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 C 000 Initial Comments  C 000

Construction Section Biennial Survey report by 
Frank Strickland on 05/25/2017:

This facility was first licensed on 08/16/1996. 
Therefore, we are requiring that this facility meet 
the 1994 "Regulations for Homes for the Aged 
and Disabled ; Minimum standards and 
Regulations and the applicable portions of the 
2005 Regulations for Adult Care Homes of Seven 
or More Beds and the 1996 edition of the North 
Carolina State Building Code Volume I - General 
Construction - Section 409 Institutional 
Occupancy (Group I).  Licensed for FORTY-NINE 
BEDS.

Deficiencies have been cited and a Plan of 
Correction 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

1-Based on observation, this facility has not 
maintained the building and all fire safety 
equipment in a safe condition.  This could allow 
the spread of fire and/or smoke beyond the room 
of origin.  
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 C 189Continued From page 1 C 189

Findings on 05/25/2017:
The Med Room entry door is out of adjustment 
and has air gaps around the door stops greater 
than 1/8 of an inch.
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