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Based on an Emergency Preparedness Survey 

completed on November 26, 2024, at Rosewood 

Gardens Rehabilitation and Nursing Center, it was 

determined there were no deficiencies identified with 

the requirements of 42 CFR 483.73.
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Facility ID# 283202

Component 01

A, B, & Central Wings

Based on a Revisit to a Medicare/Medicaid 

Recertification Survey completed on November 26, 

2024, it was determined that Rosewood Gardens 

Rehabilitation and Nursing Center - A, B, & Central 

Wings was not in substantial compliance with the 

following requirements of the Life Safety Code for 

an existing Nursing health care occupancy. 

Compliance with the National Fire Protection 

Association's Life Safety Code is required by 42 

CFR 483.90(a).

This is a one-story, Type III (200), unprotected 

ordinary building, with an attic, partial basement, 

and basement-level crawl space, that is fully 

sprinklered.
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Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems are inspected, 

tested, and maintained in accordance with NFPA 25, 

Standard for the Inspection, Testing, and Maintaining of 

Water-based Fire Protection Systems. Records of system 

design, maintenance, inspection and testing are maintained 

in a secure location and readily available. 

  a) Date sprinkler system last checked   
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  b) Who provided system test  

____________________________

  c) Water system supply source  

__________________________

Provide in REMARKS information on coverage for any 

non-required or partial automatic sprinkler system.
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Date:
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4/18/25.  

TLW to be submitted to allow for 

additional time to accommodate the 

weather to be 50 degrees or above to 

avoid freezing.
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Based on document review and interview, it was 

determined the facility failed to maintain and inspect 

the sprinkler systems, affecting the entire facility.

Findings include:

Document review on November 26, 2024, at 8:00 

a.m., revealed the facility could not provide 

documentation of the following tests and inspections:

a. 3 year, dry system full flow test;

b. 5 year internal valve and pipe inspection.

Exit interview with the Administrator and the 

Maintenance Director on November 26, 2024, at 

10:00 a.m., confirmed the lack of documentation.

*********************************

Based on an onsite Revisit conducted on January 7, 

2025, the following was determined: 

Item B - Not Completed.  Documentation 
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confirmed that a 5 year internal valve and pipe 

inspection was conducted but the dry sprinkler 

system did not pass inspection.  It was determined 

there are pipes partially full of foreign materials and 

pipes need an internal cleaning.  

Exit Interview with the Administator and 

Maintenance Director on January 7, 2025 at 10:30 

a.m., confirmed the dry sprinkler pipe blockage.

All other deficiencies listed under this tag were 

corrected.   
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Facility ID# 283202

Component 02

C, D, and E Wings

Based on a Revisit to a Medicare/Medicaid 

Recertification Survey completed on November 26, 

2024, it was determined that Rosewood Gardens 

Rehabilitation and Nursing Center- C, D, and E 

Wings were in substantial compliance with the 

requirements of the Life Safety Code for an existing 

Nursing health care occupancy. Compliance with 

the National Fire Protection Association's Life 

Safety Code is required by 42 CFR 483.90(a).

This is a two-story, Type II (000), unprotected 

noncombustible building, that is fully sprinklered.
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