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19 CSR 30-86.022(3)(D) Fire Extinguishers
UL/FM, Maintain/Check

Fire Extinguishers.

(D) All fire extinguishers shall bear the label of
the Underwriters ' Laboratories (UL) or the
Factory Mutual (FM) Laboratories and shall be
installed and maintained in accordance with
NFPA 10, 1998 edition. This includes the
documentation and dating of a monthly pressure

check. I

This regulation is not met as evidenced by:

Class Ili

Based on record review and interview on
November 14, 2024 the facility failed to ensure

i the facility fire extinguishers were

inspected/maintained annually in accordance with
NFPA 10, 1998 edition. The facility census was
twenty nine (29). This deficiency affects twenty
nine (29) of twenty nine (29) residents.

" Record review showed no current annual

extinguisher inspection documentation on file for
review.

Record review showed the last inspection on file

* for the extinguishers was dated December 2022.

During an interview on November 14, 2024 at
12:07 P.M. the office manager said she did not
know why the inspection had not been performed

~and would contact the inspection company.
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