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Based on an Onsite Revisit to an Emergency
Preparedness Survey completed on November 14,
2024, at Avalon Springs Place, it was determined
there were no deficiencies identified with the
requirements of 42 CFR 483.73.
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Facility ID #132402
Component 01
Main Building
Based on an Onsite Revisit to a Medicare/Medicaid
Recertification Survey completed on November 14,
2024, it was determined that Avalon Springs 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 two-story, Type II (000), unprotected,
non-combustible building, with a ground floor, that is
fully sprinklered.
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The facility will not occupy the Date:
SS=E General Requirements - Other flooded areas. Cleanup and 01/24/2025
List in the REMARKS section any LSC Section 18.1 and sanitation completed. Plans for Status:
19.1 General Requirements that are not addressed by the rebuild on hold due to the pending APPROVED
provided K-tags, but are deficient. This information, along change of facility ownership Date:
with the applicable Life Safety Code or NFPA standard scheduled for 3/1/2025. A narrative 01/21/2025
citation, should be included on Form CMS-2567. and plans will be submitted for plan
review prior to any work being
This REQUIREMENT is not met as evidenced by: conducted in the flooded areas. The
facility is using designated storage
areas for facility storage. Facility
maintenance staff or designee will
round daily to ensure the space
remains safe and secure until rebuild
is completed.
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Based on observation and interview, the facility
failed to maintain general requirements not
addressed by the provided K-tags, but they are
deficient, affecting two of three building levels.
Findings include:

Observation on November 14, 2024, between

11:55 a.m. and 12:04 p.m., revealed the facility
failed to obtain required approval from the
Department of Health State Plan Review and a
granted occupancy from the Life Safety Division for
the following projects:

A. (11:55 p.m.) First floor, north hall, had recent
flood damage. There was remediation work being
completed from the floor level up approximately
three feet of the corridor walls. The residents were
evacuated from this area and relocated as a result of
the event;

B. (12:04 p.m.) Ground floor, north hall, dementia
unit, had recent flood damage, resulting in total
remediation of the partitioning studs;

C. (12:04 p.m.) The facility is currently using
various rooms throughout the facility to provide item
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storage due to the recent flood event.

Interview with the maintenance supervisor on
November 14, 2024, at 12:04 p.m., confirmed the
deficiencies.

sk sk sk sk sk sk sk sk sk skoskoskosk sk ok

Based on an interview during an Onsite Revisit
Survey conducted on January 9, 2025, at 11:15

a.m., the facility failed to obtain required approval
for items A, B, and C from the Department of

Health State Plan Review and receive a granted
occupancy from the Life Safety Division. The facility
was preparing the drawings and applications for
submission at the time of the Revisit Survey.
Interview with the maintenance supervior on January
9, 2025, at 11:15 a.m., confirmed the deficiency.
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