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THE MANOR AT EDGEWATER

C 000, Initial Comments C 000 ol [ 5 } v
Report by Suzanna Fay

DHSR Construction Section conducted a Biennial
Survey on December 1, 2016 from 8:54 AM to
11:15 AM at the above referenced facility. DHSR
records indicate the home was first licensed on
August 14, 2009 as a Family Care Home for six
ambulatory Residents (able to evacuate and
respond without any physical or verbal assistance
during a fire or other emergency.) Based on this
information we are requiring the home to maintain
compliance with the following: the 2005 Rules
10A NCAC 13G for Family Care Homes and the
2006 North Carolina State Building Code -
Section 421.2 - Residential Care Homes.

At the time of our visit, we cited deficiencies that
require an acceptable plan of correction. They
are as follows:

C 117} Have Current San. And Fire Safety Approvals c 17

SECTION .0300 - THE BUILDING

10ANCAC 13G .0302 DESIGNAND
CONSTRUCTION

(n) The home shall have current sanitation and

fire and building safety inspection reports which [ }/{i , ?-
shall be maintained in the home and available for f (,? ({ ( lqz:' 3 O L

review.
CW conk Fif fv’\sfw” "
This Rule is not met as evidenced by:

1. Review of records did not reveal a copy of the 0 4‘
current Fire Inspection report. Provide a copy of

| NS,
the most recent Fire Inspection report to 50 (f f C [lt’\
DHSR/Construction Section with your signed Plan 4}1&]}, Cait? 6/2// ;C‘: (el hr%?@(j\m

of Corrections. ¢
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C 153 Houskeeping And Fumnishings-Clean, Repaired | C 153 has C(&fi"éél, 2 remin a’er’
SECTION .0300 - THE BUILDING \7{/0 C&ﬁ ﬂ/ "ﬂsi)({%un ) K)f
10A NCAC 13G .0315 HOUSEKEEPING AND h "~
FURNISHINGS o arcl Sony feppon 30
(a) Each family care home shall:
(1) have walls, ceilings, and floors or floor d&“'[‘é & L\&”\C( o f d“‘t CJ‘JC« -
coverings kept clean and in good repair; N O / sin LN @’1/’
(2) have no chronic unpleasant odors; Sz (,\Lda,{ { ¢ Y (/
(3) have furniture clean and in good repair; (/\ AL
(e) This Rule shall apply to new and existing Q@{ if\ﬁ})(f Cing
homes. ~
This Rule is not met as evidenced by: g/ b@{ Mo N\S L\a\(&/ ig@@f\
1. At the time of this survey, two of the bedrooms
had unpleasant odors. Bedroom A had a slight ) EC‘ e (9(( *f Q[ a/ﬂ\f J
unpleasant odor and Bedroom C had a slight
urine smell. Clean all linens, clothing and @mﬁ é{ Qayq@(‘t }/d( L\j N&
furniture as required to eliminate the unpleasant
odors. '(60\/\4;{(,65 91 C :'\51,2(35/’
2. Observations revealed a hole in the ceiling of 39 Q[gff\;OMS CT L (u\ ﬁ‘v’ u(’i ey
the living room around the ceiling fan housing. - o
Have a qualified technician patch the ceiling to ol gt ‘4/ . %ﬁ‘ié«l [ ‘”\1 al <> )
maintain the ceilings in good condition. Provide o inPs "" G
documentation of the corrections in the form of { Lin é\‘)\/{ LL( C} &{A e W( é/z@ wy\
photos, receipts or work orders. 389”\ “\“3 o f p e & VL L 1S |
- -1
C 174 Building Equipment Maintained Safe, Operating | C174 || m/{ (V{ . u;mxm? o Wil [nspeck
SECTION .0300 - THE BUILDING %Q§JUUN§ 3’52 vi/\-’é?d!i{*-}
10A NCAC 13G .0317 BUILDING SERVICE
EQUIPMENT g},/u (i w\] has | € x(é’s:{ ne-
(a) The building and all fire safety, electrical, . ‘ 0 it L‘j ;
mechanical, and plumbing equipment in a family } (€ |o 2 e ( g [* "\j E’/{‘ JM‘ '30/ Ving
care home shall be maintained in a safe and ¥ o ui”\z w\f{ %\a ( géj,/\ Fean:
operating condition. i i .
: - (1 0ASuie Haal k!l pire
(i) This Rule shall apply to new and existing 53;(}1[/{ h Wi & - &[] (HCAP
family care homes. ﬂfw N2 %;% 19 Iy /)(,, i / i< f |
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This Rule is not met as evidenced by:

1. Observations revealed that the fire
extinguishers were last serviced in October of
2015. Have the fire extinguishers serviced by a
qualified individual. Provide documentation of the
corrections in the form of photos or receipts.

2. Observations revealed that the fan in the
kitchen range hood was not turning. Have a
qualified technician repair or replace the fan so
that the stove can be vented. Provide
documentation of the corrections in the form of
receipts or work orders.

3. Observations revealed that the electric panel
in Bedroom B had been painted over and is now
stuck and could not be opened by this surveyor.
Clean the paint from the door edges so that the
electric panel can be accessed. Provide
documentation of the corrections in the form of
photos, receipts or work orders.

4. Observations revealed that the exterior light at
the back exit did not have a protective globe.
Install a globe fo protect the bulb. Provide
documentation of the corrections in the form of
photos or receipts.

5. Observations revealed that the exterior GFCI
outlet outside of Bedroom B did not trip when
tested. Have a qualified technician repair the
outlet. Provide documentation of the corrections
in the form of receipts or work orders.

6. Observations revealed that the cover had
broken off for the bathroom exhaust exterior vent
outside of the living room. Have a qualified
technician replace the exhaust cover. Provide
documentation of the corrections in the form of
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