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OPENING REMARKS
Surveyor; 21700

The following deficiencies were cited as a result

. of an annual life safety code survey conducted on
+ 07/26/07 for New Mexico Regulations Governing

Requirements for Adult Residential Care
Facilities 7.8.2 NMAC.

7 NMAC 8.2.62 FIRE EXTINGUISHERS

7.8.262 FIRE EXTINGUISHERS:

A. As approved by the State Fire Marshatf or
Fire Prevention Authority having jurisdiction must
be located in the facility. Facilities must as a
minimum have two (2) 2A10BC fire extinguishers,
one (1) located in the kitchen or food preparation
area, and one {1} centrally located in the facility.
All fire extinguishers shall be inspected yearly and
recharged as needed. All fire extinguishers must
be tagged noting the date of inspection.

B. Fire extinguishers, alarm systems,
automatic detection equipment, and other fire
fighting equipment must be properly maintained
and inspected as recommended by the
manufacturer, State Fire Marshall, or Fire
Authority having jurisdiction.

[7-1-64, 9-24-76, 7-11-86, 4-7-87, 7.8.2.62 NMAC
-Rn, 7 NMAC 8.2.62, 8-31-00]

This REQUIREMENT is not met as evidenced
by:

Surveyor: 21700

Reference Tag B. OTHER FIRE FIGHTING
EQUIPMENT:

Based on cbservation, record review and staff

interview, the facility's practice failed to ensure
rd
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cooking facilities are protected and inspected in @ U\L s R \-QJQ"{) Q”Z"JZP
accordance with NFPA 96 (Standard for _J_ 0 Meg
Ventilation Control and Fire Protection of be ¢ ﬂ
Commercial Cooking Operations}, affecting ha AL-B00 AL 613

residents, staff and occupants of the facility. The 9 {_ 5'4./-4? A& O 'J/&U./W DO

licensed capacity of the facility is 48, the census d
during survey was 32. The findings are: au_zo )

1. On 07/26/07 at 1:15 pm, review of the kitchen <@ m u,? U W Ui s

range hood inspection dated 04/18/06 revealed _ _

| the following comment: "Nozzles in duct and (L dafes N Méw’ L;C
plenum need to be up-graded to meet wimfg o MM_,Q €0 l
UL-300 Fire Code." Wuf) < M‘ A

a. Atthis time, the Administrator stated W/

during interview that the range hood would be J/D M W /Lé’ ,U_H—k)

upgraded to meet the UL-300 Standard.
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