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A3214| 19 CSR 30-86.032(13) Electrical Wiring, A3214
Maintained, Inspected

| In facilities that are constructed or have plans
| approved after July 1, 2005, electrical wiring shall
‘ be installed and maintained in accordance with
the requirements of the National Electrical Code,
| 1999 edition, National Fire Protection Association,
! Inc., incorporated by reference, in this rule and
available by mail at One Batterymarch Park,
Quincy, MA 02269, and local codes. This rule
does not incorporate any subsequent
amendments or additions to the materials
incorporated by reference. Facilities built between
September 28, 1979 and July 1, 2005 shall be
maintained in accordance with the requirements
of the National Electrical Code, which was in
effect at the time of the original plan approvat and
' local codes. This rule does not incorporate any
subsequent amendments or additions. In facilities
| built prior to September 28, 1979, electrical wiring
| shall be maintained in good repair and shall not
| present a safety hazard. All facilities shall have
wiring inspected every two (2) years by a qualified
electrician, 1111l

1

| This regulation is not met as evidenced by:
Class I}

‘ Based on record review and interview the facility
failed to properly maintain the buildings electrical
wiring. The facility census was 46. This deficiency
affects 46 of 46 residents.

A records review showed no documentation
| provided for the two year electrical wire
| certification.

| During an interview on 3-28-2024 at 1:30 P.M. the
| maintenance director said he would contact the
| electrical company to see when the last one was
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