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 Paper compliance to the Life Safety Code 

Recertification and State Licensure Survey 

conducted on 07/09/14 was completed on 

08/06/14.

Review Date: 08/06/14

Facility Number:  002657

Provider Number:  155681

AIM Number:  200308930

Surveyor: Dennis Austill, Life Safety Code 

Specialist

Autumn Woods Health Campus was found in 

compliance with Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 483.70(a), 

Life Safety from Fire and the 2000 Edition of the 

National Fire Protection Association (NFPA) 101, 

Life Safety Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 IAC 16.2.
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Autumn Woods Health Campus was found in 

compliance with Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 483.70(a), 

Life Safety from Fire and the 2000 Edition of the 

National Fire Protection Association (NFPA) 101, 

Life Safety Code (LSC), Chapter 18, New Health 

Care Occupancies and 410 IAC 16.2.
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