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 M 000 INITIAL COMMENTS  M 000

On 05/28/2026, Surveyor completed a standard 
licensure survey and complaint investigation at 
Faith and Peace AFH. One deficiency was 
identified. The complaint was unsubstantiated.

Census: 0

 

 M 336 88.05(4)(b)2 SMOKE DETECTORS-TESTING 
AND MAINTENANCE

The licensee shall maintain each  
required smoke detector in working  
condition and test each smoke detector  
monthly to make sure that it is  
operating.  If a unit is found to be  
not operating, the licensee shall  
immediately replace the battery or  
have the unit repaired or replaced.

This Rule  is not met as evidenced by:

 M 336

Based on record review and interview, the 
provider did not ensure each required smoke 
detector was tested monthly to make sure that 
the smoke detector was operating for 2 of 2 
calendar years reviewed (2024, 2025, and to date 
in 2026). Licensee A did not complete any smoke 
detector checks for 2024, 2025, and to date in 
2026. 

Findings include:

On 05/28/2026, at approximately 9:10 AM, 
Surveyor requested documentation of the home's 
smoke detector tests from Licensee A. Surveyor 
did not see any smoke detector tests 
documentation for calendar year 2024, 2025, and 
to date in 2026.
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 M 336Continued From page 1 M 336

On 05/28/2026, at approximately 9:20 AM, 
Surveyor interviewed Licensee A. Licensee A 
reported no residents had been living in the 
facility since the facility was licensed in August 
2024, therefore s/he did not complete any smoke 
detector tests for calendar years 2024, 2025, and 
to date in 2026.
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