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An unannounced Life Safety Code Survey was
cohductad at Health and Rehabilitation of North.
Seallle, Seatile, Washinglon, on March 10, 2014
by staff from the Washington State Pairol, Fire
Protection Bureau, Oak Harbor Datachment. The
2000 existing edition of the Life Safety Code was
utilized for the survey in agcordance 1o 42 CFR
483.70: Requiraments for Long Term Care,

The LTC 110 bed facility with-a census of 75,
consisted of 8 Type V=114, 2 story structurs buill
in 1852, Thefacility has a basement area that is
used for physical therapy of the residents,
sigrage, environmental services as'weli 2s the
kitchen. The facility is fully sprinkied with an
attomatic fire alarm system in place. Exit
discharge poinfs areto grade and have an afl
weather sutface and lead to a public way.

The deficiencies-identified during this survey are
listed below. '

The facilily has an ouistanding construction
pro;ect #6044476? for water damage.. Resident

roorns SN, #0099, WS, 9 onc W8 2 wall

as the ;aundw riom are affected.

i The facility is in compliance with the Life Safety
- Code 2000 Edifion as adopled by C.M.8.

- | Deputy State- Fire Marshal
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WFPA 101 LIFE SAFETY CODE STANDARD

Blectrical wiring and equipment is in accordance with NFPA 70, National Electrical Code, 2.1.2

This Standard 1s not met as evidenced by,

Based on observations, the facility failed fo maintain proper electrical conditions per NFPA 70, National Electrical Code. This
hzs the potential to expose staff and patients to a fire

etwvironzment, The findings are as follows:

During the facitity tour on March 10, 2014 from 8:45 AM to 1:30 PM the foliowing deficiencies were found:

Resident room ¥l - non approved muiti plug adapter in use. .‘y \%’\
' Resident room ¥ - extension cord powering multiplug adapter @

Clean utility roam across from resident room 98 - hand sanitizer abovc eEecﬁ:ca SOUrce O

Staff Development office - nuidti plag adapter plugged into a muld plug adapter

Director of Nursing - refrigerator plugged into muiti plug device
. Resident room - non approved melt plug device in use.

THESE DEFICIENCIES WERE CORRECTED IMMEDIATELY BY THE MAINTENANCE DIRECTOR AND VERIFIED
BY THE INSPECTING DEPUTY STATE FIRE MARSHAL.

These findings were ackngwiedged by the Maintenance Director

ra

Any defictency statement ending with an asterisk (%) denotes @ deficiency which the nstitution may be cxoused fom correcting providing it is determined
that other safeguards provide sufficient protection to the patients. {Sce instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correclion is provided. For nursing homes, the above findings and plans of correction are
disciosable 14 days following the date (hese documents are made available to the facility. If deficiencies are ciled, an approved plan of correction is
requisite {o continuei program participation.

The ahove isolated deficiencies pose no actunt harm fo the residents




