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INITIAL COMMENTS

Surveyor: 19192

This report is the result of an unannounced Fire
and Life Safety re-certification survey conducted
at Sequim Health And Rehab on 10/6/2015 by a
representative of the Washington State Patrol,
Fire Protection Bureau. The survey was
conducted in concert with the Washington State
Department of Social and Health Services
(DSHS) health survey teams.

The facility has a lotal of 100 beds and at the
time of this survey the census was 98.

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

The facilily is a single story structure of Type V-A
construction with exits to grade. The facility is
protected by a Type 13 fire sprinkler system
throughout and an automatic fire alarm system
with corridor smoke detection. All exits are 10
grade with paved exil discharges to the public
way.

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

e dd ok —
onald L West

Deputy State Fire Marshal

NFPA 101 LIFE SAFETY CODE STANDARD

Generators are inspected weekly and exercised
under load for 30 minutes per month in
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Any deflclency sf&lement ending with an asterlsk (*) denotes a deficienc
safeguards provide sufficlent proteclion to the patients. (See instructions.) Except for nursing ho

ich (he instiullon may be excused from correcting providing it Is delermined that other

mes, lhe 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 di_sclosab!e 14 days (oflowing the
date these documenls are made available Lo the facllity. If deficlencles are ciled, an approved plan of cotrestlon Is requisite to conlinued program participation.
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: accordance with NFPA 99.  3.4.4.1.
“This Plan of Correction constitutes this
_ Jacility's wriiten allegation of compliance for
: the deficiencies cited. This submission of this
: plan of correction is not an admilssion of or
! agreement with the deficiencies ar conclusiops
; contained in the Departnient s inspection
! _ report.
! .| This Standard is not met as evidenced by:
‘ Surveyor: 19192 Y . ) Deficiencies related 1o K 144 will be
-;‘ Based upon observations and staff interviews on corrected as follows: —
: 10/6/2015 at approximately 1130 hours the
5 facility failed to have the emergency generator 1) Correction/s as It relates to the i
! meet the requirements of the Fire Safety Code. resident/s: DATla
i This could result in conditions that would result in No correction as no resident identified. 11/10/13or
! the failure of the emergency generator that would 2) Actlon/s taken to protect resldents in up to
; not be detected by staff In a timely manner which similar situntions: 12/4/15
would endanger the residents, staff and/or Correction will be for all residents.
visitors within the facillty. 3) Measures taken or systems altered to
ensure that solutlons are sustained:
Pacific power will install a remote shut
The findings include, but are not limited Lo: off per regulation aficr obtaining
construction review approval.
The emergency generator does not have an 4)  Plans to monitor performance to
emergency shut off switch remote from the °':_‘s':ﬁ f_:'s"‘;'l’lzisb?r." sustained and
generator that will shut the generator off in the Mahfmmcc d';mmr‘:v T———
SVRL.ofa Mg at-oMer Srielgency: swatch is included in the generator tesling
. required to ensure compliance, POC
H;efg gi?i‘t’e xz;féigfcseegif'e”g;ck”"w'edged by completion date is 11/10/15 which is 35
y ' days max per the accompanying 2567
cover letter. Scquim Health and Rehab
reserves (he right Lo extend compliance
oul to 12/4 which is 60 days, The
extension is due to the uncertain speed o
WA State construclion revicw as the
contractor stands at the ready.
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