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Surveyor: 35231

This report is the result of an unannounced Fire
and Life Safety complaint survey conducted at
Pacific Specialty and Rehab Care on 01/07/2016
by a representative of the Washington State
Patrol, Fire Protection Bureau. This complaint
was in referance to K tag 147. When conducting
an interview with the Administrator he states that
the facility has now elected to adopt the use of
CMS categarical waiver for the use of power
strips in the facility. The Administrator provided
me a copy of the categorical waiver for my
review.

The facility has a total of 104 beds and at the time
of this survey the census was 70.

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

The facility is a single story structure of Type five
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 to
grade with paved exit discharges to the public

way. ﬁECENED

The facility js back i ciSompliance with the 2000 A JAN 11 2016
Life Sgfety/Code as adopted by the Centers for N
Medi ifaid Services. FIRE PREVENTIO

DIVISION

D. Wolden
Peputy State Fire Marshal
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other safeguards/provide suffici€fit protection to 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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