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This report is the result of a Waiver Clearance
survey conducted at Life Care Center of Kirkland
'in Kirkland, Washington on 3/27/156 by a
representative of the Washington Staie Patrol,
Fire Protection Bureau. The survey was to clear
a waiver for K-144: No annunciator panel for the
facility's automatic generator that expires on
31271185,

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

The facility is not in substantial compliance with
the 2000 Life Safety Code as adopted by the
Centers for Medicare & Medicaid Services.

The following citations were documented during
the survey:

The surveyaor was:

David Rogers

Deputy State Fire Marshal
Nursing Home Surveyor
32863

The surveyor was from:
Washington State Patrol

Office of the State Fire Marshal
Fire Protection Bureau

PO Box 19130

Spokane WA 99213-9130
Telephone: (509) 954-2746
Fax: (509) 227-
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Any 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 te 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 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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Generators are inspected weekly and exercised
under load for 30 minutes per month.in
accordance with NFPAS9.  3.4.4.1.

This Standard is not met as evidenced by.
Based upon observations and staff interviews on
32715 between approximately 0900 and 0830
hours the facility has failed to have the
emergency generator meet the requirements of
the Fire Safety Code. This could resulfin
conditions that would result in the failure of the
emergency generator that would not be detected
by staff in a timely manner which would endanger
the residents, staff and/or visitors within the
facility.

The findings include, but are not limited to;

The facility was issued a waiver for K-144: no
generator annunciator, on March 27, 2012 that
expired on March 27, 2015. As of the date of
survey, the facility has not installed an
annunciator for their automatic generator. The
facility is currently using a temporary automatic
generator and is in the bid process te install a
new permanent automatic generator, at which
time the facility states they will install the
annunciator panel. The facility has not applied for
a new waiver / waiver extension.
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The above was discussed and acknowledged by
the Facility Administrator.
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