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K 000 | INITIAL COMMENTS K 000

A recertification LSC survey was conducted by
DOH OHCA on 11/14/23. The facility was found
not in compliance with Title 42 CFR, Chapter 4.
The following citations were a result of this
survey.

K 293 | Exit Signage K293
SS=C | CFR(s): NFPA 101

Exit Signage

2012 EXISTING

Exit and directional signs are displayed in
accordance with 7.10 with continuous illumination
also served by the emergency lighting system.
19.2.10.1

(Indicate N/A in one-story existing occupancies
with less than 30 occupants where the line of exit
travel is obvious.)

This REQUIREMENT is not met as evidenced
by:

K-293 Exit Signage

This STANDARD is not met as evidenced by:
Based on record review and staff interview with
facility manager, the facility failed to produce
documentation for an annual 90 minute test for
the exit signs equipped with a battery backed up
system in the facility, in accordance with NFPA
101, 2012 edition, and section 7.9.9.1.1 (1). This
deficiency could affect all residents, staff, and
visitors during an emergency requiring evacuation
during a power outage.

Findings include:

During record review on 11/14/23 at
approximately 10:30 am revealed that the facility
failed to provide documentation for the annual 90
minute exit sign test. These findings were
verified at the exit conference with the facility
manager on 11/14/23 at 12:00 pm.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending 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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