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This report is a result of an unannounced a Fire

and Life Safety re-certification survey conducted
at Burien Nursing and Rehabilitation, Burien WA
on September 2, 2014 by a representative of the
Office of the State Fire Marshal.

This unannounced survey was conducted in
cooperation with the Health Survey conducted by
Washington State Department of Social and
Health Services. The facility is two story of Type V
{111) Construction with direct exiting to grade,
The facility is protected by a Type 13 Automatic
Fire Sprinkler System and an Automatic Fire
Alarm System with corridor detection and manual
puli stations. The census today is 112 with a
capacity for 140. The existing section of the 2000
Life Safety Code was used in accordance with 42
CFR 483.70.

All critical systems are in service with appropriate
documentation of service and inspections. The
facility conducts fire drills 1 per shift per month
and docurnents drills accordingly.

The facility is in compliance with the Life Safety
Code 2000 Edition as adopted by CMS Following
are the deficiencies cited as a result of this
survey.

Phil Cane

Deputy State Fire Marshal
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}{ny deﬁciency statement ending with an asterisk (*).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.) Exceptfor nursing homes, the findings stated above aredisclosable 90 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 disclosable 14
days following the date these documents are made available to the facility, If deficiencles are cited, an approved plan of correction is requisite to continued
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