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For information on the provider's plan to correct this deficiency, please contact the provider or the state survey agency.
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Summary Statement of Deficiencies

(Each deficiency should be preceded by full regulatory or LSC identifying information)

K0324 Cooking Facilities
CFR(s): NFPA 101

Cooking Facilities Cooking equipment is protected in accordance with NFPA 96, 
Standard for Ventilation Control and Fire Protection of Commercial Cooking 
Operations, unless: * residential cooking equipment (i.e., small appliances such as 
microwaves, hot plates, toasters) are used for food warming or limited cooking in 
accordance with 18.3.2.5.2, 19.3.2.5.2 * cooking facilities open to the corridor in 
smoke compartments with 30 or fewer patients comply with the conditions under 
18.3.2.5.3, 19.3.2.5.3, or * cooking facilities in smoke compartments with 30 or fewer 
patients comply with conditions under 18.3.2.5.4, 19.3.2.5.4. Cooking facilities 
protected according to NFPA 96 per 9.2.3 are not required to be enclosed as 
hazardous areas, but shall not be open to the corridor. 18.3.2.5.1 through 18.3.2.5.4, 
19.3.2.5.1 through 19.3.2.5.5, 9.2.3, TIA 12-2 

This STANDARD is not met as evidenced by:
. Based on observation, the facility failed to provide an approved method to ensure 
appliances that are protected under the hood, if they are moved, they are returned to 
the approved design location per the requirements of: 2012 NFPA 101, 19.3.2.5.1, and 
9.2.3 2011 NFPA 96, 12.1.2.2, 12.1.2.3, and 12.1.2.3.1 This deficiency affects the 
kitchen only. Findings include: During a tour of the facility, the surveyor observed 
that the facility failed to provide an approved method to ensure appliances that are 
protected under the hood, if they are moved, they are returned to the approved design 
location. A member of maintenance staff was present when this deficiency was 
identified. .
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