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Initial Comments

This report is of a Followup Survey done by Bob
Getchell on July 28, 2016.

The followup survey revealed that all deficiencies
have not been corrected, therefore a new plan of
correction is required.

Existing Licensed Fac- No less than '71 Rules

SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0301 APPLICATION OF
PHYSICAL PLANT REQUIREMENTS

The physical plant requirements for each adult
care home shall be applied as follows:

(2) Except where otherwise specified, existing
licensed facilities or portions of existing licensed
facilities shall meet licensure and code
requirements in effect at the time of construction,
change in service or bed count, addition,
renovation, or alteration; however in no case shall
the requirements for any licensed facility where
no addition or renovation has been made, be less
than those requirements found in the 1971
"Minimum and Desired Standards and
Regulations" for "Homes for the Aged and Infirm",
copies of which are available at the Division of
Health Service Regulation at no cost;

This Rule is not met as evidenced by:

1-Based on observations, this facility has not
maintained the measures for the Special Locking
(magnetic locks) on the exit doors.

Followup Findings on July 28, 2016 include:

a) No wiring diagram of system locking
components has been provided nor mounted at
the FACP.
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