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COMPLETION
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03/09/2026

An annual Life Safety Code survey was conducted by the
Minnesota Department of Public Safety, State Fire
Marshal Division on 02/20/2026. At the time of this
survey, FIELD CREST CARE CENTER was found NOT in
compliance with the requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart 483.70(a), Life
Safety from Fire, and the 2012 edition of National Fire
Protection Association (NFPA) 101, Life Safety Code
(LSC), Chapter 19 Existing Health Care and the 2012
edition of NFPA 99, Health Care Facilities Code.

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.

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.

PLEASE RETURN THE PLAN OF CORRECTION FOR THE FIRE
SAFETY DEFICIENCIES (K-TAGS) TO:

If PARTICIPATING IN THE E-POC PROCESS, a paper copy of
the plan of correction is not required.

Healthcare Fire Inspections

State Fire Marshal Division

445 Minnesota St., Suite 145

St. Paul, MN 55101-5145, OR

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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By email to:

FM.HC.Inspections@state.mn.us

K0000
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(X5)
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THE PLAN OF CORRECTION FOR EACH DEFICIENCY MUST INCLUDE
ALL OF THE FOLLOWING INFORMATION:

A detailed description of the corrective action taken
or planned to correct the deficiency. Address the
measures that will be put in place to ensure the
deficiency does not reoccur. Indicate how the facility
plans to monitor future performance to ensure solutions
are sustained. Identify who is responsible for the
corrective actions and monitoring of compliance. The
actual or proposed date for completion of the remedy.

FIELD CREST CARE CENTER is a 1-story building with
partial basement.

The original building was constructed in 1969 and was
determined to be of Type II (111) construction, with a
partial basement. In 1972, an addition was constructed
and was determined to be of Type II (111) construction,
with a full basement. In 1995, an addition was
constructed and was determined to be of Type II (111)
construction, with no basement.

The facility is fully sprinkled. The facility has a
fire alarm system with full corridor smoke detection
and spaces open to the corridors that is monitored for
automatic fire department notification.

The facility has a capacity of 35 beds and had a census
of 32 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is NOT MET
as evidenced by:

K0291
SS = C

Emergency Lighting

CFR(s): NFPA 101

Emergency Lighting

Emergency lighting of at least 1-1/2-hour duration is
provided automatically in accordance with 7.9.

18.2.9.1, 19.2.9.1

K0291 A new form was implemented with space to enter date and
signature after completion of annual and monthly
Emergency Lighting testing to ensure required
documentation is complete.

03/05/2026

Education was provided to Maintenance Director on
required documentation and new form completion.

Facility maintenance schedule is discussed monthly at
Safety Meeting. Documentation will be audited at the
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This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and staff
interview, the facility failed to maintain, test, and
inspect the emergency lighting fixtures per NFPA 101
(2012 edition) Life Safety Code, sections 19.2.9.1,
7.9, 7.9.3. This deficient finding could have a
widespread impact on the residents within the facility.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0291 Continued from page 2
March and April Safety Meetings to ensure completed
correctly.

Maintenance Director is responsible for monitoring
compliance.

New documentation form completed and filled out
properly on 3/5/26.

(X5)
COMPLETION

DATE

Findings include:

On 02/20/2026 between 10:00 AM and 1:00 PM, it was
revealed by review of available documentation that no
documentation was presented for review did not have
associated date(s) as to when the testing occurred and
did not have signature(s) of staff completing the
testing.

K0345
SS = F

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

Fire Alarm System - Testing and Maintenance

CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance

A fire alarm system is tested and maintained in
accordance with an approved program complying with the
requirements of NFPA 70, National Electric Code, and
NFPA 72, National Fire Alarm and Signaling Code.
Records of system acceptance, maintenance and testing
are readily available.

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and staff
interview, the facility failed to maintain the fire
alarm system per NFPA 101 (2012 edition), Life Safety
Code, sections 19.3.4.1, 19.3.4.2, 9.6.1.3, and NFPA 72
(2010 edition), National Fire Alarm and Signaling Code,
section 14.3.1, Table 14.3.1. This deficient finding
could have a widespread impact on the residents within
the facility.

K0345 1. A form for the semi-annual visual inspection of fire
system was obtained from the MDH Fire/Life Safety Code
website to be completed moving forward. Annual
inspection was completed by Custom Alarm on 2/12/26.

2. Semi-annual inspection has been scheduled to be
completed by Maintenance Director on August 8, 2026.
Education was provided to Maintenance Director on
required completion of semi-annual inspection.

3. Facility maintenance schedule is discussed monthly
at Safety Meetings and this was added to schedule to
ensure completion.

4. Maintenance Director is responsible for monitoring
compliance.

5. New documentation has been obtained and education
has been completed. Semi-annual testing will be
completed moving forward.

03/05/2026

Findings include:
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Continued from page 3
On 02/20/2026 between 10:00 AM and 1:00 PM, it was
revealed by review of available documentation that no
documentation was presented to confirm that semi-annual
visual inspection of the fire alarm system is
occurring.

K0345

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

K0353
SS = D

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

Sprinkler System - Maintenance and Testing

CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance with
NFPA 25, Standard for the Inspection, Testing, and
Maintaining of Water-based Fire Protection Systems.
Records of system design, maintenance, inspection and
testing are maintained in a secure location and readily
available.

a) Date sprinkler system last checked
_____________________

b) Who provided system test
____________________________

c) Water system supply source
__________________________

Provide in REMARKS information on coverage for any
non-required or partial automatic sprinkler system.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain the sprinkler system in accordance
with NFPA 101 (2012 edition), Life Safety Code,
sections 4.6.12, 9.7.5, 9.7.6, NFPA 25 (2011 edition)
Standard for the Inspection, Testing, and Maintenance
of Water-Based Fire Protection Systems, section(s),
4.4, 5.2, 5.2.1.1.1, 5.2.1.1.2(6). This deficient
finding could have an isolated impact on the residents
within the facility.

K0353 1. Paint splatter on sprinkler head in Wing 1 Tub Room
was removed by Maintenance director on 3/5/26.

2. Education was provided to Maintenance Director on
ensuring sprinkler heads are free of paint, dust and
debris with inspections.

3. Quarterly building inspections are completed by
Safety Committee. Will discuss and review inspection
forms and upcoming Safety Meeting on 3/26/26 to ensure
committee members are observing sprinkler heads during
quarterly inspections.

4. Maintenance Director is responsible for monitoring
compliance.

5. Sprinkler heads cleaned on 3/5/26.

03/05/2026

Findings include:
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Continued from page 4
On 02/20/2026 between 11:40 AM, it was revealed by
observation that the sprinkler head located in WING 1 –
Tub Room exhibited paint splatter on sprinkler head(s).

K0353

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

K0355
SS = F

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

Portable Fire Extinguishers

CFR(s): NFPA 101

Portable Fire Extinguishers

Portable fire extinguishers are selected, installed,
inspected, and maintained in accordance with NFPA 10,
Standard for Portable Fire Extinguishers.

18.3.5.12, 19.3.5.12, NFPA 10

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation,
observation and staff interview, the facility failed to
properly inspect, and maintain fire extinguishers in
accordance with NFPA 101 (2012 edition), Life Safety
Code, sections 19.3.5.12, 9.7.4.1, and NFPA 10 (2010
edition), Standard for Portable Fire Extinguishers,
section 7.1.1, 7.2.1.2, 7.2.4. These deficient findings
could have a widespread impact on the residents within
the facility.

K0355 1. An audit was completed by Environmental Services
locating placement of all fire extinguishers in the
facility and a log sheet

2. A fire inspection log sheet was created to use
during monthly inspections that will include locations
of all fire extinguishers to ensure they are inspected.
Education provided to Maintenance Director and
designated staff that complete monthly inspections.
Viking will be in facility on 3/12/26 and staff will
meet with them to ensure facility record of fire
extinguishers matches their record.

3. Monthly log documenting completion and tag
documentation will be audited by Maintenance Director
in March and will be reviewed at upcoming Safety
Meeting 3/26/26.

4. Maintenance Director is responsible for monitoring
compliance.

5. Monthly fire inspection log sheet will be completed
on each month going forward. Completion of form 3/6/26.

03/06/2026

Findings include:

On 02/20/2026 between 11:50 AM, it was revealed by
observation that the fire extinguisher located in the
Elevator Equipment Room was last inspected on 07/2025.

On 02/20/2026 between 11:55 AM, it was revealed by
observation that the fire extinguisher located in
Beauty Salon was missing monthly inspection dates. On
02/20/2026 between 10:00 AM and 1:00 PM, it was
revealed by a review of available documentation that no
fire extinguisher inspection documentation log-sheet
was available for review – to assist in confirming that
all facility fire extinguishers are being inspected
monthly.

An interview with the Maintenance Director verified
these deficient findings at the time of discovery.

K0712 Fire Drills
SS = F
FORM CMS-2567 (02/99) Previous Versions Obsolete

K0712 1. March fire drill was completed on 3/5/26 and 03/06/2026
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Continued from page 5

CFR(s): NFPA 101

Fire Drills

Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire conditions.
Fire drills are held at expected and unexpected times
under varying conditions, at least quarterly on each
shift. The staff is familiar with procedures and is
aware that drills are part of established routine.
Where drills are conducted between 9:00 PM and 6:00 AM,
a coded announcement may be used instead of audible
alarms.

19.7.1.4 through 19.7.1.7

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and staff
interview, the facility failed to conduct fire drills
per NFPA 101 (2012 edition), Life Safety Code, sections
19.7.1, 4.7. These deficient findings could have a
widespread impact on the residents within the facility.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0712 Continued from page 5
documentation and activation sheet from Custom Alarm
was obtained. Fire drill schedule for 2026 was reviewed
and updated to ensure no patterning occurs moving
forward.

2. Education was provided to Maintenance Director on
required documentation for fire drills.

3. Fire drill schedule will be reviewed at monthly
Safety Meetings on an ongoing basis to ensure
completion, documentation received, and that no
patterning occurs during drills.

4. Maintenance Director is responsible for monitoring
compliance.

5. Education, appropriate completion and documentation
of a drill and updated schedule were completed on
3/6/26. Monitoring will be completed on an ongoing
basis through Safety Committee.

(X5)
COMPLETION

DATE

Findings include:

On 02/20/2026 between 10:00 AM and 1:00 PM, it was
revealed by review of available documentation that
there was no documentation presented to confirm that a
fire drill was conducted for 1st shift – Q1 ( 2025
). On 02/20/2026 between 10:00 AM and 1:00 PM, it was
revealed by review of available documentation that
documentation presented for review exhibited that 2nd
and 3rd shifts had patterning of date(s) and
timestamp(s) as to when drills were conducted. On
02/20/2026 between 10:00 AM and 1:00 PM, it was
revealed by review of available documentation that
documentation presented for review identified that 3rd
shift – Q2 did not have a timestamp to confirm when
that drill was conducted.

An interview with Maintenance Director verified these
deficient findings at the time of discovery.

K0761
SS = F

Maintenance, Inspection & Testing - Doors

CFR(s): NFPA 101

K0761 1. Weather stripping was placed on door 24 on 3/6/26
and Maintenance Director ensured that door self-closed
and sealed after application.

04/01/2026

Maintenance, Inspection & Testing - Doors

Fire doors assemblies are inspected and tested annually
in accordance with NFPA 80, Standard for Fire Doors and

2. Education will be provided to Maintenance Director
and all staff on appropriate closure of fire doors and
process if not closing properly. This will be reviewed
at upcoming monthly Safety Meeting 3/26/26.
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Continued from page 6
Other Opening Protectives.

Non-rated doors, including corridor doors to patient
rooms and smoke barrier doors, are routinely inspected
as part of the facility maintenance program.

Individuals performing the door inspections and testing
possess knowledge, training or experience that
demonstrates ability.

Written records of inspection and testing are
maintained and are available for review.

19.7.6, 8.3.3.1 (LSC)

5.2, 5.2.3 (2010 NFPA 80)

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to inspect and test doors per NFPA 101 (2012
edition), Life Safety Code, sections 7.2.1.15, and NFPA
80 (2010 edition), sections 5.2.1, 5.2.15, NFPA 105 (
2010 edition ), Standard for Smoke Door Assemblies and
Other Opening Protectives, section(s), 5.2, 5.2.1. This
deficient finding could have a widespread impact on the
residents within the facility.

Findings include:

On 02/20/2026 between 12:05 PM, it was revealed by
observation that Fire Door assembly ( # 24 ) did not
self-close and seal that opening upon testing.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0761 Continued from page 6

3. Annual door inspections will continue on an ongoing
basis. Safety Committee quarterly safety inspections
will continue on an ongoing basis. Fire doors will
continue to be monitored with monthly fire drills.

4. Maintenance Director is responsible for monitoring
compliance.

5. Weather stripping was placed on door on 3/6/26. All
staff education will be completed by 4/1/26

(X5)
COMPLETION

DATE

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

K0914
SS = F

Electrical Systems - Maintenance and Testing

CFR(s): NFPA 101

Electrical Systems - Maintenance and Testing

Hospital-grade receptacles at patient bed locations and
where deep sedation or general anesthesia is
administered, are tested after initial installation,
replacement or servicing. Additional testing is
performed at intervals defined by documented
performance data. Receptacles not listed as
hospital-grade at these locations are tested at
intervals not exceeding 12 months. Line isolation
monitors (LIM), if installed, are tested at intervals
of less than or equal to 1 month by actuating the LIM

K0914 1. Annual door inspection was completed on 11/14/25
with several electrical outlets not passing inspection.
Egan was contacted after inspection completed to assess
and provide bid to facility. Bid was received on
1/30/26 and approved on 2/2/26 to proceed with work.
Egan electrician in facility on 2/20/26 and completed
repairs to electrical outlets on 3/4/26.

03/04/2026

2. Facility will continue with annual electrical
receptacle testing and proceed with repair of any
receptacle that does not pass inspection. Records of
will be maintained on if failure and plan for remedy
until completed.

3. Schedule for safety inspections will continue to be
discussed monthly at Safety Committee meetings. Repairs
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K0914
SS = F

Continued from page 7
test switch per 6.3.2.6.3.6, which activates both
visual and audible alarm. For LIM circuits with
automated self-testing, this manual test is performed
at intervals less than or equal to 12 months. LIM
circuits are tested per 6.3.3.3.2 after any repair or
renovation to the electric distribution system. Records
are maintained of required tests and associated repairs
or modifications, containing date, room or area tested,
and results.

K0914 Continued from page 7
will be documented in Safety Committee minutes.

4. Maintenance Director is responsible for monitoring
compliance.

5. Repair of electrical receptacles was completed on
3/4/26.

6.3.4 (NFPA 99)

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and staff
interview, the facility failed to conduct electrical
receptacle testing in resident rooms per NFPA 99 (2012
edition), Health Care Facilities Code, section(s)
6.3.3.2, 6.3.4, 6.3.4.2. This deficient finding could
have a widespread impact on the residents within the
facility.

Findings include:

On 02/20/2026 between 10:00 AM and 1:00 PM, it was
revealed by a review of available documentation that
findings / failures noted in the annual electrical
outlet testing documentation, completed 11/14/2025, had
not been addressed / corrected.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

K0918
SS = F

Electrical Systems - Essential Electric Syste

CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

K0918 1. Monthly generator load test was completed for March
on 3/3/26 and documented by Director of Maintenance.

2. Education was provided to Maintenance Director on
ensuring documentation of generator monthly load
testing is maintained.

03/03/2026

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

3. Completion of March documentation was reviewed by
Co-Executive Director and will be audited at monthly
Safety Meetings in March and April. Testing will
continue to be scheduled and discussed at monthly
Safety Meetings.

4. Maintenance Director is responsible for monitoring
compliance.

Generator sets are inspected weekly, exercised under
load 30 minutes 12 times a year in 20-40 day intervals,
and exercised once every 36 months for 4 continuous
hours. Scheduled test under load conditions include a
complete simulated cold start and automatic or manual

5. Monthly testing and appropriate documentation for
March was completed on 3/3/26.
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transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of stored
energy power sources (Type 3 EES) are in accordance
with NFPA 111. Main and feeder circuit breakers are
inspected annually, and a program for periodically
exercising the components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and readily
available. EES electrical panels and circuits are
marked, readily identifiable, and separate from normal
power circuits. Minimizing the possibility of damage of
the emergency power source is a design consideration
for new installations.

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

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and staff
interview, the facility failed to test the on-site
emergency generator system per NFPA 99 (2012 edition),
Health Care Facilities Code, section 6.4.1.1,
6.4.4.1.1.4, 6.4.4.2, and NFPA 110 ( 2010 edition ),
Standard for Emergency and Standby Power Systems,
section 8.3, 8.4. This deficient finding could have a
widespread impact on the residents within the facility.

K0918

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

Findings include:

On 02/20/2026 between 10:00 AM and 1:00 PM, it was
revealed by a review of available documentation that
documentation presented for review identified that the
most recent monthly load testing occurred in Dec. 2025.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

K0921
SS = F

Electrical Equipment - Testing and Maintenanc

CFR(s): NFPA 101

Electrical Equipment - Testing and Maintenance
Requirements

The physical integrity, resistance, leakage current,
and touch current tests for fixed and portable
patient-care related electrical equipment (PCREE) is
performed as required in 10.3. Testing intervals are
established with policies and protocols. All PCREE used
in patient care rooms is tested in accordance with

K0921 1. Inventory of PCREE in resident rooms was completed
on 3/5/26. A policy was completed on 3/6/26 on facility
PCREE program. Maintenance Director in process of
obtaining manufacturer guidelines for PCREE currently
in facility and will be inspecting each piece of
equipment as determined and will record and maintain
inspections in PCREE binder.

2. Education will be provided to Maintenance Director
and facility staff on implementation of PCREE program
to ensure that any care related electrical equipment is
inspected and maintained per facility policy.

04/01/2026
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Continued from page 9
10.3.5.4 or 10.3.6 before being put into service and
after any repair or modification. Any system consisting
of several electrical appliances demonstrates
compliance with NFPA 99 as a complete system. Service
manuals, instructions, and procedures provided by the
manufacturer include information as required by
10.5.3.1.1 and are considered in the development of a
program for electrical equipment maintenance.
Electrical equipment instructions and maintenance
manuals are readily available, and safety labels and
condensed operating instructions on the appliance are
legible. A record of electrical equipment tests,
repairs, and modifications is maintained for a period
of time to demonstrate compliance in accordance with
the facility's policy. Personnel responsible for the
testing, maintenance and use of electrical appliances
receive continuous training.

10.3, 10.5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3, 10.5.6,
10.5.8

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and staff
interview, the facility failed initiate an electrical
equipment – testing and maintenance program in
accordance with NFPA 99 (2012 edition), Health Care
Facilities Code, section 10.3, 10.5.2.1, 10.5.2.1.2,
10.5.2.5, 10.5.3, 10.5.6, 10.5.8. This deficient
finding could have a widespread impact on the residents
within the facility.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0921 Continued from page 9
3. Policy and program will be reviewed at upcoming
Safety Meeting on 3/26/26. Maintenance Director and
Safety Committee will continue to implement and update
policy and program moving forward and discuss at
monthly Safety meetings.

4. Maintenance Director is responsible for monitoring
compliance.

5. PCREE will continue to be an ongoing program and
will be implemented and maintained moving forward.
Education of all staff will be completed by 4/1/26.

(X5)
COMPLETION

DATE

Findings include:

On 02/20/2026 between 10:00 AM and 1:00 PM, it was
revealed by a review of available documentation that no
documentation was presented to confirm that a PCREE
program was in place.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

K0923
SS = F

Bldg. 01

Gas Equipment - Cylinder and Container Storag

CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage

Greater than or equal to 3,000 cubic feet

Storage locations are designed, constructed, and

FORM CMS-2567 (02/99) Previous Versions Obsolete

K0923 1. Combustible material was removed from oxygen storage
room immediately on date of inspection: 2/20/26. On
that date, signage was placed to ensure no combustible
material is in oxygen storage room.

04/01/2026

2. Education will be provided to licensed staff, TMAs
and nursing secretary to ensure no combustible material
is in oxygen storage room. Policy reviewed and remains
appropriate.
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Continued from page 10
ventilated in accordance with 5.1.3.3.2 and 5.1.3.3.3.

>300 but <3,000 cubic feet

Storage locations are outdoors in an enclosure or
within an enclosed interior space of non- or limited-
combustible construction, with door (or gates outdoors)
that can be secured. Oxidizing gases are not stored
with flammables, and are separated from combustibles by
20 feet (5 feet if sprinklered) or enclosed in a
cabinet of noncombustible construction having a minimum
1/2 hr. fire protection rating.

Less than or equal to 300 cubic feet

In a single smoke compartment, individual cylinders
available for immediate use in patient care areas with
an aggregate volume of less than or equal to 300 cubic
feet are not required to be stored in an enclosure.
Cylinders must be handled with precautions as specified
in 11.6.2.

A precautionary sign readable from 5 feet is on each
door or gate of a cylinder storage room, where the sign
includes the wording as a minimum "CAUTION: OXIDIZING
GAS(ES) STORED WITHIN NO SMOKING."

Storage is planned so cylinders are used in order of
which they are received from the supplier. Empty
cylinders are segregated from full cylinders. When
facility employs cylinders with integral pressure
gauge, a threshold pressure considered empty is
established. Empty cylinders are marked to avoid
confusion. Cylinders stored in the open are protected
from weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain proper medical gas storage and
management per NFPA 99 (2012 edition), Health Care
Facilities Code, sections 11.3.2.3. This deficient
finding could have a widespread impact on the residents
within the facility.

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0923 Continued from page 10

3. Nursing secretary will audit oxygen room weekly for
four weeks to ensure compliance is maintained.

4. Maintenance Director and Director of Nursing are
responsible for monitoring compliance.

5. Education and auditing will be completed by 4/1/26.

(X5)
COMPLETION

DATE

Findings include:

On 02/20/2026 between 12:15 PM, it was revealed by
observation that in the Med Gas ( O2 ) Storage Room
there was combustible storage positioned less-than 5
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Bldg. 01

Continued from page 11
feet from the O2 storage vessels.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

K0923

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE
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