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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: 11/10/22

Facility Number: 012402
Provider Number: 15G766
AIM Number: 200993410

At this Emergency Preparedness survey,
Benchmark Human Services was found not in
compliance with Emergency Preparedness
Requirements for Medicare and Medicaid
Participating Providers and Suppliers, 42 CFR
483.475

The facility has 8 certified beds. All beds are
certified for Medicaid. At the time of the survey,
the census was 8.

Quality Review completed on 11/23/22

42 CFR, Subpart 483.475 is NOT MET as
evidenced by:

E 0039 403.748(d)(2), 416.54
441.184(d)(2), 482.15
Bldg. -- 483.73(d)(2), 484.102(d)(2), 485.625(d)(2
485.68(d)(2), 485.727(d)(2), 485.920(d)(2
486.360(d)(2), 491.12(d)(2), 494.62(d)(2)
EP Testing Requirements

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.625(d)(2), §485.727(d)(2), §485.920(d)
(2), §491.12(d)(2), §494.62(d)(2).
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d)(2), 483.475
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

Linda Riecke

Residential Director

(X6) DATE

12/08/2022

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

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 disclo

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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*[For ASCs at §416.54, CORFs at §485.68,
OPO, "Organizations" under §485.727,
CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct
exercises to test the emergency plan
annually. The [facility] must do all of the
following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is
not accessible, conduct a facility-based
functional exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility]
is exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.
(ii) Conduct an additional exercise at least
every 2 years, opposite the year the full-scale
or functional exercise under paragraph (d)(2)
(i) of this section is conducted, that may
include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the [facility's] response to and
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maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the [facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in
the patient's home. The hospice must
conduct exercises to test the emergency
plan at least annually. The hospice must do
the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility
based functional exercise every 2 years; or
(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospital is
exempt from engaging in its next required full
scale community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
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care directly. The hospice must conduct
exercises to test the emergency plan twice
per year. The hospice must do the following:
(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospice is
exempt from engaging in its next required
full-scale community based or facility-based
functional exercise following the onset of the
emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion
using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an
emergency plan.

(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency
plan twice per year. The [PRTF, Hospital,
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CAH] must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the [PRTF, Hospital, CAH] experiences
an actual natural or man-made emergency
that requires activation of the emergency
plan, the [facility] is exempt from engaging in
its next required full-scale community based
or individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an [additional] annual
exercise or and that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or individual, a
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [facility's] response to
and maintain documentation of all drills,
tabletop exercises, and emergency events
and revise the [facility's] emergency plan, as
needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must
conduct exercises to test the emergency

plan at least annually. The PACE
organization must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or
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(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the PACE experiences an actual natural
or man-made emergency that requires
activation of the emergency plan, the PACE
is exempt from engaging in its next required
full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every
2 years opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted that may include,
but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, a facility
based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises
to test the emergency plan at least twice per
year, including unannounced staff drills using
the emergency procedures. The [LTC facility,
ICF/1ID] must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
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accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual, facility
based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's
response to and maintain documentation of
all drills, tabletop exercises, and emergency
events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct
exercises to test the emergency plan at least
twice per year. The ICF/IID must do the
following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual
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natural or man-made emergency that requires
activation of the emergency plan, the ICF/IID
is exempt from engaging in its next required
full-scale community-based or individual,
facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]
(d)(2) Testing. The HHA must conduct
exercises to test the emergency plan at
least annually. The HHA must do the
following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise
is not accessible, conduct an annual
individual, facility-based functional exercise
every 2 years; or.

(B) If the HHA experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the HHA is
exempt from engaging in its next required
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full-scale community-based or individual,
facility based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)

of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the HHA's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the HHA's emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct
exercises to test the emergency plan. The
OPO must do the following:

(i) Conduct a paper-based, tabletop exercise
or workshop at least annually. A tabletop
exercise is led by a facilitator and includes a
group discussion, using a narrated, clinically
relevant emergency scenario, and a set of
problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan. If the OPO experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
OPO is exempt from engaging in its next
required testing exercise following the onset
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of the emergency event.

(i) Analyze the OPOQ's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the [RNHCI's and OPO's] emergency plan, as
needed.

*[ RNCHls at §403.748]:

(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The
RNHCI must do the following:

(i) Conduct a paper-based, tabletop exercise
at least annually. A tabletop exercise is a
group discussion led by a facilitator, using a
narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the RNHCI's emergency plan, as needed.
Based on record review and interview, the facility
failed to conduct exercises to test the emergency

E 0039

There was a actual natural
emergency drilll on 2/2/22 per

12/10/2022

must do the following:

is community-based; or

facility-based functional exercise.

accessible, conduct an annual individual,

include, but is not limited to the following:

plan at least twice per year. The ICF/IID facility
(1) Participate in an annual full-scale exercise that

a. When a community-based exercise is not

b. If the ICF/IID facility experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the ICF/IID
facility is exempt from engaging its next required
full-scale in a community-based or individual,
facility-based full-scale functional exercise for 1
year following the onset of the actual event.

(1) Conduct an additional exercise that may

regulations. There was also a drill
conducted on 8/2/22 for fire and
relocation in the house per
regulations. It is uncertain why
this drill was missed in the review
of documents. The residental
QIDP coordinator has been
retrained to ensure she knows
where all the drill documents are
located in the Emergency
Preparedness Book so that this
oversight can be corrected in the
future.
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K 0000

Bldg. 02

a. A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise.

b. A mock disaster drill; or

c. A tabletop exercise or workshop that is led by a
facilitator that includes a group discussion led by
a facilitator, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the ICF/IID facility's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICF/IID facility's emergency plan, as needed in
accordance with 42 CFR 483.475(d)(2). This
deficient practice could affect all occupants.

Findings include:

Based on record review with the Residential
Qualified Intellectual Disabilities Professional
Coordinator (RQIDPC) on 11/10/22 at 10 a.m.,
there was documentation of an actual natural
emergency starting in 02/02/22, but no
documentation of an additional/second exercise
was available for review to show the required
exercise was conducted with in the pat 12 months.
Based on interview at the time of records review,
the RQIDPC stated an additional exercise was
conducted with in the past 12 months but it was
ongoing covid training.

This finding was reviewed with the RQIDPC
during the exit conference.

A Life Safety Code Recertification Survey was

K 0000
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K §100

Bldg. 02

conducted by the Indiana Department of Health in
accordance with 42 CFR 483.470(j).

Survey Date: 11/10/22

Facility Number: 012402
Provider Number: 15G766
AIM Number: 200993410

At this Life Safety Code survey, Benchmark
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 facility was not sprinklered. The
facility has a fire alarm system with smoke
detection in the corridors, sleeping rooms and
common living areas. The facility has a capacity
of 8 and had a census of 8 at the time of this
survey.

Calculation of the Evacuation Difficulty Score
(E-Score) using NFPA 101A, Alternative
Approaches of Life Safety, Chapter 6, rated the
facility Prompt with an E-Score of 0.56.

Quality Review completed on 11/23/22

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,
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Based on observation and interview, the facility K S100 Prority 1 was contacted regarding 12/10/2022
failed to document 2 of 2 portable fire the missing affixed maintenance
extinguishers located in the facility was subject to tag for the kitchen and garage fire
maintenance at intervals of not more than one extiguishers. The service on these
year. LSC 33. 1.1.3 states the provisions of fire extinguishers was conducted
Chapter 4, General, shall apply. LSC 4.6.12.4 on 10/27/22 and Priority 1 could
requires any device, equipment, system, not explain why the tags had not
condition, arrangement, level of protection, been updated at that time. The fire
fire-resistive construction, or any other feature extinguishers have now been
requiring periodic testing, inspection, or operation properly labeled for this current
to ensure its maintenance shall be tested, year. The residential manager has
inspected, or operated as specified in applicable been retrained on the expectation
NFPA standards. NFPA 10, the Standard for to ensure all tags are current and
Portable Fire Extinguishers, 2010 Edition, Section to contact Priority 1 if tags
7.3.1.1 states fire extinguishers shall be subject to become outdated.
maintenance at intervals of not more than one
year, at the time of hydrostatic test, or when
specifically indicated by an inspection. Section
7.3.3 states each fire extinguisher shall have a tag
or label securely attached that indicates the month
and year the maintenance was performed,
identifies the person performing the work, and
identifies the name of the agency performing the
work. This deficient practice could affect all
clients, staff and visitors.
Findings include:
Based on observation with the Residential
Qualified Intellectual Disabilities Professional
Coordinator (RQIDPC) during a tour of the facility
from 11:10 a.m. to 11:50 a.m. on 11/10/22, the
portable fire extinguisher located in the kitchen
and garage had an affixed maintenance tag but
was not performed within the most recent twelve
month period. Based on interview at the time of
observation, the RQIDPC stated no other
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W70X21 Facility ID: 012402 If continuation sheet ~ Page 13 of 19
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documentation of the annual fire extinguisher
maintenance was available for review and
acknowledged documentation of annual
maintenance performed for the portable fire
extinguishers within the most recent twelve month
period was not available for review.

The finding was reviewed with the RQIDPC
during exit conference.

K §222 NFPA 101

Egress Doors

Bldg. 02 | Egress Doors

2012 EXISTING (Prompt)

Doors and paths of travel to a means of
escape shall not be less than 28 inches.
Bathroom doors shall not be less than 24
inches. Doors are swinging or sliding. Every
closet door latch shall be readily opened from
the inside in case of an emergency. Every
bathroom door shall be designed to allow
opening from the outside during an
emergency when locked. No door in any
means of escape shall be locked against
egress when the building is occupied.
Delayed egress locks complying with
7.2.1.6.1 shall be permitted on exterior doors
only. Access-controlled egress locks
complying with 7.2.1.6.2 shall be permitted.
Forces to open doors shall comply with
7.2.1.45.

Door-latching devices shall comply with
7.2.1.5.10. Corridor doors are provided with
positive latching hardware, and roller latches
are prohibited.

Door assemblies for which the door leaf is
required to swing in the direction of egress
travel shall be inspected and tested not less
than annually in accordance with 7.2.1.15.
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K S363

Bldg. 02

33.2.2.5.1 through 33.2.2.5.7, 33.7.7, 42 CFR
483.470()(1)(ii)

Based on observation and interview, the facility
failed to ensure 1 of 4 exterior exit doors were
provided with only one latching mechanism to
release the door and open. 33.2.2.5.7 refers to
7.2.1.5.10 which states a latch or other fastening
device on a door leaf shall be provided with a
releasing device that has an obvious method of
operation and that is readily operated under all
lighting conditions. 7.2.1.5.10.4 states the
releasing mechanism shall open the door leaf with
not more than one releasing operation. 7.2.1.5.10.1
states the releasing mechanism for any latch shall
be located not less than 34 inches, and not more
than 48 inches, above the finished floor. This
deficient practice could affect all occupants in the
facility.

Findings include:

Based on observation during a tour of the facility
with Residential Qualified Intellectual Disabilities
Professional Coordinator (RQIDPC) on 11/10/22 at
11:10 am, one of four entrance/exit doors was
equipped with two latching devices, a regular

door handle with a turn lock and a separate
deadbolt lock. Based on interview at the time of
observation, the RQIDPC agreed the front door
contained a deadbolt lock in addition to the lock

on the door handle.

The finding was reviewed with the RQIDPC at the
exit conference.

NFPA 101

Corridor - Doors

Corridor - Doors

Doors shall meet all of the following
requirements:

K 8222

Talon has removed the non
functioning deadbolt from the front
door. The residential manager was
reminded that no group homes are
to have deadbolts and to report
any deadbolts to the construction
team so that these can be
removed.

12/10/2022
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1. Doors shall be provided with latches or
other mechanisms suitable for keeping the
door closed.
2. No doors shall be arranged to prevent
the occupant from closing the door.
3. Doors shall be self-closing or
automatic-closing in accordance with 7.2.1.8
in buildings other than those protected
throughout by an approved automatic
sprinkler system in accordance with 33.2.3.5.
Door assemblies with leaves required to
swing in the direction of egress travel are
inspected and tested annually per 7.2.1.15.
33.2.3.6.4,33.7.7
Based on observation and interview, the facility K S363 Talon Custom Construction has 12/10/2022
failed to ensure 2 of 4 clients sleeping rooms were come to the group home and
provided with a door which would self-close and repaired all sleeping room doors
latch securely in the door frame. This deficient so that they self latch. The
practice could affect 2 clients. residential manager will check to
ensure that all sleeping room
Findings include: doors self latch on a biweekly
basis. The residential manger will
Based on observation with the Residential also ensure that no sleeping room
Manager on 11/10/22 at 11:15a.m., sleeping room doors are propped open at any
door #2 and #4 did not latch into the frame when time. These checks will be
tested. Based on interview at the time of documented on the CQA. The
observation, the Residential Qualified Intellectual CQA will be turned into the
Disabilities Professional Coordinator (RQIDPC) residential director to ensure
confirmed the door did not securely latch into the compliance.
door frame.
The finding was reviewed with the RQIDPC
during the exit conference.
K S511 NFPA 101
Utilities - Gas and Electric
Bldg. 02 | Utilities - Gas and Electric
Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas
Code, electrical wiring and equipment
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W70X21 Facility ID: 012402 If continuation sheet ~ Page 16 of 19
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complies with NPFA 70, National Electric
Code.
32.25.1,33.25.1,9.1.1,9.1.2
1. Based on observation and interview, the facility K S511 The receptacle in bedroom 5 has 12/10/2022
failed to ensure 1 receptacle in the #5 bedroom been repaired so that no bare
were provided with a cover plate. LSC 33.2.5.1 wires and terminals are exposed.
states utilities shall comply with Section 9.1. LSC The residential manager will check
9.1.2 requires electrical wiring and equipment shall to ensure that all receptables are
be in accordance with NFPA 70, National covered and no wires or terminals
Electrical Code. NFPA 70, 2011 Edition, Article are visable. The residential manger
406.6, Receptacle Faceplates (Cover Plates), will also ensure that no sleeping
requires receptacle faceplates shall be installed so room doors are propped open at
as to completely cover the opening and seat any time. These checks will be
against the mounting surface. This deficient documented on the CQA. The
practice could affect all occupants. CQA will be turned into the
residential director to ensure
Findings include: compliance.
The boxes located in front of the
Based on observations during a tour of the home electrical breaker panel have been
with the Residential Qualified Intellectual moved so there is a clear path to
Disabilities Professional on 11/10/22 at 11:40 a.m., the panel. The residential manager
in #5 bedroom the receptacle was not covered by has been retrained with the
a cover plate exposing bare wires and terminals. expectation that nothing will block
Based on interview at the time of observation, the the electrical breaker panel at any
RQIDPC agreed a receptacle in #5 bedroom was time.
not covered with a cover plate.
his finding was review with the RQIDPC during
the exit conference.
2. Based on observation and interview, the facility
failed to ensure access and working space was
maintained in 1 of garage. NFPA 99, Health Care
Facilities Code, 2012 Edition, Section 6.3.2.1 states
electrical installation shall be in accordance with
NFPA 70, National Electric Code. NFPA 70, 2011
Edition, Article 110.26 states access and working
space shall be provided and maintained about all
electrical equipment to permit ready and safe
operation and maintenance of such equipment.
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Working space for equipment operating at 600
volts, nominal, or less and likely to require
examination, adjustment, servicing, or

maintenance while energized shall comply with the
dimensions of 110.26(A) (1), (2) and (3). 110.26(A)
(1) states the depth of the working space in the
direction of live parts shall not be less than that
specified in Table 110.26(A)(1) which the minimum
clear distance is 3feet. 110.26(A) (2) states the
width of the working space in front of the

electrical equipment shall be the width of the
equipment or 762 mm (30 in.), whichever is greater.
In all cases, the work space shall permit at least a
90 degree opening of equipment doors or hinged
panels. 110.26(A)(3) states the work space shall be
clear and extend from the grade, floor, or platform
to a height of 6 and 1/2 feet or the height of the
equipment, whichever is greater. Article 110.26(B)
states the working space required by this section
shall not be used for storage. This deficient
practice could affect 8 residents, staff and visitors
in the vicinity of the garage.

Findings include:

Based on observation with the Residential
Qualified Intellectual Disabilities Professional
Coordinator (RQIDPC) during the facility tour, the
electrical breaker panel located in the garage was
blocked by three 20 inch by 20 inch boxes that
were stored within the working space in front of
the electrical panel. This defecient practice would
not allowed the electrical panel to be opened. The
RQIDPC did remove the boxes at the time of
discovery.

This finding was reviewed with the RQIDPC at the
exit conference.

3.1-19(b)
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