 4 is -10.

For Stunits: 1 ft =0.3048 m

€ Use (0) whare Parameter 1 is based on fIrst floor zone or on an
unprotacted type of construction (columns marked "000” or “200")

! Use { ) If the area of Class B or C interior finish in the corridor
and exit or roam Is protecled by automatic sprinklers and
Parameter 13 is 0; use ( ) if the room with exisling Class C
interior linish is protected by autornatic sprinklers, Parameter 4
is greater lhan or equal to 1, and Parameter 13 Is 0.

¢ Uss this value in addition lo Paramaeter 13 if the entire zone is
protected with quick-response automatic sprinkiars,
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Step 5:

Compute Individual Safety Evaluations — Use Table 5.

A. Transfer each of the 18 circled Safety Parameter Values from Table 4 1o every unshaded block in the line
with the corresponding Safety Parameter in Table 6. For Safely Parameter 13 (Sprinklers) the value

entered in the People Movement Safety column is recorded in Table 5 as

circled in Table 4.

B.  Add the four columns, keeping in mind that any negative numbers deduct.

C. Transfer the resulting total values for S1, Sz, Ss, Sa to blocks labeled 51, Sz, S,

of this sheet,

'/2 the corresponding value

Se in Table 7 on page 4

TABLE 5. INDIVIDUAL SAFETY EVALUATIONS

Safety Parameters

_ Containment

Safety (Sy)

Extingulshment
Safety (Sz)

People Movement
Safety (S3)

General
Safety (S4)

1. Construction “q
2. Interlor Flnish
(Corr. and Exit) 3

3. Interior Finish (Rooms)

4. Corridor Partitions/Walls

5. Doors to Corridor

6. Zone Dimensions

7. Vertical Openings

8. Hazardous Areas

9. Smoke Control

10. Emergency Movement Routes

11. Manual Fire Alarm

12. Smoke Detection and Alarm

13. Automatic Sprinklers

Total Value

Sa= b

Sa="]

TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)

Contalnment Extinguishment People Movement
X (S») 5)
Zone L.ocatlon New Exist. New Exist, New Exist.
14 story 11 5 15(12)° 4 8(5)* 1
2 or 3rd story? 15 ® 17(14)° ® 10(7)° 6,
42 story or higher 18 9 19(16)° 6 11(8)* 3

a. Use () in zones that do not contain patient sleeping rooms.

b. For a 2 story zone location in a sprinklered EXISTING facili

ty, as an altemative to the mandatory safety

requirernent values set specified in the table, the following mandatory values set shall be permitted to be
used: Sa=7, Sk=10, and Se=7
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Step 6: Determine Mandatory Safety Requirement Values - Use Table 6. _
A. Using the classification of the building (i.6., New or Existing) and the floor where the zone is located circle the
appropriate value in each of the three columns in Table 6.
B. Transfer the three circled values from Table 6 1o the blocks marked Sa, Sb, and Sz in Table 7.
C. _For each row check “Yes” if the value In the answer block is zero or greater. Check “No” if the value in the
-answer black is a negative number.

TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION Yes No

Containment . Mandatory Sl S L :
Safety (S) LS Containment (S.) 20 ol =154 =t v
Extinguishment ... Mandatory 0 S Sb E ,
Safety (S2) Extinguishment {Ss)  ~ sl =16l =lo J
People Movement . Mandatory People S Se P
Safety (Sa) LS Movement (S.) =R l\ - |3 =] /
General Occupancy S4 R G

minus 20
Safety (S¢) Risk (R) E] - [4] = m v

TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET

Complete ona copy of this worksheet for each facillty. Not Not
For sach consideration, selact and mark the appropriate column, Met Met |Applic.
A. | Building utilties conform to the requirements of Section 9.1. v e
8. | In new facilities only, life-support systems, alarms, emargency communication systems, and
illumination of generator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3.
C. | Heating and alr conditioning systems conform with the air conditioning, heating, and ventilating a
systems requirements within Section 9.2, except for enclosure of vertical openings, which have J
been considered In Safety Parameter 7 of Worksheet 4.7.6. !
D. | Fuel-buming space heaters and portable electrical space heatars are not used. v
E. | There are no flue-fed incinerators. J
F. | An evacuation plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and \/
19.7.1/19.7.2. 2
G. | Smoking regulations have been adopted and Implemented in accordance with 18.7.4 and 19.7.4. J
H. | Draperies, upholstared fumiture, mattresses, fumishings, and decoration combustibility is iimited /
in rdance with 18.7.6 and 18.7.5.
inquishers 0 r with the requ nts of 18.3.5.4 and 19.3.5.6. o Rk
J. | Exit signs are provided In accordance with the requirements of 18.2.10.1 and 19.2.10. -
K. | Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9. v )
L. | Standpipes are provided in all new high rise buildings as required by 18.4.2. g

CONCLUSIONS

1. }ﬁ All of the checks in Table 7 are in the “Yes" column. The level of fire safety is at least equivalent to that
prescribed by the Life Safety Code."

2. ] One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this
system to be equivalent to that prescribed by the Life Safely Code.”
“The equivalency covered by this worksheet includes the majority of considerations covered by the Life Safely Code. There are a few

considarations that are not evaluated by this method. These imust be constdered separately. These additional conslderations are covered In
Table 8, the “Facility Fire Salety Requirements Worksheet.” One copy of this separate workshest is to be completed for each facllity.

hocording to he Paperwork Reduction Act of 1985, no persons are required to respond (o a collection of Infonmation nlesa it displays a vaiid OMB control number. The valld
OMB control number for thia information collaction is 0838-0242. The time required 1o complate this information collaction ks éaimated 1o aversge & minules per response,
including the time 1o review instructions, search existing data , gather the data needed, and complete and review the Informabion coliecton. If you have any comments
conceming the accuraty of the thne astimata(s) or suggestions for Impraving this form, please write to: CMS, Attn: PRA Reporis Claarance Offiver, 7500 Security Boulevard,
Balimore, Maryland 21244-1850.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No, 0938-0242

ZONE_10  OF _ ] ZONES

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES

2000 LIFE SAFETY CODE

FACILITY

Ernenezge Cory Correr.

BUILDING

01 - M Buioipe

ZONE(S) EVALUATED

“Toen FreoR Norri

PROVIDERNVENDOR NO.

2458

DATE OF SURVEY

a3fo1l13

COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,
ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1:  Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value.
Choose only one for each of the five Risk Parameters.

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
Risk Parameters Risk Factors Values
1. Patient Modbility Status Mobile Limited Mobillty Not Mobile Not Movable
Mobility (A =
v ) Risk Factor 1.0 16 : @9 45
2. Patlent No. of Patients 1-5 6-10 11-30 >30
Density (D) -
Risk Factor 1.0 1.2 @ 2.0
3. Zone Floor 18 20 or 3¢ 4¢ 4o 60 7* and Above Basements
Location (L, —
£ Risk Factor 1.1 G2 14 1.6 1.6
7 Patlents 1-2 5 6-1Q 210 One or More
4. Ratio of ;
Patients to Atiendant 1 1 ! 1 None
@lisnantsi(7) Risk Factor 10 14 12 as) 40
5. Patient Age Under 85 Years and Over 1 year 65 Years and Over 1 Year and Younger
Average
Age (A) Risk Factor 1.0 D)
Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.

B. Compute F by mulliplying the risk factor values as indicated in Table 2.

TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

OCCUPANCY RISK [37] x [j5] x

M

P

LT A F
2] x [i5] x [12] = [iod

Step 3:

Compute Adjusted Building Status (R) - Use Table 2.

A. I building is ctassified as “NEW" use Table 3A. If building is classified as “Existing” use Table 3B.
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.

TABLE 3A. (NEW BUILDINGS)

TABLE 3B. (EXISTING BUILDINGS)

F R
1.0XD=|:’

F R
06 X [og] = [b2) = 7

* FIRE/SMOKE ZONE Is a space separated from all other spaces by floors, hortzontal exits, or smoke barrlers.

SURVEYOR SIGNATURE 5 TITLE -, DATE

FIRE AUTI-%HITY S G A i Sﬂm\{ Nesouees LLC PR o3l
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T & Fire Safeiy State Fira S—d-13
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Step 4: Determine Safely Parameter Values - Use Table 4.
A. Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions

in the zone. Choose only one value for each of the 13 parameters. If two or more appear to apply, choose
the one with the lowest point value.

TABLE 4.

Safety Parameters

Safety Parameters Values

1. Construction Combustible NonCombustible
Types W, IV, and V Types tand I
Flaor or Zone 000 111 200 211 + 2HH 000 111 222, 332, 433
Firsl -2 0 -2 0 0 2
Second -7 2 -4 -2 . 2 2 4
Third -9 -7 -7 -7 2 4
4th and Above -3 -7 -13 -7 -9 -7 4
2. Intarior Finish Class C Class B Clags A
(Coridars and Exits) -5(0) o(3) @
3, Interior Flnish Class C Class B Class A
(Rooms) -a(ty 1@r (3)
4. Corridor None or lncomplete <% hour >'% lo <1 hour >1 hour
Partitlons/Walls 10[0F 0 OF (€08
5. Doors to Corridor >20 min FPR and
No Door <20 min FPR 220 min FPR Auto Clos.
-10 0 (ijor 2(0)’
6. Zone Dimensions Dead End No Dead Ends >30 #t and Zona Length Is
>100 ft >50 ft to 100 ft 30 ftio 60 f >150 | 100 ftto 150 # <100 ft
-6(0)) -4(0)" 2(0)° 2(0)° 0 1
7. Vertical Opsnings Open 4 or More Open2or3 Enclosed with Indicated Fire Resist,
Floors Floors <1 hr >1hrto <2 hr >2hr
14 10 0 a0) 3(0y
8. Hazardous Areas Double Deficiency Single Deliciency No Daficiencies
In Zone Outside Zone In Zone In Adjacent Zone
1 5 6 2 (o)
9. Smoke Control No Controf Smoke Barrier Mach. Assisted Systems
Serves Zonse by Zone
-5(0)° (0) 3
10. Emergency <2 Routes Multiple Routes
Movement W/O Horizontal Horlzontal
Routes Deficient Exit(s) Exit(s) Direct Exit(s)
-8 -2 0 1 5
11. Manual Fire Alarm No Manual Fire Alanm Manual Fire Alarm
W/O ED. Conn. WIF.D. Conn
-4 1 )
12 Smoke Detection Corridor and Total Spaces
and Alarm None Corridor Only Rooms Only Habit. Spaces in Zone
0(3)° 2039 3(3)° 4 5
13 Automatic Conldor and Entire
Sprinklers Nons Habit. Space Bullding
0 B )

NOTE: ® Usa (0) where parameter 5 Is -10.

® Use {0) where parameter 10 Is -8.

¢ Use (0) on lloor with fewer than 31 palients
(oxisting buildings only)

¢ Use (0) where parameter 4 Is -10.

For Siunits: 1 ft = 0.3048 m

® Use (0) whare Parameter 1 is based on first fioor zone or on an

unprotected type of constructlon (columns marked “600” or "200")

" Use ( ) if the area of Class 8 or C interior finish in the corridor

and exlt or room Is protected by automatic sprinklers and
Parameter 13 i5 0; uge { ) it the room with existing Class C
interlor finish is prolected by automatlc sprinklers, Parameter 4
is greater than or equal to 1, and Paramster 13 js 0.

9 Use this value in addition 1o Parameter 13 il the entlre zons is
protected with quick-response automatic sprinklers.

.Form CMS-2786T (06/07) EF 08/2007
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Step 5:  Compute Individual Safety Evaluations — Use Table 5.

A. Transfer each of the 13 circled Safety Parameter Values fram Table 4 10 every unshaded block in the line
with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 (Sprlnklers).tlje value
entered in the People Movement Safety column is recorded In Table 5 as /2 the corresponding Value
circled in Table 4.

B. Add the four columns, keeping In mind that any negative numbers deduct. _
C. Transfer the resulting total values for Si, Sz, Ss, Sa to blocks labsled S1, Sz, Ss, Ss in Table 7 on page 4
of this sheet.
TABLE 5. INDIVIDUAL SAFETY EVALUATIONS
Containment Extinguishment | People Movement General

Safety Parameters Safety (S1) Safety (Sz) Safety {Ss) Safety (S:)
1. Construction ~q R ol ~q
2. Interior Finish il Vel

{Carr, and Exit)

3. Interior Finish (Rooms)

4. Corridor Padlitions/Walls

5. .Doors to Corridor

6. Zone Dimensions

7. Vertical Openings

8. Hazardous Areas

9. Smoke Control

10. Emergency Movement Routes

11. Manual Flre Alarm

12, Smoke Detection and Alarm

13. Automatic Sprinklers o 0 0 +2= 5 o
Total Value S1=10 Sa= {, Si= Y4 Se="17
. TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)
Containment Extinguishment People Movement
(Sa) (Sv) (So)
Zone Locatlon New Exist. New Exist. New Exist.
14 story 11 5 15(12)* 4 8(5)" 1
2 or 3rd story® 15 ) 17(14)° ® 10(7) D
4* story or higher 18 9 19(16)* 6 11(8)° 3

a. Use () in zones that do not contain patient sieeping rooms.

b. For a 2™ slory zone location in a sprinkiered EXISTING facility, as an altemative to the mandatory safety
requirement values set specified in the table, the following mandatory, values set shall be pemitted to be
used: Se=7, Sb=10, and Se=7

Form CMS-2786T (06/07) EF 06/2007 Page 3




Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.
A.  Using the classification of the bullding (i.e., New or Existing) and the floor where the zone is located circle the
appropriate value in each of the three columns in Table 6.
B. Transfer the three circled values from Table 6 to the blocks marked Ss, Sv, and Se in Table 7.
C. Far each row check “Yes” if the value in the answer block is zero or greater. Check “No” if the vatue In the -
answer block is a negative number.

TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION Yes Ne
Containment , Mandatory St Sa C
Safety 59 ™™ Containment(s)  °° is] = [4] = [) ¥
Extinguishment Mandatory Sz Sb E_
Safety (S ™™°  Extinguishment (S) 2 ° L] = [e] = [o 7
People Movement . Mandatory People Ss Se 2
Safety (So) MINUS  povement (S) 0 2] = [3] =1 {
General - Occupancy = Ss R G
Safety (S4) M8 Risk (R) 2 1] =[] = [o J
TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET
Complete one copy of this worksheet for each facillty. Not | 'Not
For aach consideration, select and mark the appropriate column, Mot Met |Applic.
A. | Bullding utillties contorm 1o the requirements of Section 9.1. J PSR

B. | in new faclitles only, life-support systems, alarms, emergancy communication sysiems, and
ilumination of generator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3.

C. | Heating and alr conditioning systams conform with the air conditioning, heating, and ventilating
systems requirements within Section 9.2, except for enclosure of vertical openings, which have
teen considered in Safety Parametar 7 of Worksheet 4.7.6.

D, | Fuel-burning space heaters and portable elecirical space heaters are not used.
There are no flue-fed incinerators. ]

An avacuation pan I8 provided and flre drills conducted in accordance with 18.7.1/18.7.2 and
19.7.1/19.7.2.

Smoking regulations have been adopted and implemented in accordance with 18.7.4 and 19.7.4.

m

m

z|o

Draperies, upholstered fumilure, mattresses, fumishings, and decoration combustibility is limited
in accordance with 18.7.5 and 19.7.5.

......

1 : : 8.3.5.4 and 19.3.5.6,
Exit signs are provided in accordance with the requirements of 18.2.10.1 and 19.2.10.
Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9.

Standpipes are provided In all new high rise buildings as required by 18.4.2. v

ede o] e el e jedea) <

R =

CONCLUSIONS

1. All of the checks in Table 7 are in the “Yes” column. The leval of fire safety Is at least equivalent to that
prescribed by the Life Safety Code.”

2. [T] One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this
system to be equivalent to that prescribed by the Life Safety Code.*
"The equivalency covered by this worksheet includes the majority of considerations covered by the Life Safefy Code, There are a few

considerations that are not evalualed by this method. These mus! ba considersd separately. These addilional conslderations are covered in
Table 8, the “Facility Fire Safety Requirements Warkshsal." One copy of this separate worksheet is to be completed for each facllity.

According to the Paperwark Reduction Act of 1995, no persons are required (o respond lo a collection of Information unless it displays a valld OMB control number. The valld
OMB control number for his information collection s 0938-0242. The lime required to compiata this Information collection Is estimated 10 averags & minules par response,
including the time to review instructions, seerch existing data resources, gather the data needed, and complole and raview the Information collecton. I you have any comments
conceining (he accutacy of the Ume eslimate(s) or suggestions for improving 1his form, ploase wiile lo: CMS, Alla: PRA Reports Clearance Officsr, 7500 Security Boulevard,
Baltimore, Maryland 21244-1850. .
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0242
ZONE_\______OF ZONES

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES
2000 LIFE SAFETY CODE

FACILITY BUILDING
Enrnezer Coge Coner 0} - My Bunpie
ZONE(S) EVALUATED e
Tibigs Lot Seumy :
PROVIDER/VENDOR NO. DATE OF SURVEY '
LNSET 03)s13

COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME iIN SEVERAL ZONES,
ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1:  Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value.
Choose only ane for each of the five Risk Parameters.

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS
Risk Parameters Risk Factors Values
1, Patlent Mobliity Status Mobite Limited Mobility Not Moblle Not Movabte
Mobllity (M) o
Rlsk Factor 1.0 1.6 @ 45
2, Patient No. of Patients 1-5 610 11-30 >30
Dansity (D) o -
Risk Factor 1.0 12 ) 20
3. Zone Floor 1 2% or 3s 4vio 6o 7% and Above Basemsents
Location (L, =
@ Risk Factor 1.1 @ 1.4 16 1.6
Pallants 1=2 35 &-10 =10 One or Morg
4, Ratio ol
Patients to Attendant 1 1 1 1 None
Alerdants({t) Risk Factor 10 1.1 12 as 4.0
5. Patisnt Age Under 66 Years and Over 1 year 65 Years and Over 1 Year and Younger
Average =
Age (A) Risk Factor 10 g2
Step 2: Compute Occupancy Risk Factor (F) - Use Table 2. .
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.

B. Compute £ by multiplying the risk factor values as indicated in Table 2.

TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

M D L T A F
OCCUPANGY RISK x is] x 2] x fis] x =

3: Compute Adjusted Building Status (R) - Use Table 2

A. It building is classified as “NEW" use Table 3A. If building is classified as “Existing” use Table 3B.
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calcutate R.

C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet,

| TABLE 3A. (NEW BUILDINGS) TABLE 3B. (EXISTING BUILDINGS)

F R F AR
L 1ox[ =[] 06 X Jou| = foz] =1

* FIRE/SMOKE ZONE 1s a space saparated from all other spaces by floors, horizontal exits, or smoke barrlers.

SURVEYOR SIGNATURE TITLE .
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Step 4: Determine Safety Parameter Values - Use Table 4.
A. Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions
in the zone. Choose only one value for each of the 13 parameters, {f two or more appear 10 apply, choose
the one with the lowest point value.

TABLE 4.
Safety Parameters Safety Parameters Values .
1. Construction Combustible NonCombustible
Types lIl, IV, and V Types | and li
Floor or Zong 000 111 200 211 + 2HH 000 111 222, 333, 433
First 2 0 -2 0 0 2 5
Second -7 -2 -4 -2 2 2 4
Third -9 -7 &) -7 7 2 4
4th and Above -13 -7 -13 -7 -9 -7 4
2. Interlor Finish Class C Class B Class A
(Corridors and Exits) -5(0)f 0(3)'
3. Interior Flnish Clags C Class B Class A
(Rooms) -3(1) 13y
4. Corridor None or Incomplete <'/ hour 2'%2 o <1 hour >1 hour
Parlitions/Walls 10(0)° 0 TP pr
5. Doors to Corridor 220 min FPR and
No Door <20 min FPR 220 min FPR Auto Clos.
10 0 (o)’ 2(0)
6. Zone Dimensions Dead End No Dead Ends >80 ft and Zona Lenglh Is
>100 ft >50 f{ to 100 ft A0ftto 50 fi >150 ft 100 ft to 150 ft <100 ft
-60)) -4(0)° 2(0)° -2(0F 0 1
7. Vertleal Openings Open 4 or More Open2or3 Enclosed with Indicated Fire Resist,
Floors Floors <ifr >1 hrto <2 hr >2 hr
-14 -10 (o) 2(0)" 3(0)°
8. Hazardous Areas Double Deficiency Single Dellciency No Deflciencias
In Zone Outside Zone In Zone In Adjacent Zone
-1 5 : -6 -2 (0)
9. Smoke Control No Control Smoke Barrier Mech. Assisted Systems
Serves Zone by Zone
-5(0)° () 3
10 Emergency <2 Routes Mulliple Routes
Movemant WI/O Horizontal Horizontal
Routes Delicient Exil(s) Exil(s) Direct Exit(s)
(-8) 2 0 1 5
11. Manual Fire Alarm No Manual Fire Alam Manual Fire Alam
W/O F.D. Conn. W/F.D. Conn
4 1 ©)
12 Smoke Detaction Corridor and Total Spaces
and Alarm None Corrldor Only Rooms Only Habit. Spaces In Zone
0(3)? 2(3)9) 3oy’ 4 5 |
13 Automatic Corridor and Entirg
Sprinklers None Habit. Space Building
0 g
NOTE: ° Usa (0) where parameler 5 is -10, ¢ Use (0) where Paramster 1 is based on first lloor zone or on an
® Use (0) where parameter 10 is -8, ' unprotected type of construction (columns marked “000” or “200")
© Use (0) on floor with fewer than 31 patients Use ( )If the area of Class B or C interior finlsh in the corridor
(existing buildings only) and exit or room is protected by automatic sprinklers and
g Parameter 13 I8 0; use { } if the room with exsting Class C
Use (0) where parameter 4 is -10. interior linish is protected by automatic sprinklers, Parameter 4

is grealer than or equal to 1, and Paramster {3 is 0.

9 Use Ihis value in addition to Parameter 13 if tha entire zone is

For Sl units: =0, !
i 5:=10,3045'm protected with quick-response automatic sprinklers,

Form CMS-2786T (06/07) EF 06/2007 Page 2




Step 5: Compute Individual Safety Evaluations — Use Table 5.

A. Transfer each of the 13 circled Salety Parameter Values from Table 4 to every unshaded block in the line
with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 (Sprinklers) the value
entered in the People Movement Safety column is recorded in Tabls 5 as '/ the corresponding value
circled in Table 4. .

B.  Add the four columns, keeping In mind that any negative numbers deduct. )

C. Transfer the resulting total values for St, Sz, Ss, Sa 1o blocks labeled 81, 8z, S3, S inTable 7 on page 4 -

of this shest.
TABLE 5. INDIVIDUAL SAFETY EVALUATIONS
Containment Extinguishment | People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (S3) Safety (S.)
1. Construction -9
2. Interior Finish
(Corr. and Exit) . )
3. Interior Finish (Rooms) 2
4. Corridor Partitions/Walls 2
5. Doors to Corridor i
6. Zone Dimensions o
7. Vertical Openings ()
8. Hazardous Areas O
9. Smoke Conirol O
10. Emergency Movement Routes - &
11. Manual Fire Alarm 7
12. Smoke Detection and Alarm 3
13. Automatic Sprinklars h)
Total Value 8= | So= | So= Iy Se="]
TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)
Contalnment Extinguishment People Movement
(Ss) (St) So)
Zone Locatlon New Exist. .New Exist. New Exist.
14 story 11 5 15(12)* 4 8(6)° 1
20 or 3rd story® 15 @ 17(14)° ® 10(7)* €]
4% story or higher 18 9 _ 19(16)° 6 11(8)° 3

a. Use () in zones that do not contain patient sleeping rooms.

b. For a 2™ gtory zone location in a sprinklered EXISTING facility, as an altemative to the mandatory safety
requirernent values set specified in the table, the following mandatory values set shalt be permitted to be
used: Sa=7, S$»=10, and Sc=7
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Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.
A. Using the classification of the building (i.e., New or Existing) and the floor where the zone is iocated circle the
appropriate value in each of the three columns in Table 6. 0
B. Transfer the three circled values from Table 6 to the blocks marked Sa, Sb, and Sqin Table 7.
C. Foreach row check “Yes® If the value in the answer block is zero or greater. Check “No” if the valye in the
answer block is a negative number.

TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION Yes No
Saey©) ™™ Comammant(s) 20 - CS" = ﬁ /
Saloy Sy e e (5 2O -0l =[] | v
Corey oot minss  Mandeton Roople 20 d-Gl=0] |
Soioy (59 mie Qe J-[1=[] |V

TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET

Complete one capy of this worksheet for aach facility.
For each consideration, selact and mark the appropriate column. Met

A, | Bullding utllittes conform to the requirements of Section 9.1. v

B. | In new facllittes only, fe-support systems, alarms, emsrgency communication systems, and
flumination of generator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3,

C. | Healing and air conditioning systams conform with the air conditioning, heating, and ventilating
syslems requirements within Section 8.2, except for enclosure of verlical openings, which have
been considered In Salety Parameter 7 of Workshest 4.7.8.

Fuel-buming space heaters and portable electrical space heaters are not used.
Thare are no flue-fed Incinerators,

An evacuation plan i provided and fire drilis conducted In accordance with 18.7.1/18.7.2 and
19.7.119.7.2.

Smoking regulations have been adopted and iImplemented in accordance with 18.7.4 and 19.7.4.

Draperigs, upholstared fumiture, matiresses, furnishings, and decoration combustibility is limited
in accor ith 18.7.5 and 19.7.5.

Fire extinguishers are provided In accordance with the requirements of 18.3.5.4 and 19.3.5.6.
Exit slgns are provided In accordance with the requiremenis of 18.2.10.1 and 19.2.10.
Emergency lighting I8 provided in accordance with 18.2.9.1 or 19.2,9.

Standplpes are provided In alt new high rise buildings as required by 18.4.2. / :
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CONCLUSIONS

1.@:\" of the checks in Table 7 are in the “Yes” column. The ievel of fire safety is at least equivalent to that
prescribed by the Life Safaty Code.*

2. ] One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this
system to be equivalent to that prescribed by the Life Safety Code.*
“The equivalency covered by this worksheet includes the majority of considerations covered by the Life Safely Code. There are a fow,

considerations that are not evaluated by this method. These must be considered separately. These addillonal considerations are covered in
Table 8, the “Facility Fire Salety Requirements Worksheet.” One copy of this separate worksheal is 1o be completed lor each tacllity.

According to the Papeswork Raduction Act of 1995, no persons are required 10 respond 1o a collection of Information unless i displays a valld OMB control number. The valid
OMB contral number for this Information collection is 0838-0242. The tima required to complete this information collection s estimated to average § minules par response,
including the ime to review instructions, search existing data resources, gather the date naeded, and compiate and raviaw the information coliaction, Ityou have eny commenta
concaming the accuracy of tha time estimata(s) or suggestions lor improving this lorm, please wrile to: CMS, Attn: PRA Reporis Clearance Offcsr, 7500 Security Boulevard,

Baltimore, Maryland 21244-1650.
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