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Based on an Emergency Preparedness Survey
completed on January 13, 2025, at Canterbury
Place, it was determined there were no deficiencies
identified with the requirements of 42 CFR 483.73.
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Component 01
Main Building

Based on a Medicare/Medicaid Recertification
Survey completed on January 13, 2025, it was
determined that Canterbury Place was not in
compliance with the following requirements of the
Life Safety Code for an existing 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 seven story, Type II (222), fire resistive
structure, with a basement and penthouse, that is

fully sprinklered.
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NFPA 101 Sprinkler System - Maintenance and Testing Completion
The automatic sprinkler gauges Date:
Sprinkler System - Maintenance and Testing dated 2019 were replaced by an 02/04/2025
Automatic sprinkler and standpipe systems are inspected, outside vendor on January 20, 2025. Status:
tested, and maintained in accordance with NFPA 25, The Director of Maintenance and the APPROVED
Standard for the Inspection, Testing, and Maintaining of maintenance staff were educated by Date:
Water-based Fire Protection Systems. Records of system the Administrator on the importance 01/27/2025
design, maintenance, inspection and testing are maintained of ensuring that the fire sprinkler
in a secure location and readily available. gauges need to be tested or replaced
a) Date sprinkler system last checked every five years. The Director of
Maintenance or designee will
b) Who provided system test pre-schedule with the outside
vendor to ensure the five-year test
c) Water system supply source and/or replace regulation.
Provide in REMARKS information on coverage for any
non-required or partial automatic sprinkler system.
9.7.5,9.7.7,9.7.8, and NFPA 25
This REQUIREMENT is not met as evidenced by:
CMS-2567L
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Based on observation and interview, it was
determined the facility failed to maintain the
automatic sprinkler system in one instance, affecting
the entire facility.
Findings include:
1. Observation on January 13, 2025, at 10:10 a.m.,
revealed the automatic sprinkler gauges were dated
2019 and the facility could not provide
documentation that the gauges had been replaced or
tested by comparison with a calibrated gauge within
the last five years.
Interview with the Facility Administrator and
Maintenance Director on January 13, 2025, at
10:10 a.m., confirmed the automatic sprinkler
system deficiency.
CMS-2567L 4C9121 IF CONTINUATION SHEET Page 3 of 3



Certified End Page

CANTERBURY PLACE

STATE LICENSE NUMBER: 050702
SURVEY EXIT DATE: 01/13/2025

I Certify This Document to be a True and Correct Statement of Deficiencies and
Approved Facility Plan of Correction for the Above-Identified Facility Survey

9&5’( . Z\ - g::'r o A4
%"Mne J Bt ,,;;f 0
Jeanne Parisi Dibra L. Bogen, MD, FAAP
Depuby Secrebany for Ouelily Asmurance Secratan) af Health

|/

Pennsylvania

Department of Health

THIS IS A CERTIFICATION PAGE

PLEASE DO NOT DETACH

THIS PAGE IS NOW PART OF THIS SURVEY



