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A. BUILDING 01 - MAIN BUILDING 01
B. WING
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N 002 1200-8-6 No Deficiencies N 002
This Rule is not met as evidenced by:
Intakes: TN00028245
DURING THE INVESTIGATION SURVEY
CONDUCTED ON 6/29/11, THIS FACILITY WAS
FOUND TO BE IN COMPLIANCE WITH THE
REQUIREMENTS OF THE NATIONAL FIRE
PROTECTION ASSOCIATION (NFPA) 101,
CHAPTER 19, EXISTING HEALTHCARE
FACILITIES.
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