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Surveyor: 18192

and Life Safety waiver follow-up survey

temp waiver for more time to complete
corrections.

Medicare & Medicaid Services.

The sun/eyor was: wﬁ——-—\

Donald L West
Deputy State Fire Marshal

This report is the result of an unannounced Fire

conducted at Stafholt Good Samaritan Center on
3/11/2015 by a representative of the Washington
State Patrod, Fire Protection Bureau. This survey
included two deficiencies that were granted a

During the inspection on 3/11/2015 it was
observed that the facility has completed all
corrections and is in compliance with the 2000

Life Satety Code as adopted by the Centers for
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safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days foltowing 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 avallable o the facility, If deficlencies are cited, an approved plan of correction is requisite to continued program participation.
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