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Inflial Commants

Report of a Construction Complaint Survey by Ed
Miller on August 21, 2018,

Records indicate that this facility was first
licensed or submitted as a Home for the Aged
saning 92 residants, 20 of which ara in the
Special Care Unit, on October 1, 1983, Tharefore
the facility must meet the 1871 and the applicable
portions of the 20056 Rules for Licensing of Adult
Cara Homes, and, the 1957 Marth Carcling State
Building Code, section D-2 Institutional
Decupancy. The "C™ Wing built in 1983 must
miesat the 1977 and the applicable portions of the
2005 Rules for the Licensing of Adult Care
Haomes, and, tha 1978 Morth Caroling State

| Building Code(s), section 408.1, Instilutional
Oecupancy,

The complaint, allaged that eome window were
broken by & resident and they have not baan
finend,

Tha complaint was substanfiated. Deficiencies

| were cited which will require a plan of comection,

Housekeeping-Mainiained Fres of Hazards

SECTION 0300 - PHYSICAL PLANT

104 MCAC 13F 0306 HOUSEEEEPING AND
FURMISHIMNGE

{a) Adult care homes shall:

(8} be maintained in an uncluttered, clean and
orderly manner, free of all obsiructions and
hazards;

{e} This Rula shall apply fo new and existing
facilifias,

| This Rule is not met as evidenced by
1. Based on Dbservation, the facility failed to
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| provedie an environment free of hazards. This AT
weld affect all residents, stafl and visitars by fdor )
exposing tham to, unsafe conditions andfor adt
equipment in disrepair, 'y - ey |
Findings on August 21, 2015 t'-'im T e . diact]
a. Inthe C wing, two windows in the Living QW (At MOhg B '?}I!’?.-"'fh’-
| Room and one window in Bedroom B & 8 had &Mﬂﬁ@-"”m
besn broken. The broken windows had been ""["EP‘M# a ﬂ"ff
| covered with a light plastic covered with packing .
| fape, i
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