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E 0000
Bldg. --
An Emergency Preparedness Survey was E 0000
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.73.
Survey Date: 04/01/25
Facility Number: 004831
Provider Number: 155751
AIM Number: 200809750
At this Emergency Preparedness survey, Meadow
Lakes was found in compliance with Emergency
Preparedness Requirements for Medicare and
Medicaid Participating Providers and Suppliers, 42
CFR 483.73
The facility has 137 certified beds. At the time of
the survey, the census was 119.
Quality Review completed on 04/04/25
K 0000
Bldg. 01
A Life Safety Code Recertification and State K 0000 The submission of this plan of
Licensure Survey was conducted by the Indiana correction does not indicate an
Department of Health in accordance with 42 CFR admission by Meadow Lakes
483.90(a). Nursing Facility that the findings
and allegations contained herein
Survey Date: 04/01/25 are an accurate and true
representation of the quality of
Facility Number: 004831 care and environment provided to
Provider Number: 155751 the residents of this facility. This
AIM Number: 200809750 facility recognizes its obligation to
provide legally and medically
At this Life Safety Code survey, Meadow Lakes necessary care and service in a
was found not in compliance with Requirements safe environment for its residents
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Mac McCallum Executive Director 04/15/2025
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for Participation in Medicare/Medicaid, 42 CFR in an economic and safe manner.
Subpart 483.90(a), Life Safety from Fire and the The facility herby maintains it is in
2012 Edition of the National Fire Protection substantial compliance with the
Association (NFPA) 101, Life Safety Code (LSC), requirements of participation for
Chapter 19, Existing Health Care Occupancies and Nursing facilities. To this end, this
410 IAC 16.2. plan of correction shall serve as
the credible allegation of
This one-story facility was determined to be of compliance with all state
Type V (111) construction and fully sprinklered. requirements governing the
The facility has a fire alarm system with smoke management of this facility. It is
detection in the corridors and in all areas open to thus submitted as a matter of
the corridor. The facility has smoke detectors hard statue only.
wired to the fire alarm system in all resident
sleeping rooms. The facility has a capacity of 137
and had a census of 119 at the time of this visit. This facility respectfully requests
from the Department a desk
All areas where the residents have customary review. If anything, further is
access were sprinklered and all areas providing needed the facility will provide
facility services were sprinklered. department documentation upon
request for paper compliance/desk
Quality Review completed on 04/04/25 review.
K 0324 NFPA 101
SS=E Cooking Facilities
Bldg. 01
Based on observation and interview, the facility K 0324 K324 Cooking Facilities: 04/02/2025
failed to provide an approved method for Director of plant operations
returning cooking appliances to where they were immediately placed floor markings
when the kitchen hood extinguishing equipment to identify and return cooking
was designed and installed for 1 of 1 kitchen hood appliances to where they were
extinguishing system. NFPA 96, Standard for when the kitchen hood
Ventilation Control and Fire Protection of extinguishing equipment was
Commercial Cooking Operations Section 2011 designed and installed for 1 of 1
Edition Section 12.1.2.2, states cooking appliances kitchen hood extinguishing
requiring protection shall not be moved, modified, system.
or rearranged without prior re-evaluation of the
fire-extinguishing system by the system installer Method to Assess: The
or servicing agent, unless otherwise allowed by director of plant operations will
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the design of the fire extinguishing system. visually inspect floor return
Section 12.1.2.3 states the fire-extinguishing markings daily to ensure that
system shall not require reevaluation where the identification and return is
cooking appliances are moved for the purposes of completed in alignment with NFPA
maintenance and cleaning, provided the 96, Standard for Ventilation
appliances are returned to approved design Control and Fire Protection of
location prior to cooking operations, and any Commercial Cooking Operations
disconnected fire-extinguishing system nozzles Section 2011 Edition Section
attached to the appliances are reconnected in 121.2.2.
accordance with the manufacturer's listed design
manual. Section 12.1.2.3.1 states an approved Systematic Process: The
method shall be provided that will ensure that the director of plant operations or
appliance is returned to an approved design designee will complete Floor/Audit
location. The deficient practice could affect as checks daily until substantial
many as 32 residents, 6 staff, and 2 visitors in the compliance is maintained. Quality
facility. Assurance Executive
Director/Designee will present the
Findings include: results of any visual inspection to
the QAPI committee for further
Based on observations made during a tour of the recommendations and will
facility with the Maintenance Director on 04/01/25 continue until QAPI team
at 12:25 p.m., the four (4) burner stove and the flat determines substantial
grill which was located on the cooking line under compliance has been achieved.
the hood in the kitchen was not provided with an
approved method that would ensure that the
appliance was returned to an approved design
location after it had been moved for maintenance
and/or cleaning. Based on interview on 04/01/25 at
12:28 p.m., the Maintenance Director stated that
he was not aware an approved method should be
provided to ensure that the appliance was
returned to an approved design location after
maintenance or cleaning and that he would have
something done to the kitchen stove or floor to
meet code compliance as soon as possible.
This item was discussed with the Maintenance
Director and the facility Administrator at the exit
conference on 04/01/25.
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3.1-19(b)
K 0921 NFPA 101
SS=E Electrical Equipment - Testing and
Bldg. 01 Maintenanc
Based on record review, observation, and K 0921 K921 Electrical Equipment - 04/07/2025
interview, the facility failed to conduct the Testing and Maintenance:
required maintenance and maintain complete Director of plant operations or
documentation of inspections for Patient Care Designees conducted the required
Related Electrical Equipment (PCREE). NFPA 99 maintenance and audit
2012 edition, sections 10.3 and 10.5 states the documentation of inspections for
physical integrity, resistance, leakage current, and Patient Care Related Electrical
touch current tests for fixed and portable PCREE Equipment (PCREE) on 4.7.2025
is performed as required in 10.3. Testing intervals for the entire facility. This audit
are established with policies and protocols. All was completed in accordance of
PCREE used in patient care rooms is tested in NFPA 99 2012 edition, sections
accordance with 10.3.5.4 or 10.3.6 before being put 10.3 and 10.5 states the physical
into service and after any repair or modification. integrity, resistance, leakage
Any system consisting of several electrical current, and touch current tests for
appliances demonstrates compliance with NFPA fixed and portable PCREE is
99 as a complete system. Service manuals, performed as required in 10.3.
instructions, and procedures provided by the
manufacturer include information as required by Method to Assess: The
10.5.3.1.1 and are considered in the development director of plant operations will
of a program for electrical equipment maintenance. inspect all PCREE used in patient
Electrical equipment instructions and maintenance care rooms in accordance with
manuals are readily available, and safety labels 10.3.5.4 or 10.3.6 before being put
and condensed operating instructions on the into service and after any repair or
appliance are legible. A record of electrical modification. This inspection will
equipment tests, repairs, and modifications is occur as needed and prior to use
maintained for a period of time to demonstrate to ensure all compliance related to
compliance in accordance with the facility's manufacture guidelines and
policy. Personnel responsible for the testing, requirements is maintained. All
maintenance and use of electrical appliances records and services will be
receive continuous training. This deficient upheld and maintained by the
practice could affect all residents. director of maintenance.
Findings include: Systematic Process: The
director of plant operations or
Based on record review on 04/01/25 at 10:05 a.m. designee will complete
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with the Maintenance Director present, there was PCREE/Audit checks as needed
no documentation for the testing of Patient Care until substantial compliance is
Related Electrical Equipment (PCREE), such as maintained. Audits include
electric beds, nebulizers, oxygen concentrators, air external condition, ground wire
pumps for air mattresses, and other electrical resistance, touch current
medical equipment. Based on interview on 04/01 grounded, and touch current
25 at 10:07 a.m., the Maintenance Director stated non-grounded. Quality Assurance
that he was unaware of the requirement for PCREE Executive Director/Designee will
testing and would begin doing so as soon as he present the results of any visual
could. Based on observations made during a tour inspection to the QAPI committee
of the facility, it was noted the facility provided for further recommendations and
PCREE such as electric beds, air pumps for air will continue until QAPI team
mattresses, and other electrical medical equipment determines substantial
that was present and in use within the facility. compliance has been achieved.
This finding was reviewed with the Facility
Administrator, the Maintenance Director, and
Field Maintenance Supervisor during the exit
conference on 04/01/25.
3.1-19(b)
K 0927 NFPA 101
SS=E Gas Equipment - Transfilling Cylinders
Bldg. 01
Based on observation and interview, the facility K 0927 K927 Gas Equipment - 04/18/2025
failed to ensure 1 of 1 oxygen storage room, where Transfilling Cylinders
oxygen transferring takes place, was provided Director of plant operations
with properly working mechanical ventilation for contacted facility vendor Safe Care
the room. This deficient practice could affect as for further inspection and
many as 8 staff working in the area of the oxygen repair/replacement of ceiling
storage and transferring room. exhaust fan.
Method to Assess: The
Findings include: director of plant operations will
visually inspect all mechanical
Based on observations made on 04/01/25 at 12:10 ventilation rooms daily for proper
p.m. during a tour of the facility with the functioning to ensure that the
Maintenance Director, the Field Maintenance transfilling to liquid oxygen
Supervisor, and the facility Administrator, the containers or to portable
oxygen storage/transfer room had six large liquid containers under 50 psi complies
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oxygen tanks. There was a mechanically with conditions under 11.5.2.3.2
ventilated exhaust fan in the ceiling of this room, (NFPA 99). 11.5.2.2 (NFPA 99)
however, it was not working at the time of Systematic Process: The
observation. The Maintenance Director tested director of plant operations or
this by placing a tissue paper up against the fan designee will complete Daily Audit
to see if the fan took hold of it, but it did not. checks to ensure proper
Based on an interview on 04/01/25 at 12:15 p.m., functioning of exhaust units.
the Maintenance Director agreed that the exhaust Quality Assurance Executive
fan was not working and stated that he would Director/Designee will present the
have it replaced as soon as possible. results of any visual inspection to
the QAPI committee for further
This finding was reviewed with the Facility recommendations and will
Administrator, the Maintenance Director, and the continue until QAPI team
Field Maintenance Supervisor during the exit determines substantial
conference on 04/01/25. compliance has been achieved.
3.1-19(b)
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