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{C 000} Initial Comments {C 000}

Report of Follow-up Survey by Dennis Harrell on 
11-2-2016.  
 
A deficiency was not corrected.  Further action is 
required.

 

{C 189} Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0311 OTHER 
REQUIREMENTS
(a)  The building and all fire safety, electrical, 
mechanical, and plumbing equipment in an adult 
care home shall be maintained in a safe and 
operating condition.
(k)  This Rule shall apply to new and existing 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

This Rule  is not met as evidenced by:

{C 189}

4.  Based on observations, the Building fire safety 
was not maintained in a safe and operating 
condition.  This could expose residents, staff and 
visitors to fire/smoke if not contained in Room or 
compartment of origin
Findings on July 21, 2016:
a. Dining Room - the corridor door did not latch 
into its frame.
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