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. Surveyor: 18182
On June 20, 2012 an un announced fire and life
safety re-certification survey was conducted at
Sea Mar Community Care Center located at
1040 3 Henderson St Seattle WA 98108 by a
representative of the Washingion State Patral,
State Fire Marshal's Office. The existing section
- of the 2000 life safety code was used in
"accordance with 42 CFR 483.70. ;
| 1 f } A\ Y

This facility is a three story type H-A structure, 1 i{iﬁ r:fdl 101 Life Safety Code i
exiting is through rated stair enclosures from the S ‘
upper floors and direct to grade froin the main o (et [ wil] srmont o n e
o g |
full NFPA 13 fire sprinkler system and automatic o= = '

! capable of illuminating the path of s [
smoke detection. exit from the building: this finding [?/70

was acknowledged at the time of the
; survey by the facility safery officer.

The census today is 94 patients with a total
capacity of 100.

' . The light that was burt out in the
i exil sign in the corridor by the fire
' separation deors af the therapy room
& was replaced. We will continue to
Donatd L West | _ 0 e

do daily checks of lighting and
| Deputy State Fire Marshal ' monitor (or possihlekrepla?scmem
K 047; NFPA 101 LIFE SAFETY CODE STANDARD K47 | needs.
88=D: j
Exit and directional signs are displayed in
accordance with section 7.10 with continuous
Hlumination also served hy the emergency
lighting system. 182101

This Standard is not met as evidenced by:
Surveyor: 18192
During the facility tour on June 20,2012, from

LﬁBORKTéﬁzv DIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DAT
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Any deficiency statement ending Wlig an asterisk (™) denotes a deficiency which the institution may be excué,ed from correcting providing it is determm@d théf t other
safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 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 disciosable 14 days following the
date these documents are made available to the facility, 1f deficiencies are cited, an approved plan of correction is requisite fo continued program patticipation.
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0800 to 1100 it was observed that the facility
faited to maintair the lluminated exit signs in the |
buitding capable of Hluminating the path of exit
from the building, this finding was acknowledged
at the time of the survey by the facility safety
officer. The finding was:

1. In the corridor by the fire separation doors at
the therapy reom there is an exit sign that was
not illuminated.
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