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An Emergency Preparedness Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.475.

Survey Date:  06/29/23

Facility Number:  012528

Provider Number:  15G792

AIM Number:  201017060

At this Emergency Preparedness survey, 

Benchmark Human Services was found in 

compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.475.

The facility has 4 certified beds. All 4 beds are 

certified for Medicaid. At the time of the survey, 

the census was 4. 

Quality Review completed on 06/30/23

E 0000  
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Bldg. 01

A Life Safety Code Recertification Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.470(j).

Survey Date:  06/29/23

Facility Number:  012528

Provider Number:  15G792

AIM Number:  201017060

At this Life Safety Code survey, Benchmark 

K 0000  
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Human Services was found not in compliance with 

Requirements for Participation in Medicaid, 42 

CFR Subpart 483.470(j), Life Safety from Fire and 

the 2012 Edition of the National Fire Protection 

Association (NFPA) 101, Life Safety Code (LSC), 

Chapter 33, Existing Residential Board and Care 

Occupancies.

This one-story building was determined to be 

fully sprinklered. The facility has a fire alarm 

system with smoke detection in corridors, 

bedrooms, and all living areas, as well as heat 

detection within the unused attic space. The 

facility has a capacity of 4 and had a census of 3 

at the time of this survey.

Calculation of the Evacuation Difficulty Score 

(E-Score) using NFPA 101A, Alternative 

Approaches to Life Safety, Chapter 6, rated the 

facility Prompt with an E-Score of 0.3.

Quality Review completed on 06/30/23

NFPA 101 

General Requirements - Other 

General Requirements - Other

2012 EXISTING

List in the REMARKS section any LSC 

Section 33.1 or 33.2 General 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.

K S100
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Based on observation and interview, the facility 

failed to ensure 4 of 4 fire extinguishers in the 

home were inspected. NFPA 10, Standard for 

Portable Fire Extinguishers, 7.2.1.2 requires that 

fire extinguishers shall be inspected either 

manually or by means of an electronic monitoring 

K S100 All managers and TL’s will receive 

retraining on the monitoring of all 

Fire Extinguishers in the home, 

garage and van through the Health 

and Wellness monthly home 

assessment.  Record of trainings 

07/29/2023  12:00:00AM
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device / system at a minimum of 30-day intervals. 

Where monthly manual inspections are 

conducted, the date the manual inspection was 

performed and the initials of the person 

performing the inspection, shall be recorded. 

Where manual inspections are conducted, records 

for manual inspections shall be kept on a tag or 

label attached to the fire extinguisher, or on an 

inspection checklist maintained in a file, or by an 

electronic method. Records shall be kept to 

demonstrate that at least 12 monthly inspections 

have been performed. This deficient practice 

could affect all occupants.

Findings include:

Based on observations made with the Residential 

Director on 06/29/23 at 11:45 a.m. and 1:55, none of 

the four fire extinguishers located throughout the 

facility had been checked monthly since they were 

placed into the home by thrie vendor in October 

of 2022. Based on interview at the time of 

observation, the Residential Director 

acknowledged the aforementioned fire 

extinguishers as all having undocumented 

monthly visual checks adding that she would 

have an in-service training to remind each staff 

member about the monthly visual inspections of 

the fire extinguishers.

will be completed and will be kept 

in the evidence binder for review. 

 Managers will complete home 

assessments monthly to verify 

that fire extinguishers have been 

inspected monthly as scheduled.  

This will be documented on the 

monthly Health and Wellness 

Assessment.

 The Director will monitor the H 

and W Assessment at the end of 

every month to monitor 

compliance. H and W Fire Safety 

inspections will be included in the 

evidence binder for review. 
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