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This report is the result of an unannounced Fire
and Life Safety Re-certification Survey conducted
at North Central Care Center located at 1812
North Wall in Spokane Washington on 10/18/13
by a representative of the Washingion State
Patrol, Office of the State Fire Marshal, Fire
Frevention Bureau. This Survey was conducted
in conjunction with the Survey Team from the
Washington State Department of Health Services
Residential Care.

The existing section of the 2000 Life Safety Code
was used in accordance with 42 CFR 483.70.
North Central Care Center is a one story structure
with a partial basement of Type V-1 Hour
Construction with exits to grade and is protected |
by a Type 13 Automatic Sprinkler System with
Automatic/Manual Fire Alarm System. The Fire
and Life Safety Survey started at approximately
0920 Hours and ended at approximately 1245
hours. During this Survey | was accompanied by
the Facility Maintenance Director. The facility is
licensed for 99 residents with a current census of
a3 . |

The facility meets the 2000 Editfon of the Life
Safety Code due to no deficiencies noted during
this Survey.

The Surveyor was:
!epu! !Iaie Fire Marshal
Nursing Home Surveyor
20225

The Surveyor was from;
Washingion State Patrol

Office of the State Fire Marshal
Fire Prevention Bureau
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Any dWme%ding with ar asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safequards provide sufficient protection fo the patients. {See instructions.) Except for nursing homes, the findings staied above are disclosable 90 days
followidg 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 corection is requisite 1o continued
program participation.
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