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System-Test/Maintain

- Complete Fire Alarm Systems.

(C) All facitities shail test and maintain the
complete fire alarm system in accordance with
NFPA 72, 1999 edition. I/]

This regulation is hot met as evidenced by:
Class Il

Based on record review and interview on June
04, 2025, the facility failed to ensure the complete
fire alarm system was tested and maintained in
accordance with National Fire Protection
Association {(NFPA) 72, 1998 edition. The facility

' census on June 04, 2025 was 39. This deficiency

potentially affects 39 of 39 residents.

Record review on June 04, 2025, at 2:14 P.M. of
the annual fire alarm system inspection report
dated May 29, 2025 showed defects or
malfunctions in the fire alarm system that haven't
been corrected that consist of the following:

*Left and right tampers in the maintenance shop

on zone 1.1-142 failed to send a signal to the
FACP and/or the ERC.

*Tamper on zone L-145 south hall L1-145 failed
to send a signal to the FACP and/or the ERC.

*Tamper 1st fioor west on zone L1-156 failed to
send a signal to the FACP and/or the ERC.

*Tamper third floor west on zone L2-146 failed to
send a signal to the FACP and/or the ERC.

*Tamper 4th floor south stairwell on zone L2-146
failed to send a signal to the FACP and/or the

_ERC.
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During an interview on June 04, 2025, at 3:02

P.M. the facilities Maintenance Supervisor said

he/she would contact the fire alarm company and

schedule a date for the defects to be corrected.

Missouri Department of Health and Senior Services
STATE FORM 6899 uG3I11 If continuation sheet 2 of 2



PLAN OF CORRECTION

Provider/Supplier | o e beth Hall
Name:

Street Address, | 4,5\ Newstead Ave.
City, Zip:

Date of Survey: 6/4/25

PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER 07516C

ID PREFIX TAG PROVIDER'S PLAN OF CORRECTION: (EACH CORRECTIVE ACTION COMPLETION
SHOULD BE CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
Complete fire alarm system test to be conducted semi-annually.
Results reported to the building Maintenance Supervisor and
facility Administrator. Any deficiencies will be repaired in a timel

A2249 mannyer. ltems listed in t;g A2249 have been adpdressed by fire ! 7121125
suppression vendor with a report provided. Alarm system to be
tested for compliance with a report provided.

The Administrator signing and dating the first page of the CMS-2567/State Form is indicating their approval of
the plan of correction being submitted on this form.



