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£ 000 | Initial Comments Eoogl The following Plan of Correction
‘ constitutes our written credibie

The following reflects the findings of the allegation of compllange On_ the
California Department of Public Health, during an deficiencies noted during Life Safety
Emergency Preparedness recertification survey. Code Standard Survey conducted on
The findings are in accordance with 42 Code of 06/10/2025.

Federal Regulations (CFR) 483.73, Requirement
for Long Term Care (LTC) Facilities.

The facility is not in substantial compliance with
42 CFR 483.73 for Long Term Care {LTC)
Facilities.

Census: 35
E 039 | EP Testing Requirements £ 039
SS=F | CFR(s): 483.73(d}2)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(A)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d){(2), §494.62(d)(2).

*IFor ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPO, "Organizations" under
§485.727, CMHCs at §485.920, RHCs/FQHCs at RECEIVED

§491.12, and ESRD Facililies at §494.62): By Rocio Casper at 7:36 am, Jun 23, 2025

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]
must do all of the following: :

(i) Parlicipate in a full-scale exercise thal is
community-based every 2 years; or
{A) When a community-based exercise is not
accessible, conduct a facility-based functional
exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergengy that requires

o =
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REEPRESENTRTIVE'S SIGNATURE

T LN AR 625/

0
Any deficiency statement endina wiflf an asterisk (' denotes a defigtancy wh Ythe institution may be excused from correcting providing il is determined that / /
other safeguards provide sufficientbrotection to the patients . (See instructions.) Except for nursing homes, the findings staled above are disclosable 90 days

following the date of survey whether or nol a plan of correction is provided. For nursing homes, the above findings and pfans 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 pariicipation.

FORM CMS-2567{02-99} Previous Versions Obsolete Event 10: ZUPM21

Facility ID: CA020000028 if continuation sheet Page 1 of 16

6/30/2025: POC accepted per Beverly Ong-Sladek, SSM-1


RCasper
Received


PRINTED: 06/11/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 COMPLETED
055892 B. WING 06/10/2025
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CCDE
2223 ASHBY AVENUE
BERKELEY PINES SKILLED NURSING CENTER
BERKELEY, CA 94705
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES [n3 PROVIDER'S PLAN OF CORRECTION 4]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE ARPPROPRIATE DATE
DEFICIENCY)
E 039 | Continued From page E 039

activation of the emergency plan, the [facility] is
exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.

(i} Conduct an additional exercise at least every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2){i) of
this section is conducted, that may include, but is
nol limited to the following:

(A) A second fuli-scale exercise that is
community-based or individual, facility-hased
functional exercise; or

(B} A mock disaster drill; or

{C) A tabletop exercise or workshop that is led by
a facilifator and includes a group discussion using
a narrated, clinicaliy-relevant emergency
scenario, and a sel of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan,

{iii) Analyze the [facility's] response o and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
{facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Tesling for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following:

(i) Participate in a full-scale exercise that is
community based every 2 years, or

(A) When a community based exercise is not
accessible, conduct an individual facility based
funclional exercise every 2 years; or

(B} If the hospice experiences a natural or
man-made emergency tha! requires activation of
the emergency plan, the hospital is exempt from
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engaging in its next required full scale
community-based exercise or individual
facllity-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or funclional
exercise under paragraph (d){(2)(i) of this section
is conducled, that may include, but is not limited
to the following:

(A) Asecond full-scale exercise thal is
community-based or a facility based functional
exercise; or

{B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care direclly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice musl do the following:

{i) Patticipaie in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

{B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency ptan, the hospice is exempt from
engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

(iiy Conducl an additional annuai exercise that
may include, but is not limited to the following:

(A) A second full-scale exercise that is
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communily-based or a facilily based functional
exercise; or

(B) Amock disaster drill; or

(C) Atabletop exercise or workshop led by a
facilitator that includes a group discussion using a
narrated, clinically-relevant emergency scenario,
and a sef of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.

(i) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

{2) Testing. The [PRTF, Hospital, CAH} must
conduct exercises fo test the emergency plan
twice per year. The {PRYF, Hospital, CAH] must
do the following:;

(i) Participate in an annual full-scale exercise that
is communily-based; or

(A) When a communily-based exercise is nol
accessible, conduct an annual individual,
facility-based funclional exercise; or

(B) If the [PRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency pian, the
{facility] is exempt from engaging in its next
required full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(iiy Conduct an [additional] annual exercise or
and that may include, but is not limited to the
following:

(A) A second {ull-scale exercise that is
community-based or individual, a facility-based
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functional exercise; or
(B) A mock disaster drill; or

{C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
fuestions designed lo challenge an emergency
plan.

(iiiy Analyze the [facilily's] response to and
maintain documentation of all drilis, tabletop
exercises, and emergency events and revise the
{facility's] emergency plan, as needed.

*[For PACE af §460.84(d):]

(2) Testing. The PACE crganization must conduct
exercises to test the emergency plan at least
annually, The PACE organization must do the
following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

{B) If the PACE experiences an actual naturat or |

man-made emergency that requires activation of
{he emergency plan, the PACE is exempt from
engaging in its next required full-scale communily
based or individual, facility-based functional
exercise following the onset of the emergency
event.

{if) Conduct an additional exercise every 2
years opposite the year the full-scale or functicnal
exercise under paragraph (d)(2){i) of this section
is conducted that may include, but is not fimited {o
the following:

{A)} A second full-scale exercise that is
community-based or individual, a facility based
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functional exercise; or

(B} A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-refevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

{iily Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency evenis and revise the
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The {LTC facility] must conduct exercises to
lest the emergency plan at least twice per year,
including unanncounced staff drills using the
emergency procedures. The [LTC facility,
ICFMD] must do the following:

(i) Parlicipate in an annual full-scale exercise that
is community-based; or

(A} When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) if the {LTC facility] facility experiences an
actual natural or man-made emergency that
requires aclivation of the emergency plan, the
LTC facility is exempl from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.

{li) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) Asecond full-scaie exercise thal is
community-based or an individual, facility based
functional exercise; or

{B) A mock disaster drill; or

{C) Atabletop exercise or workshop that is led by

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION (x5}
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a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, direcied
messages, or prepared queslions designed to
challenge an emergency plan.

{iii) Analyze the [LTC facility} facility's response to
and maintain documentation of ail drills, tabletop
exercises, and emergency events, and revise the
[LTC facility] facility's emergency plan, as needed.

*{For ICF/IDs at §483.475(d)):

(2) Testing. The ICFAID must conduct exercises
to test the emergency plan at least twice per year.
The ICFAID must do the following:

{i} Participate in an annual full-scale exercise that
is community-based; or

(A} When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) i the ICF/ID experiences an actuat naturai or
man-made emergency that requires activation of
the emergency plan, the ICF/ID is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.

(i} Conduct an addilional annuat exercise that
may include, but is not limiled to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

{C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a sel of problem stalemenits,
directed messages, or prepared questions
designed to challenge an emergency plan.
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(iif} Analyze the ICF/IID's response o and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

{d)(2) Testing. The HHA must conduct exercises
to test the emergency plan at

least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.

(B) If the HHA experiences an aclual natural
or man-made emergency thal requires activation
of the emergency plan, the HHA is exempt from
engaging in its next required full-scale
community-based or individual, facility based
funclional exercise following the onset of the
emergency event.

(i} Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i} of this section
is conducted, that may include, but is not
limited to the following:

{A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

{C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
stalements, directed messages, or prepared
questions designed to challenge an emergency
plan.
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(i) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency pian, as needed,

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercises
to test the emergency plan. The OPO must do the
following:

(i} Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is
ied by a facilitator and includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, direcled messages, or prepared
questions designed to challenge an emergency
pian. If the OPO experiences an actual naturat or
man-made emergency that reqttires activation of
the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the cnset of the emergency event.

(i) Analyze the OPQO's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
0OPO's] emergency plan, as needed.

*[ RNCHis at §403.748):

(d}(2) Testing. The RNHC! must conduct
exercises to {est the emergency plan. The RNHCI
must do the following:

(i) Conduct a paper-based, {abletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of probiem statements, direcled messages, or
prepared gqueslions designed to challenge an
emergency plan.

(i} Analyze the RNHCI's response to and
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maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHCI's
emergency plan, as needed. |. Corrective Action:
This REQUIREMENT is not met as evidenced An after action participation report
by: that will show actual involvement
Based on record review and interview, the facility and activity in the community based
failed lo develop and maintain an emergency exercise of the staff will be created
preparedness training and testing plan. This was .
evidenced by the failure to participate in a on fUt,ure community based
full-scale community-based exercise. This exercise.
affecled 35 of 35 residents and could result in not
having the planning and preparation to protect the 1. How the facility will identify other
heaith and safety of the residents. residents:
o All residents have the potential to
Findings: be aftected by this practice.
During record review and interview with the .
Administrator on 6/10/25, the facility's emergency Ill. Systemic Change:
preparedness {raining and testing program was Emergency Preparedness
reviewed. Communication plans will be
reviewed and updated annually.
At 10:14 a.m., the facility failed to provide records
indicating the facility par'ticipa_tet.i in a full-scale IV. Monitoring Process:
community-based exercise within the !ast i2 The facility will monitor its
months. There were no prior community-based
exercises provided for a review. The facility performance through our QAP
provided the certificate for the 2024 Great process.
California ShakeOut but did not provide an after
action report or a record of staff participation. V. Date of correction:
Upon interview, the Administrator stated that the 06/13/2025
exercise was overloocked.
K 000 | INITIAL COMMENTS K 000
K3 BUILDING: 01
K6 PLAN APPROVAL: 2/14/1968
K7 SURVEY UNDER: 2012 EXISTING
STRUCTURE TYPE: ONE STORY with a partial
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basement, CONSTRUCTION TYPE V (111),
FULLY SPRINKLERED.
The following refiects the findings of the California
Department of Public Health, during an annual
Life Safety Code recertification survey. The
findings are in accordance with 42 Code of
Federal Regulations (CFR) §483.90(a)(b){c)()),
National Fire Protection Association (NFPA) 101 -
Life Safely Code, 2012 Edition, and NFPA 89 -
Heailth Care Facdilities Code, 2012 Edition.
The facllity is not in substantial compliance with
42 CFR §483.90 for Long Term Care Facilities.
Census: 35
Licensed Beds: 36
K 293 | Exit Signage K 293

85=D | CFR(s): NFPA 101

Exit Sighage
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:

Based on observation and interview, the facility
failed to maintain the exit signs. This was
evidenced by an exit sign with a battery backup
that failed when lesled, This affected 15 of 35
residents and one of two smoke compariments.
This could result in the delay of evacuation in an
emergency.
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NFPA 101, Life Safety Code, 2012 Edition
19.2.10 Marking of Means of Egress.

19.2.10.1 Means of egress shall have signs in
accordance with Section 7.10, uniess otherwise
permitted by 19.2.10.2, 19.2.10.3, or 19.2.10.4.
7.10.9.2 Testing.

Exit signs connected to, or provided with, a
hattery-operated emergency illumination source,
where required in 7.10.4, shall be tested and
maintained in accordance with 7.9.3.

I. Corrective Action:
7.9.3 Pericdic Testing of Emergency Lighting

The battery powered exit sign located

Equipment. ) ; .

7.9.3.1.1 Testing of required emergency lighting in the corridor near the exitto the_
systems shall be permitted lo be conducled as Back Walkway near the kitchen: is
follows: now illuminating when tested.

{1) Functional testing shall be conducted monthly, A new battery was installed on

with a minimum of 3 weeks and a maximum of 5 06/11/2025.

weeks belween tests, for not less than 30

seconds, except as otherwise permitted by II. How the facility will identify other

7.9.31.1(2). _ ‘
(2)* The test interval shall be permitted to be reS'deT‘tS' )
extended beyond 30 days with the approval of the All residents have the potential to be
authority having jurisdiction. affected by this practice.

(3) Functional testing shall be conducted annually

for a minimum of 11/ 2 hours if the emergency 1. Systemic Change:

lighting system is battery powered. Battery powered exit signs will be

{4) The emergency lighting equipment shall be

fully operational for the duration of the tests checked monthly by the Maintenance

required by 7.9.3.1.1(1) and (3). Supervisor.
(5) Written records of visual inspections and tesls
shall be kept by the owner for inspection by the V. Monitoring Process:
authority having jurisdiction. The facility will monitor its
_ performance through our QAPI
Findings: process.

During a tour of the facilily and interview with the V. Date of C tion:
Environmental Supervisor on 6/10/25, the exit - Late or Laorrection.
signs were observed. 06/11/2025

FORM CMS-2567(02-99) Previous Versions Obsolele Evenl 1D: ZUPM21 Facility 1D: CA020000028 if continuation sheel Page 12 of 16



PRINTED: 06/11/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A. BUILDING 02 COMPLETED
055892 B, WING . 061102025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
2223 ASHBY AVENUE
BERKELEY PINES SKILLED NURSING CENTER
BERKELEY, CA 94705
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR {.SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY)
K 283 | Continued From page 12 K 293

At 8:46 a.m., the battery powered exit sign
located in the corridor near the exit to the Back
Walkway near the kilchen failed to illuminale
when tested. Upeon interview, the Environmental
Supervisor stated that the exit sign had been
tested the week prior to the survey.

K 918 | Elecirical Sysiems - Essential Electric Syste K918
55=F | CFR(s): NFPA 101

Electrical Systems - Essential Eleclric System
Maintenance and Testing

The generalor or other allernate power source
and associated equipment is capable of supplying
service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA 110,

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel, Maintenance and tesling of
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspecied annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Writlen records of
maintenance and tesling are maintained and
readily available, EES elecirical panels and
circuits are marked, readily idenlifiable, and
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separate from normal power circuits. Minimizing
the possibility of damage of the emergency power
source is a design consideration for new
installations.

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA

111, 700.10 (NFPA 70)

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and
interview, the facility failed to maintain the
essential electrical system. This was evidenced
by the failure fo provide the four-hour foad {est.
This affected 35 of 35 residents and two of two
smoke compartments. This could result in the
malfunction of the emergency generator.

NFPA 101 Life Safety Code, 2012 edition
19.5.1.1 Utilities shall comply with the provisions
of Section 9.1.

9.1 Wtilities.

9.1.3 Emergency Generators and Standby Power
Systems.

Where required for compliance with this Code,
emergency generalors and standby power
systems shall comply with 9,1.3.1 and 9.1.3.2,
9.1.3.1 Emergency generators and standby
power systems shall be installed, tested, and
maintained in accordance with NFPA 110,
Standard for Emergency and Standby Power
Systems.

NFPA 110, Standard for Emergency and Standby
Power Systems, 2010 Edition.

8.3.3 A written schedule for routine maintenance
and operational testing of the EPSS shall be
eslablished.

8.3.4 A permanent record of the EPSS
inspections, tests, exercising, operation, and
repairs shall be maintained and readily available.

K918
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8.4 Operational Inspection and Testing.

8.4.1 * EPSSs, including all appurienant
components, shall be inspected weekly and
exercised under foad at least monthly.

8.4.9% Level 1 EPSS shall be tested at least once
within every 36 months.

8.4.9.1 Level 1 EPSS shall be tested
continuously for the duration of its assigned class
(see Seclion 4.2).

8.4.9.2 Where the assigned class is greater than
4 hours, it shall be permitted to terminate the test
after 4 continuous hours.

8.4.9.3 The {est shall be initiated by operating at
least one transfer switch test function and then by
operating the test function of all remaining ATSs,
or initiated by opening all switches or breakers
supplying normal power o all ATSs that are part
of the EPSS being tested.

8.4.9.4 A power inlerruption to non-EPSS loads
shall not be required.

8.4.9.5 The minimum load for this test shall be as
specified in 8.4.9.5.1, 8.4.9.5.2, or 8.4.8.5.3.
8.4.9.1 Level 1 EPSS shall be tested
continuously for the duration of its assigned class
{see Section 4.2),

8.4.9.2 Where the assigned class is greater than
4 hours, it shall be permitted to terminate the test
after 4 continuous hours.

8.4.9.3 The lest shall be initiated by operating at
least one transfer switch test function and then by
operating the tes! function of all remaining ATSs,
or initiated by opening all switches or breakers
supplying normal power to all ATSs thal are part
of the EPSS being lested.

8.4.9.4 A power interruption to non-EPSS loads
shall not be required.

8.4.9.5 The minimum load for this test shall be
as specified in 8.4.9.5.1, 8.4.9.5.2, or 8.4.9.5.3.
8.4.9.5.3 For spark-ignited EPSs, loading shall
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be the available EPSS load.
Findings:

During a tour of the facility, record review, and
interview with the Environmentat Supervisor on
6/10/25, the generator was observed and testing
records were requested and reviewed.

At 10:16 p.m., the facility falled lo provide the
record of the four-hour load test for the 15
kitowatl propane generator. There were no
previous four-hour load tests provided for review.
Upon interview, the Environmental Supervisor
staled that the vendor had only conducted
two-hour load tests for the generator,

K$18:{, Corrective Action;

The facility conducted the 4 hour load
test for the 15 kilowatt propane
generator on 06/12/2025.

Il. How the facility will identify other
residents:

Ali residents have the potential to be
affected by this practice.

Hl. Systemic Change:

The four-hour load test for the 15
kilowatt propane generator will he
done every 3 years by the facility.

IV. Monitoring Process:
The facility will monitor its performance
through our QAPI process.

V. Date of Correction:
06/12/2025
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