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NAME OF PROVIDER OR SUPPLIER

SOUNDVIEW FAMILY CARE HOMES -UNIT C

STREET ADDRESS, CITY, STATE, ZIP CODE

247 KENDRICK COURT
FLAT ROCK, NC 28731

SECTION .0300 - THE BUILDING

10ANCAC 13G .0302 DESIGN AND
CONSTRUCTION

(a) Any building licensed for the first time as a
family care home shall meet the applicable
requirements of the North Carolina State Building
Code. All new construction, additions and
renovations to existing buildings shall meet the
requirements of the North Carolina State Building
Code for One and Two Family Dwellings and
Residential Care Facilities if applicable. All
applicable volumes of The North Carolina State
Building Code, which is incorporated by
reference, including all subsequent amendments,
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DHSR Construction Section conducted a Biennial ; C/h\\ Aym venov
Survey on February 24, 2016 from 11:30am until i
1:00pm at the above referenced facility. DHSR N \'\0(‘(\5_
records indicate the home was first licensed on
October 09, 1998 as a Family Care Home for six ) &03
(6) Residents with up to three (3) non ambulatory a QC}(\‘N, NN e 3
residents (unable to evacuate and respond
without any physical or verbal assistance during a _Q \\ U aO}f@A
fire or other emergency). Based on this we are QQ\\’ O P
requiring the home to be in compliance with the
following: The 1992 Minimum Standards and Gj\é ‘(\C) CX.\\\
Regulations for Family Care Homes, the e 0
applicable portions of the 2005 Rules for Family U{'\ALY -\VY\Q' 0‘% )\'D
Care Homes 10ANCAC 13G, and the 1996 North 3[\’()'&
Carolina State Building Code - Section 419.3 - \\\ Y)g/ ?um\
Small Residential Care facilities. bmé,
%\Q
At the time of our visit, we cited deficiencies that (QO‘AQ' mn
require an acceptable plan of correction. They
are as follows:
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SECTION .0300 - THE BUILDING

10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in a family
care home shall be maintained in a safe and
operating condition.

(J) This Rule shall apply to new and existing
family care homes.

This Rule is not met as evidenced by:

1. Observations revealed a lint build up and dirty
laundry behind the washing machine. Remove
the laundry and clean the lint. Provide photo
documentation to the DHSR Construction Section
when this is complete.
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may be purchased from the Department of —_— . \
Insurance Engineering Division located at 322 D LMY O.ﬂa \\\’ﬁf Yamovec
Chapanoke Road, Suite 200, Raleigh, North / t& \\
Carolina 27603 at a cost of three hundred eighty 1 a O‘Q \ﬂb?Q.C/ o). 4 QO\\LD
dollars ($380.00). an OJ:B
(b) Each home shall be planned, constructed, : -
equipped and maintained to provide the services N ﬂb‘)@ﬁ ons
offered in the home. | \\ O\X’DQ«\LP—Q/P \ﬁs ) \D
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This Rule is not met as evidenced by: )‘B
Observations revealed two children that were YO 3% mQI\& Ly
under the age of five residing in the facility. Both ? ? )
Children are considered Non Ambulatory ,\WC Yo nNo
residents. The facility census is currently five not mb\,\){ﬁ
including the children. With the children living in 8
the facility the licensed capacity is exceeded. \“-\\/ l a\y W\ N\Qle)e
Remove the children from the facility immediately. . é
Contact the DHSR Construction Section when a Y H.
this is complete. \OQ'\(\\ﬂ 2 \3
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2. Observations revealed that the outside GFCI
receptacle did not have a weather proof cover.

. Have a qualified technician install a weather proof
cover on the GFCI receptacle. Provide photo
documentation to the DHSR Construction Section
when this is complete.

3. Observations revealed that the hot water
heater did not have the pressure relief valve
piped to less than 6 inches above the floor. Have
a qualified technician pipe the pressure relief
valve to less than 6 inches above the floor.
Provide photo documention to the DHSR
Construction Section when this is complete.

4. Observations revealed that the pull station in
the kitchen was open. The pull station was closed
by a staff member at the time of the survey.
Provide training to all staff members on proper
usage of the fire alarm system. Provide written
documentation to the DHSR Construction Section
when this is complete.
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