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Based on an Emergency Preparedness Survey 

completed on February 12, 2025, at Green Valley 

Skilled Nursing and Rehabilitation Center, it was 

determined there were no deficiencies identified with 

the requirements of 42 CFR 483.73.
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Facility ID #061502

Component 10

Main Building

Based on a Medicare/Medicaid Recertification 

Survey completed on February 12, 2025, it was 

determined that Green Valley Skilled Nursing and 

Rehabilitation Center was not in compliance with the 

following requirements of the Life Safety Code for a 

new 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 V (111), protected wood 

frame structure, with an attic, which is fully 

sprinklered.
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NFPA 101 Electrical Systems - Essential Electric Syste

Electrical Systems - Essential Electric System Maintenance 

and Testing

 The generator or other alternate power source and 

associated equipment is capable of supplying service 

within 10 seconds. If the 10-second criterion is not met 

during the monthly test, a process shall be provided to 

annually confirm this capability for the life safety and 

critical branches. Maintenance and testing of the generator 

and transfer switches are performed in accordance with 

NFPA 110. 

Generator sets are inspected weekly, exercised under load 

30 minutes 12 times a year in 20-40 day intervals, and 

exercised once every 36 months for 4 continuous hours. 

Scheduled test under load conditions include a complete 

simulated cold start and automatic or manual transfer of all 

EES loads, and are conducted by competent personnel. 

Maintenance and testing of stored energy power sources 

(Type 3 EES) are in accordance with NFPA 111. Main and 

feeder circuit breakers are inspected annually, and a 

program for periodically exercising the components is 

established according to manufacturer requirements. 

Written records of maintenance and testing are maintained 

and readily available. EES electrical panels and circuits are 

marked, readily identifiable, and separate from normal 

power circuits. Minimizing the possibility of damage of the 

emergency power source is a design consideration for new 

installations. 

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 111, 700.10 

Completion 

Date:

02/21/2025

Status:

APPROVED

Date:

02/19/2025

The maintenance has installed a 

sticker identifying the remote manual 

stop station for the emergency 

generator.

The NHA and maintenance director 

will tour the facility and grounds to 

identify any other locations which 

may need additional or new signage 

to maintain compliance.

The NHA and maintenance director 

will review life safety regulations for 

signage to ensure that the facility is 

in compliance.  

The maintenance director will audit 

the sticker weekly with his generator 

checks to ensure the sticker remains 

in place.  Results of the audit will be 

forwarded to the QAPI committee for 

review.
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(NFPA 70)

This REQUIREMENT is not met as evidenced by:

Based on observation and interview, it was 

determined the facility failed to maintain emergency 

generator signage, affecting the entire component.

Findings include:

1.  Observation on February 12, 2025, at 1:05 PM, 

revealed the remote manual stop station, for the 

emergency generator, lacked identifying signage.

Interview at the time of the exit conference with the 

Administrator and Maintenance Director on 

February 12, 2025, at 1:30 PM, confirmed the lack 

of emergency generator stop station signage.
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NFPA 101 Features of Fire Protection - Other

Features of Fire Protection - Other

List in the REMARKS section any NFPA 99 Chapter 15 

Features of Fire Protection 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 15 (NFPA 99)

This REQUIREMENT is not met as evidenced by:

Completion 

Date:

02/21/2025

Status:

APPROVED

Date:

02/25/2025

The maintenance director has 

installed a reflective sign identifying 

the location of the fire department 

hookup.

The NHA and maintenance director 

will tour the facility and grounds to 

identify any other locations which 

may need additional or new signage 

to maintain compliance.

The NHA and maintenance director 

will review life safety regulations for 

signage to ensure that the facility is 

in compliance.  

The maintenance director will audit 

the fire department connection sign 

with his generator checks to ensure 

the sign remains in place.  Results of 

the audit will be forwarded to the 

QAPI committee for review.
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Based on observation and interview, it was 

determined the facility failed to maintain Fire 

Department Connection signage, affecting the entire 

component.

Findings include:

1.  Observation on February 12, 2025, at 12:55 

PM, revealed the Fire Department Connection, for 

the installed sprinkler system, lacked identifying 

signage.

Interview at the time of the exit conference with the 

Administrator and Maintenance Director on 

February 12, 2025, at 1:30 PM, confirmed the lack 

of Fire Department Connection signage.
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