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Facility ID# 185302

Component 01

Main Building

Based on an Abbreviated survey, in response to a 

complaint investigation completed on January 30, 

2025, it was determined that Riverstreet Manor was 

not in compliance with the following requirements of 

Title 42, Code of Federal Regulations; the 

Pennsylvania Code; and the Life Safety Code 

NFPA 101 for an existing health care occupancy.

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

ordinary building, that is fully sprinklered.

K 0911

SS=E

K 0911  0.00

(X6) DATE:TITLE:LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

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 Electrical Systems - Other

Electrical Systems - Other

List in the REMARKS section any NFPA 99 Chapter 6 

Electrical Systems 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 6 (NFPA 99)

This REQUIREMENT is not met as evidenced by:

Completion 

Date:

03/04/2025

Status:

APPROVED

Date:

02/18/2025

-The outlet receptacle in Room 19 

was secured into the wall.

-Outlet receptacles in facility are 

being checked to ensure they are 

secured into the wall.

-NHA/Designee will re-inservice 

Maintenance Staff on ensuring 

outlet receptacles are secured to the 

wall and current staff will also be 

in-serviced to ensure they are 

reporting any issues with same 

immediately.

-Maintenance Director/Designee will 

complete an audit on random outlet 

receptacles weekly for 4 weeks and 

then monthly to ensure they are 

secured into the wall. 

-Results of the audits will be 

discussed at the monthly Quality 

Assurance Performance 

Improvement Meeting for review 

and/or recommendations.
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Based on observation and interview, it was 

determined the facility failed to maintain the electrical 

system in one location, affecting one of one floors.

Findings include:

1. Observation on January 30, 2025, at 9:45 a.m., 

Station 1, Resident Room 19, revealed an outlet 

receptacle that was not secured into the wall, 

creating a gap exposing the wiring inside the room, 

near bed 19W.

Exit interview with the Facility Administrator and 

Facility Representative #1 on January 30, 2025, at 

10:00 a.m., confirmed the outlet was not secured 

into the wall.
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