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IDHSR Construction Section conducted a TINE L A
Complaint Survey cn March 25 from 10:15 to I
10:30 at the above referenced facifity. OHSR
recqrds indicate the home was first llicensaed an
July 22, 1996 as a Family Care Home for six ’
IResydants with no more than three who are
nonmambulatory (un-able to evacuate and |
respond without any physical or verbal assistance | i
during a fire or olher emergency). Based on this
information we are raguiring the home to maintain
ieompliance with the following: the 1992 "Rules for i
Family Care Homes Minimum and Desired i
Standards and Regulations", the applicable ‘
porjons of the 2005 Rules 104 NCAC 136 for

| Family Care Homes, and the 1996 North Caralina
:State Building Code - Section 419.3 - Small
Fesidential Care Facilities.

Al the time of our visit, wea observed deficiencles i _ |
. that require an acceptable plan of correction. | H !
They are as follows: ;.; i

i |
C 161 Housekeaping-Land Line Phone o161 o T

IH Hpeeerng Evey-qreey L,,LLF}'F?F:*] Hefras TG
SECTION 0300 - THE BUILDING C it S ety cowtacied
1DANGAC 13G 0315 HOUSEKEEFING AND Ackimint S resiar

| FURNISHINGS Mgt on clote| g (18

i {a) [Each family care home shall:

1 ;12] have at least one telephons that does rict 0 Cet 'U-‘f & i IE.FI"HW “in

! depend on electricity or cellular service to |

| operate, Ebeh baflding thed daoea

[e] ans Rule shall apply to new and existing Mot depenot elecHeity

' i el wl e e to

This|Rule is not met as evidenced by: ey penreciag The, J
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¢ 161 ! Conlinued From page 1 C 161 |
Ihere is no landline phone in the facility. Install a
landline phone in the facility that does not depend
jon electrical or cellular service to aperate. ,
G170 c1ro | ' i

IFina1 Safely-Any Other City Ordinances
P

SEQTION 0300 - THE BUILDING
10ANCAC 13G .0316  FIRE SAFETY AND
DISASTER PLAN

wordinances or county building inspectors shall be
imet

This Rule is nat met as evidanced by,
A joint fire drll was conducted with the Buncombe
County Fire Marshals office, DSS, and the DHSR

| Construction Section. The live drill was

conducted by the staff and 211 was called as part
of the drill

The following conditions were ohserved

1.} During tha drill the 911 dispatcher was unable
to upderstand the staff member calling, bacause
:tha taff member spaaks onby Korean.
|
12.) When the power was turned of to the facifity
the smoke detectors, the phones, and the wander
mlarm did nof funeticn.

Based on these facts the Buncombe County fire
Marshall Is requiring an addressable monitored
fire dlarm system that will tell emergency
resppnders what the emergency is and where to
respind. Obtaln bids for a moniored addressable
fire glarm system and provide the Buncombe

County Fire Marshals office and the DHSR
Conglruction saction with a set of nstallation
drawgngs for approval before installing the

(£} |Any fire safety requirements required by city |
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|sysfem. Provide the DHSR Construction section §
Wil coples of all permits, plans, invoices, and any

{aftar installation,
1

‘other supporting documentation when the systam
s complete. Contact the Fire Marshals office and
the DHSR Construction section for final approval
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