PRINTED: Q5112017

FORM APFRONVED
Divigion of Health Sarvice idartioy
STATEMENT OF DEFICEENCIES (61] FROVIDEREGUPPLIERCLLA 3 MULTIFLE CONETRUCTION ) DATE SURVEY
AND FLAN OF CORRECTION IDENT FICATEON NUMBER: A BUILDPE: T COMPLETED
HALO5002 B.WING . o e 05/05/2017
MAMF OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, IIP COCE
Fi6A 5§ SANDY HOOK ROAD
HEEDHAM ADULT CARE HOME SHILOH, NC 27974
) I SUMMARY STATEMENT OF DEFICIENCIES B PROVIDESS PLAN OF CORRECTION "
PREFIX | (EACH DEFICIENCY MUST BE PRECECED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAE REGULATORY OR LSC IDENTEYING IMFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
I. DEFICIEMCY)
c 09[4 Imitial Commants D00
' i o Linits were inspacied by Maintanance depl. |
Construction Section Bisnnial Sunregr report by and found 1o have low batiery out put.
Frank Strickland on 05052017 ACTION: Batteries replaced and tested
This facility was first licensed = 3 Home for the with posiive out come.
g sarving 24 residents on D/04/2000, CORRECTION: Annual lasting of al
Therafora, this facility must meet the 1996 and |  batterisa o ba done first month of
' the applicable portions of the 2005 Rules for the | each new year. i
Licensing of Adult Care Homes, and, the 2002 ' f
M.C. State Building Code section 408.1
Institutional Unrestrained Ocoupancy. _
| . ATH
' Deficiencies have been cited and a Plan of o i
| Correction is reguired. .
i A
€ 189 Building Equipment Maintained Safe, Operating | © 188

SECTIOM 0300 - PHYEICAL PLANT

| TDANCAC 13F 0311 OTHER

| REQUIREMEMNTS
| (&) The building and all fira safaty, alectrical, i
| mechanical, and plumbing equipment in an adult |
" care homa shall be maintained in a safe and i
oparating condition.
{k} Thiz Ruba shall apply to new and existing
facilifies with the exceplion of Paragraph (g} i
which shall not apply to existing facilifies. !

l']'h'ﬂFtuia is not met a5 evidenced by

¢ 1-Based on gbaarvation, this facility has falled to

| maintained in a safe and opersting condiion the
emergency lighfing. This would affect all

| reskdents, staff and visitors if the egress pathways

[ | wene not Bluminated during a power oulage,

. Flnn:ﬂnus on DS05201T:
' The emergency wall lights that are located at the
| following locations did not Ruminate when tested
| in the amengency mModa:

!ﬂ - , M éMwH}.2+?

mﬁhﬂism Regulation

LABORATORY DIRECTORS Of PFROVIDERISUPFLIER REFREEENTATIVES SIGNATURE

TITLE {KE) DATE

STATE PO

258321 i conimestion chasl 1012



FRINTED: 0&M11/2017

() Sprinkar Control Room
| {b) Dining Hall above water fountain
{¢) Outside Room 104

|
Divigion of Haalth Senics Reguiation
STATE FORM

FORM APPROVED
n
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUFPLERCLIA (3] MLLTIPLE COMSTRUCTION [%3) DATE SURVEY
ANDY PLAN OF CORREGTION IDENTIFIGATICN MUMBER: A BULORG: B COMPLETED
HALIMS0M02 BOWING DS0S2017
MAME OF FROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, £F CODE
B16A 5 SANDY HODOK ROAD
MNEEDHAR ADULT CARE HDME
SHILOH, NG 27aT4
ey | SUMBIARY STATEMENT OF CEFICIENCIES o PROVIOER'S FLAN OF CORRECTION e
FREFIX | [EACH DEFICIEENCY MUST BE PRECEDED BY FULL BREFIY | [EACH CORRECTIVE ACTION SHOULD RE COWPLETE
™3 | REGULATORY OR L3C IDENTIFYING BIFORMATION OTAE | CROSS-REFEREMCED TO THE AFPROPRIATE DHATE
: P | CIEFICIENCY)
i 1] 1
€189 Caontinueed From page 1 C 189

- Y ¥ contnuation sheet 202




