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This report is a result of an unannounced Federal
Life Safety complaint investigation inspection
conducted at Prestige Care & Rehabilitation -

Sunnyside, 721 Otis Avenue, Sunnyside,

| Washington, on September 15, 2015 by staff
from the Washington State Patrol, Fire Protection

Bureau, Union Gap Detachment.

Pursuant to DSHS Complaint Intake ID #313965,

this inspection is to verify that the conditions for
the waiver granted for K147 Power strips have ‘

been met.

' Inspection today revealed that the the waiver has
‘ expired. Since the facility applied for this waiver,

CMS has implemented a Categorical Waiver
specifically for power strips in S&C:14-46-LSC.

' The facility has provided documentation that they ‘
have elected to use the Categorical Waiver for

power strips.

| The facility is in substantial compliance with the
Life Safety Code 2000 Edition as adopted by

| C.M.S. with regards to this complaint.

The Surveyor was from:
| Washington State Patrol
Fire Protection Bureau
2715 Rudkin Road
Union Gap, WA. 98903-1795
' Telephone: (509) 575-2190
FAX: (509) 576-3002
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Any deficiency statemenﬂending 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.) 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 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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