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SECTION .0300 - THE BUILDING

T10A NCAC 135 0302 DESIGN AND
CONSTRUCTION

{n} The home shall have current sanitation and
fire and bullding safety inspection raports which
shali be maintained int the home and avallabla for
raview,

This Rule I8 not met as evidenced by:

1. Review of records revealed that the facility did
not have & current Fire Inspection. Confirmation
was made with the iocal Fire Inspector that the
facility would be inspected Thursday, September
1, 2016, Provide a copy of his inspection report
to DHSR/Construction Section with your signed
Plan of Corractions.

11/09/16. SF-The Fire Inspectar had come to the
facility on August 30, 2016. The facility did not
pass and a follow up inspection is required.
Fravide a copy of the approvad Fira Inspection
raport when complete.

01/19/17: SF-Reviaw of racords did not reveal a
copy of the approved Fire inspection. Provide a
copy of the approved Fire Inspection report to
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STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONETRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 COMPLETED
R
FGLOTAD41 B. WING 02M6/2017
NAME GF PROVIDER OR SUPRLIER STREET ARDRESS, CITY, STATE, ZIP CODE
110 PEARL DR
CLEMMIE'S FA
E'S FAMILY CARE HOME I GREENVILLE, NC 27834
(X4) 1D ‘ SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION ‘ (XB)
PREFIX | (FACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (RACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
\ DEFICIENCY) l
P
{C 000Y Initial Commaents {€ 000}
Report by Suzanna Fay and Anthony Brinson
DHER Construction Section conducted a Bignnial
Fallow-up Survey on February 18, 2017 from
10:40 AM to 11:00 AM at the above referenced
faclity. Not all of the previously cited daficiencies
i ware corrected, Therefore, further action Is
raguired.
The remaining deficiencies are as follows:
{C 117} Have Current 3an. And Fire Safety Approvals {C 17}

Tivislon of Haalth Saryica Regutation
LABDRATORY DIREGTOR'S OR PROVIDER/SUPALIER REPREZENTATIVE'S SIGNATURE
— - P

TITLE

(XB) DATE

S22 -/7

STREESRY

(]

Yavo24

If continuetion sheet 1 of &




05/04/2017

Rivision of Health Service Regulation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

21:20 FAX 2523641492

003

PRINTED:

02/23/2017

FORM APPROVED

(X1} PROVIDER/SUPPLIER/CLIA
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NAME OF PROVIDER OR SUPPLIER

CLEMMIE'S FAMILY CARE HOME Il

110 PEARL DR

STREET ADDRESS, CiTY, STATE, ZIP CODE

GREENVILLE, NC 27834
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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PREFIX
TAG
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| e
COMPLETE
DATE
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{C 174}

Continued From page 1

DHSR/Construction Sectlon with your signed Plan
of Corrections and malntain & copy of this
ingpaction at the facility.

02/16/17: SFIAB-Review of records did not
reveal a copy of the approved Fire inspeaction,
Provida a copy of the approved Fira inspection
report to DHSR/Construction Section with your
signed Plan of Corrections and maintain a copy of
thig inspaction at the facility.

Building Equipment Maintained Safe, Opsrating

SECTION .0300 - THE BUILDING

10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(8) The building and all fire safety, slectrical,
mechanical, and plumbing equipment In a family
care home ghall be maintained in a safe and
operating condition.

{I) This Rule shall apply to new and existing
femily care homes.

This Rule is not met as evidenced by:

2. Observations revealed that the kitchen drawer
to the right of the sink was damaged. Also
observed that the botiom adge trim on the base
cabinets was faliing off and the doors wauld not
close properly.

11/06/16; SF-At the time of this survey, the
drawer had not been repaired nor had the
cabinets heen repaired. Also observed damage
to the countertop above the drawer. Have a
qualified tachnician repair the kitchen cablnets
and the countertop. Provide documentation of
the rapaira in the form of photos, recaipts or work
orders.

{C 117}

{C 174}
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING: 1 GOMPLETER
R
FCLO74041 B. WING 02/16/2017

NAME OF PROVIDER OR SUPPLIER

CLEMMIE'S FAMILY CARE HOME il

110 PEARL DR

GREENVILLE, NC 37834

STREET ADDRESS, CITY, STATE, ZIF CODE

PROVIDER'S PLAN OF CORRECTION

01/18/17: SF-Observations revealed that the
kitchen cabinets and countertops had not been
repaired. Further observations revealed that the
intarior shelf at the damaged cabinet had fallen.
Have a quallfied tachnician repalr tha kitchen
cabinets. Provide documentation of tha repairs in
tha form of photos, receipts or work orders.

02116/17. SFIAB-Observations revealed that the
kitchen cabinets and countertops had not been
repaired. Further observations revealed that the
interlor shelf at the damaged cabinet had falien.
Have a qualified technician repair the kitchen
cabinets. Provide documentation of the repairs In
the form of photos, receipts ar work ordars.

3. Obsarvations revealed that the laminate
adgeband aon the hall bath sink was pulling away
from the sink. Have a qualified technician repair
the laminate. Provide documentation of the
repairs in the form of photos, receipts or work
ordars.

11/09/16: SF-Obgervations ravealed that the
laminate edge had not been repaired. Have g
qualified tachnician repalr the laminate. Provide
documantation of the rapairs in the form of
photos, receipts or work orders.

01/19/17: SF-At the time of this survay, the
laminate edge was still loose and pulling away
from the counter. Have a yualifiad tachnlcian
repair the bathroom laminate. Provide
documentation of the repairs tn the form of
photos, receipts or work ordars.

02/16/17. SF/AB-At the time of this survey, the
laminate edge was still loose and pulling away
from the counter. Have a qualified technician
repair the bathroom laminate. Provide

lon
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE S8URVEY
AND EBLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILOING: 01
R
FCLO74041 B. WING 021672017

NAME OF PROVIDER OR SUPPLIER

CLEMMIE'S FAMILY CARE HOME il

110 PEARL DR

STREET ADDRESS, CITY, STATE, ZIP GODE

GREENVILLE, NC 27834

() This Rule shall apply to new and axisting
family care homes,

This Rule is not mat as svidenced by:

1. The water tamperature at the time of this
survey was 123 degrees Fahrenhelt. Adjust the
thermostat on the hot water heater to be between
100 and 116 degrees. Monltor the water
temperature threa times a day for three days.
Record your findings on the Hot Water Temp Log
left at the facllity. Return the log to
DHSR/Gonstruction Section with your signed Plan
of Corrections.

11/09/16: SF-Al tha time of the follow up survay,
the water temperature was 70 degrees. Interview
with Staff revaaled that she needed a part
replacement. Adjust the tharmostat on the hot
water heater to be betwean 100 and 116 degrees.
Monitor the water temperature three times a day
for three days. Record your findings on the Hot
Water Temp Log left at the faclity. Retumn the log
to DHSR/Construction Section with your signed
Plan of Corractions.

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVICER'S FLAN OF CORRECTION (X&)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL, PREF(|X, (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATCRY OR LBC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
{C 174} Continued From page 3 {C 174} ’
. documentation of the repairs in the form of i
photos, raceipts or work orders, |
{C 177} Building Service Equipment-Hot Water {177
SECTION .0300 - THE BUILDING
10ANCAG 13G .0317 BUILDING SERVICE
| EQUIPMENT
(d) The hot water tank shail be of such slze to . -
provide an adequate supply of hot water to the H st Wa:f‘l’-f' '-F‘M{ [N:Lﬁm’{ﬂ
kKitchen, bathrooms, and laundty. The hot water T W R.‘]Tﬁf
tamparature at all fixtures used by residents shall '&)e {ep d e
be maintained at a minimum of 100 degrees F 1 e Yas heen
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CLEMMIE'S FAMILY CARE HOME N
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GREENVILLE, NG 27834
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PREFIX
TAG

BUIMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGLULATORY OR LSC IDEMTIFYING INFORMATION)

Iz
PREFIX
TAG
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DEFICIENCY)

{c 177}

{C 183)

Continued From page 4

01/1917: SF-At the time of this survey, the water
temperature was 120 degreas. Adjust the
thermostat on the hot water heater to be between
100 and 116 degrees. Monitor the water
temparature threa times a day for thrae days and
raecord your findings on the Hot Water Temp Log
left at the facility. Return the Hot Water Log to
DHSR/Construction Section with your signed Plan
of Corrections. Perforrn monthly checks of the
water temperature and maintain a facility log.

02/16/17. SF/AB-At the time of this survey, the
water temperature was still 120 degrees. Adjust
the thermostat on the hot water heater to be
between 100 and 116 degreas. Monitor the water
temperature three times a day for three days and
racord your findings on the Hot Water Temp Lag
left at the facility. Return the Hot Water Log to
DHSR/Construction Section with your signed Plan
of Corractiona. Parform monthly chacks of the
water temperature and maintain a facility log.

Outgide Premisas-Clean, Safa

SECTION .0300 - THE BUILDING

T0ANCAC 13G .0318 OQUTSIDE PREMISES
(8) The outside grounds of new and existing
family care homes shall be maintained in a clean
and safe condition.

This Rule Is not met as evidenced by:
4, Observations revealed that the crawl space
door was heavily damaged. Have a qualfiad
technician replace the crawl space door. Provide
documentation of the repairs in the form of
photos, receipts or work orders.

11/09/16: SF-At the time of this survay, the crawl

{C 177}

{C 183}
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|

space door was still heavily damaged, Have a
quallfied techniclan replace the crawl spacs door.
Provide documentation of the repaira In the form
of photos, receipts or work ordera.

t/19/17: SF-Observations revealed that the
crawl space door was still heavily darmaged and
in nead of replacement. Have a qualified
technician replace the damaged access door,
Provide documentation of the repairs In tha form
of photos, recelpts or work orders.

02/16/17: SF/AB-Observations revealad that the
crawl space door was still heavily damaged and
in need of replacemant. Have a qualified
technician replace the damaged access door.
Provide dogumentation of the repairs in the form
of photos, raceipts or work arders.
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Inspaction Data:]11/10/2016 | e’ Green\""e

NORTH CARDLlNA
Inspection Time:|0.33 Hours FIRE/RESCUE

Inspacted By:

Inspaction ¥:[162004

Facility Contact Informatlon

Faclity: |Clemmies Family Care Home 2 110 PEARLDR
Address:

Phona: {252) 531-8710
Fax: City: GREENVILLE
Email: Artgirls1@suddenlink.net State: NG Postal Code: |27834
Contact: {Tammy Vines Wark:
Email: Artgirls 1@suddenlink.net Statlon #: |Station &

inspaction Type: |Inspection Reinspection l

Inspection Notes
Violation cotrected from last inspection. Fire extinguishers Inspected by vendor.

{nspaction Faa: £0

A fire Inspaction was conducted at your facillty and no violations ware obsarved.

Thank you.

Printed Date: 11/10/2018 3:28:42 PM Page 1 of 1
Lifa Safety Services Division - P.0. Box 7207 - Greenville, NC 27835 - Phone (252) 329-4390
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