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Surveyor: 19182

On March 19, 2015 a complaint inspection was
conducted at Regency Care Of Monroe by a
representative of the Washington State Patrol,
State Fire Marshal's Office, this complaint is in
regards to an incident of olly kitchen rags that
were pfaced in a plastic buckst, the rags becam
hot from the chemical reaction of the oils, this
caused a smell in the building that the caregiver
smelled, they could not find the cause of the |
smell so they called the fire department to
investigate.

The fire department arrived and found the source
in the faundry room, they removed the bucket of
rags to the outside of the building were the rags
ignited.

There was no fire in the building, the fire alarm &
sprinkler system did not activate, there was no

damage to the building and no injuries to staff or
residents.
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