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Initial Comments
Report by Glenn Hoppin

DHSR Construction Section conducted a Biennial
Survey on March 16, 2017 from 10:30 AM to
12:00 PM at the above referenced facility. DHSR
records indicate the home was first licensed on
August 16, 2006 as a Family Care Home for six
ambulatory Residents (able to svacuate and
respond without any physical or verbal assistance
during a fire or other emergency.) Based on this
information we are requiring the home te maintain
compliance with the following: the 2005 Rules
10A NCAC 13G for Family Care Homes and the
2002 North Carolina State Building Code -

{ Section 421.3 - Small Residential Cars Facilities.

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

Building Equipment Maintained Safe, Operating

SECTION .0300 - THE BUILDING

104 NCAC 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 ghall apply to new and existing
family care homes.

This Rule is not met as evidenced by;
Observations revealed that the building and all
fire safety, electrical, mechanical, and plumbing
equipment in a family cara homa is not being
mazintained in a safe and operating condition,
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make all necessary repairs and thoroughly cleafi |
the awnings. Provide documentation verifying
that this item has been completed to the DHSR
Construction Section.

2. In the kitchen the electrical receptacle cover to
the right of the stove is cracked. This is a safety_ |
viclation. Have a qualified technician make all
necessary repairs. Provide documentation
verifying that this itern has been completed to the
DHSR Construction Section.

3. The night light caver in the hall bath is missing.
This is a maintenance issue. Have a qualified
technician make all necessary repairs. Provide
documentation verifying that this tem has been
completed to the DHSR Construction Saction,

4. In resident bedroom six there is an oxygen
bottle that is not in an approved holder, This is &
safety issue. Place the oxygen bottle in an
approved holder. Provide documentation
varifying that this item has been completed to the
PHSR Construction Section.

& The mini blinds in several rooms in the facility
are broken and need repair. This is a privacy
issue. Have a qualified techrician make all
necessary repairs. Provide documentation
verifying that this item has baan completad to the
DHSR Construction Section.

6. In resident badroom 4 there is furniture
blocking the window impeding possible egress in
the event of a fire or emergency. Move the
furniture away from the window. Provide
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i 1. On the exterior of the facility the awnings are
. very dirty and are torn at the seams.. This is . —
- . . - - "____J_a-—-ﬁ-__
maintenance issue. Have a qualified technician | __———
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| documentation verifying that this item has been
i completed to the DHSR Construction Section.

’ 7. In the bathroom inside of resident bedroom 1

i the sink is Ioose. This is & maintenhance ssus,
Have a qualified technician make all necessary
repairs. Provide documentation verifying that this
itern has been completed to the DHSR
Construction Section

B. The sign on the front of the building lists the
address at 78 care drive. Qur records indicate it
is 70 care drive. This can create confusion with
the 911 system and emergency responders.

| Confirm with the 911 call center which address is

' Construction Section to correct the building
address.

9. The toaster in the kitchen shows signs of a
previous fire or axcessive heat. Thisis a
potential fire hazard. Have a qualified technician
inspect the toaster and repair or replface the
toaster as necessary. Provide documentation
verifying that this item has been completed to the |
DHER Construction Section. ‘
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' completed to the DHSR Construction Section. (

{20 the bathroom inside of resident bedroom 1. |

W maintenance issue,

' Have a qualified technician make all necessary

i repaira%ﬁﬁﬁd@’ﬁ%ﬁtation verifying that this |

| item has been completed to the DHSR

| Construction Section

‘ 8. The sign on the front of the building lists the _ K/
i address at 78 tare dnve, Uur records indicate it
570 care drive. This can create confusion with
. the 911 systern and emergency responders. !
. Confirm with the 911 call center which address is |
- correct and change the sign or contact the DHSR

: Construction Section to correct the building
! address. :

| 9. The toaster in the kitchen shows signs of a

- previous fire of excessive heat. Thisis a
Mqua!iﬁed technician
inspect the toaster and repair or replace the
toaster as necassary. Provide documentation

verifying that this item has been completed to the .
DHSR Construction Section.
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: that this item has been completed to the DHSR

! Construction Section.

} violation. Have a qualified technician make all

i necessary repairs. Provide documentation

; verifying that this itern has been completed to the

i DHSR Construction Section. ‘
he night light cover in the hall bath js. missing. |

nig 15 & maintenance issue. Have a qualified

- technician make all necessary repairs. Provide !

- documentation verifying that this item has been  §

completed to the DHSR Construction Section.
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| safety issue. Place the oxygen Botle in an
- approved holder. Provide documentation

- verifying that this item has been completed to the
" DHSR Construction Section.

\J(E/The mini blinds in several rooms in the facf!lty ]
Lare broken and need repair, This is a privacy !

lissue. Have a qualified techniclan make all i
| necessary repairs. Provide documentation :
! verifying that this item has been completed to the
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