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Surveyor: 19192

On March 11, 2013 an unannounced fir and fife
safety code re-certification survey was conducted
at Alaska Gardens Health And Rehab located at
6220 South Alaska Street, Tacoma WA, 98408,
This survey was conducted in accordance using
the existing section of the 2000 life safety code
and 42 CFR 483.70.

This facility is a single story type V-A structure
' with exiting direct to grade level, the bullding is
protected throughout by a full NFPA 13 fire
sprinkier system and automatic detection in the
corridors and commaon areas.

This facility has a licensed capacity of 123
' residents with a census today of

THERE ARE NO DEFICIENCIES CITED AS A
RESLLT OF THIS SURVEY.
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Any deficiency stateméﬁ: ending with an asterisk (*) denctes a deficlency 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 disclosabie 80 days fallowing the
date 0f survey whether or not a plan of correction is provided. For nursing hotmes, the above findings and plans of correstion are disciosable 14 days following the
date these documents are made available to the fasiiity. If deficiencies are cited, an approved plan of correction is requisite to continued program participation,
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