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This facility is in substantial compliance with
Appendix Z-Emergency Preparedness for All
Provider and Supplier Types Interpretive
Guidance 483.73, Requirements for Long Term
Care (LTC) Facilities.
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LIFE SAFETY CODE 101:2012

THIS FACILITY IS IN COMPLIANCE WITH THE
MINIMUM LIFE SAFETY CODE
REQUIREMENTS AS SURVEYED USING
CMS-2786

Complete Care At Bey Lea is a one story building
that was built in the 1980's. It is composed of
TYPE 111 (211) construction and is fully
sprinklered.

There is a supervised smoke detection located in
the corridors, spaces open to the corridors and in
resident rooms. There is a diesel generator that
supply's backup power for approximately 25 % of
the building, 1. Emergency lighting & outlets and
HVAC in LTC 2. Emergency lighting & outlets A/L
3. Emergency lighting Admin and Ser. wing #2
diesel fuel 500-gallon skid tank 95% =475 gal.

The facility utilized 1135 waivers allowing for
regulatory flexibilities during the Public Health
Emergency for routine inspection, testing and
maintenance requirements beginning January 31,
2020. The flexibilities did not extend to the
following items: fire pump weekly/monthly testing,
fire extinguisher monthly inspections, fire fighter
operation monthly testing for elevators, monthly
testing of generators, and daily inspection of the
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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means of egress in areas of construction, repair,
alterations or additions.

The survey process was modified during this
COVID-19 PHE as allowed by QSO Memo 20-31-
All. The process revisions excluded
approximately 50% of the rooms and portions of
the barriers.The facility has 120 LTC certified
beds.
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