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!' This report is the result of an unannounced Fire l

, and Life Safety waiver clearance survey for intake | |
| ID# 3173173 at Spokane Veterans Home in

| Spokane, Washingtan on 12131/15 by a |
|
!

representative of the Washington State Patrol,
. Fire Protection Bureau.
The existing section of the 2000 Life Safety Code |
was used in accordance with 42 CFR 483.70. |
| This existing facility is a two-story structure of
-i Type |I-1 hour construction. The facility has exits '
i to grade and is protected by a Type 13 sprinkler !
| system and an Automatic / Manual Fire Alarm |
|

i System with corridor smoke detection. The

 facility is licensed for 100 residents.

! The waiver for K-147 expired November 5, 2015. !

| The facitity has adopted the categorical waiver for |
powerstrips. |

| The factlity is in substantial compliance with the '

| 2000 Life Safety Code as adopted by the Centers |
for Medicare & Medicaid Services.

i The surveyor was: !

| David Rogers {
Deputy State Fire Marshal :

I Nursing Home Surveyor

| 32863 :

|

. The surveyor was from: ‘

l Washington State Patrol ;

1 Office of the State Fire Marshal :

| Fire Protection Bureau

: PO Box 19130 ‘
Spokane WA 99219-9130 |

lTeIephone: {509) 954-2746 !

i Fax: (509) 227-6639 ‘ '

. | .

DSFM D.A. Regers
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Any deﬁcienfstatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from cormrecting providing # 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. 1If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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