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{C 000} Initial Comments | {C 000}
Report of a Follow Up Survey by Billy 5. Bryant
conducted on 10/28/2016.

Deficiencies noted during the previous Fallow Up
Survey on 0802016 remain to be corracted.

|
T {C 199} Exhaust Ventilaton ¢ {C 198}
| SECTION .0300 - PHYSICAL PLANT
| 104 NCAC 13F 0311  OTHER
REQUIREMENTS
{g) The spaces listed in this Paragraph shall be
provided with exhaust ventilation at the rate of
! two cubic feet per minute per square foot, This
requirement does not apply to facilities heensed
| before April 1, 1984, with natural ventilation in
thesae specified spaces:
(1} zoiled linen storage;
{ (2} =oil utility room;
{3) bathrooms and toilet rooms,
(4) housekesping closets, and
{8) laundry area.
(k) This Rule shall apply to new and existing
| facilities with the exception of Paragraph (@)
which shall not apply to existing facilities.

This Rule is mot met as evidanced by

1. Based on Observation and testing with a thin
plastic shest, the facility failed to maintain the
yentilation system in proper working arder, This
could affect all residents, staff and visitors by
preventing the exhausting of odors,

Findings on 10028/2016:

a. Dining Utifity Closet - the local axnaust

venlilation system did not work, allowing a

build-up of odors

b. Bedroom 407 Bathroom- the local exhaust
| ventilation system did not work, allowing a
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build-up of cdors,
d. Mop Room - the Iocal exhaust ventilation

system did not woerk, allowing a build-up of odors.
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Egggg_gg;;;gn_:&igﬁng
blamaless for any fungi of any form such s mold, mildew, myootoxing, spores, soents
or by products produced or relassed by fungl resulting from repalr, replacemant or instaliation.
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By
langer be servicaable, and | agree to hold Larry Willlams
dastruction to thase [toms aa & result of these conventional repair efarts. | agres to pay for all work, goods, and
recalvad. | represent that | am elther the cwner of the property or the owner's agent, and hawva authority ta order sald work.
service charge of 1-172% per month (18% per annum) will be charged on all balances 30 days or more past due.

SIGNATURE X

WORK AUTHORIZATION - PAYMENT OF THIS INVOICE / CONTRACT DUE UPON COMPLETION OF WC

| hereby authorize the work deseribed above and agres to He tarma and conditions as stated on both sides of this form. |

recognize that sged and deteriorated plumblng fixture %E.%I& giher appurtenances may no
Heating & Air conditioning blameless for any damage or

PAID BY
Ocash O Check Ma, & Exp.
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Disa Clstmstarcard

Signatura
| hermby acknowindge e astisfactory complotion of the above described work. |
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WARRANTY '

%ﬂﬂ%{ Eﬁ%zm T MAHUFACTURE TERMS AND

S WORHMANSHIP |8 WARRANTED FOR 1-YEAR UNLESS OTHERWWISE EPECIFIED. | _
« QUSTOMER MUST HAVE RECEIFT FOR WARRANTY,

WALL HOT BE RESPOMSIBLE FOM DAMAGE DUE TD DEFECTIVE MATERLLL
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