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j Surveyor: 28239
| intake ID# 3085541

i This report is a result of an unannounced Fire
| and Life Safety complaint survey conducted on
' 04/01/2015 at Columbia Crest Center SNF
! located at 1100 E Neison Road., Moses Lake,
“ WA by a representative of the Wash;ngton State
" Fire Marshal.

| This survey is in response to the waiver request
for additional time to comply with K-144,
generator remote stop-switch. Waiver expires

1 05/13/2015. Upon record review, observation

| and staff interviews with the Administrator and |
- Maintenance Director, between the hours of 1530 |
and 1600 on 04/01/2-15, itis determined that the
installation of the remate stop-switch has been |
completed as of 03/19/2015 (by Legacy Power
Bystems).

The existing section of the 2000 Life Safety Code !
was used in accordance with 42 CFR 483.70. :‘
This facility is a single story Type V (111)
Construction with support facilities located within

; the building. Exiting from the building is direct {o
grade level. The census today is 69 with a
capamty for 111. The building is protected

' throughout by a Type 13 Automatic Fire Sprinkler
- System and an addressable Automatic Fire Alarm
System with corridor and resident room smoke

: detection. Manual pull stations are located at

| exits.

\

The facility is found to be in compliance with the
| Life Safety Code 2000 Edition as adopted by
‘CM.S
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Any deficiency statement ending with an ast&’ék (*) denotes a deficiency which the institution may be excused frem correcting providing it is determinegd that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 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 pian of correction is requisite to continued
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' The Surveyor was:

 Doug DeGraff

Deputy State Fire Marshal
Life Safety Code Inspector
28239

The Surveyor was from:
Washington State Patrol
Fire Protection Bureau
143302 £ Law Lane
Kennewick, WA, 98837
Telephone: (508) 734-5806
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