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Based on an Emergency Preparedness Survey 

completed on March 31, 2025, at Embassy of 

Tunkhannock, it was determined there were no 

deficiencies identified with the requirements of 42 

CFR 483.73.
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Facility ID# 551002

Component 01

Main Building

Based on a Medicare/Medicaid Recertification 

Survey completed on March 31, 2025, it was 

determined that Embassy of Tunkhannock 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 one story, Type II (000), unprotected, 

noncombustible building, that is fully sprinklered.

K 0324

SS=C

K 0324  0.00
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards 

provide sufficient protection to the patients.  The findings stated above are disclosable whether or not a plan of correction is provided .  The findings are disclosable 

within 14 days after such information is made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued program 

participation.

This form is a printed electronic version of the CMS 2567L.  It contains all the information found on the standard document in much the same form.  This 

electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found 

on the CMS 2567L. 
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NFPA 101 Cooking Facilities

Cooking Facilities

Cooking equipment is protected in accordance with NFPA 

96, Standard for Ventilation Control and Fire Protection of 

Commercial Cooking Operations, unless: 

* residential cooking equipment (i.e., small appliances such 

as microwaves, hot plates, toasters) are used for food 

warming or limited cooking in accordance with 18.3.2.5.2, 

19.3.2.5.2

* cooking facilities open to the corridor in smoke 

compartments with 30 or fewer patients comply with the 

conditions under 18.3.2.5.3, 19.3.2.5.3, or

* cooking facilities in smoke compartments with 30 or fewer 

patients comply with conditions under 18.3.2.5.4, 19.3.2.5.4.

Cooking facilities protected according to NFPA 96 per 9.2.3 

are not required to be enclosed as hazardous areas, but 

shall not be open to the corridor. 

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through 19.3.2.5.5, 

9.2.3, TIA 12-2

This REQUIREMENT is not met as evidenced by:

Completion 

Date:

04/25/2025

Status:

APPROVED

Date:

04/17/2025

Facility cannot retroactively correct 

deficiency

Education provided to Maintenance 

Director on annual inspections for 

Ansul system

Maintenance Director scheduled 

inspection for 4/25/2025 of the 

automated fire suppression Ansul 

system.  Vendor educated as to 

importance of timely inspections as 

scheduled each 6-month interval.  

NHA/designee will review 

inspection binder including Ansul 

system biannually to ensure all 

inspections are completed.  Results 

to the QA committee to ensure 

compliance.
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Based on documentation review and interview, it 

was determined the facility failed to maintain  

cooking facilities in one instance, affecting one of 

one floor.

Findings include:

1. Observation on March 31, 2025, at 12:22 p.m., 

revealed the facility lacked one of two required 

ansul system inspections for the preceding twelve 

month period.

Exit interview with the Facility Administrator and the 

Facilities Manager on March 31, 2025, between 

12:30 p.m., and 12:35 p.m., confirmed the cooking 

facilities deficiency.
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NFPA 101 Electrical Equipment - Other

Electrical Equipment - Other

List in the REMARKS section any NFPA 99 Chapter 10, 

Electrical Equipment, requirements that are not addressed 

by the provided K-Tags, but are deficient. This information, 

along with the applicable Life Safety Code or NFPA 

standard citation, should be included on Form CMS-2567.

Chapter 10 (NFPA 99)

This REQUIREMENT is not met as evidenced by:

Completion 

Date:

04/28/2025

Status:

APPROVED

Date:

04/18/2025

Facility cannot retroactively correct 

deficiency

Facility audit of all junction boxes 

completed by maintenance director.  

All junction boxes were secured.  

Junction box cited during survey 

corrected at time of survey

Education provided to maintenance 

staff on security of junction boxes.  

Maintenance director/designee to 

audit junction boxes monthly X 3 

months with results sent to the QA 

committee to ensure compliance.
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Based on observation and interview, it was 

determined the facility failed to maintain electrical 

systems in one instance, affecting one of one floor.

Findings include:

1. Observation on March 31, 2025, at 11:55 a.m., 

revealed an unsecured junction box, located above 

the suspended ceiling assembly, within Room 104.

Exit interview with the Facility Administrator and the 

Facilities Manager on March 31, 2025, between 

12:30 p.m., and 12:35 p.m., confirmed the electrical 

systems deficiency.
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