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NAME OF PROVIDER OR SUPPLIER
LIFE CARE CENTER OF PUYALLUP

STREETADDRESS, CITY, STATE, ZIP CODE

511 10TH AVENUE SOUTHEAST
PUYALLUP, WA 98372

Surveyor: 19192

This report is the result of an unannounced Fire
and Life Safety re-ceriification survey conducted
at Life Care Center Of Puyallup on 6/4/2015 by a
representative of the Washington State Patrol,
Fire Protection Bureau. The survey was
conducted in concert with the Washington State
Department of Social and Health Services
(DSHS) health survey teams.

The facility has a total of 103 beds and at the
time of this survey the census was 100.

The existing section of the 2000 Life Safety
Code was used in accordance with 42 CFR
483.70,

The facility is a single story structure of Type V-A
construction with exits to grade. The facility is
protected by a Type 13 fire sprinkler system
throughout and an automatic fire alarm system
with corridor smoke detection. All exits are to
grade with paved exit discharges to the public
way. '

The facility is in compliance with the 2000 Life
Safety Code as adopted by the Centers for
Medicare & Medicaid Services.

The surveyor was:
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Donald L West
Deputy State Fire Marshal
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Any deficiency statement ending with gn astedisk (*) 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 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 homies, 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.
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