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Based on an Emergency Preparedness Survey 

completed on December 18, 2024, at Lakeside at 

Willow Valley, it was determined there were no 

deficiencies identified with the requirements of 42 

CFR 483.73.
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Facility ID #233602

Component 01

Main Building

Based on a Medicare/Medicaid Recertification 

Survey completed on December 18, 2024, it was 

determined that Lakeside at Willow Valley had 

deficiencies that have the potential for minimal harm 

as related to 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 four-story, Type II (222), fire resistive 

structure, without a basement, which is partially 

sprinklered, with smoke detection in resident rooms 

and common areas.  The healthcare portion of the 

facility is fully sprinklered, on the 1st and ground 

floor.
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NFPA 101 Exit Signage

Exit Signage

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:

Completion 

Date:

01/31/2025

Status:

APPROVED

Date:

12/30/2024

Life Safety Code, NFPA 101 Exit 

Signage:

1. A monthly inspections of exit 

signage (426) has been created in the 

work order system to ensure all exit 

signage are visually inspected.

2. Team Member will visually inspect 

exit signage at least once per month

3. Team Member will document 

completion of inspection after each 

occurrence.

4. The deficiency and the new 

process for monthly inspections 

(426) has been reviewed with the 

Lakeside Maintenance team 

members

5. The corrective action will be 

document and monitored by our 

Facility Management work order 

system. The documentation and 

reports will be reviewed at Quality 

Assurance meeting in 2025.

6. POC date of compliance will be 

completed by January 31st, 2025
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Based on document review and interview, it was 

determined the facility failed to maintain 

documentation verifying exit signage was subjected 

to monthly visual inspections within the previous 

twelve months, affecting the entire component.

Findings include:

1.  Review of documentation on December 18, 

2024, at 10:35 AM, revealed the facility failed to 

provide documentation verifying exit signage was 

subjected to monthly visual inspections, within the 

previous twelve months.

Interview with the Maintenance Manager on 

December 18, 2024, at 10:35 AM, confirmed the 

lack of documentation verifying exit signage was 

subjected to monthly visual inspections.
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