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{C 000} Initial Comments {C 000}

Report of Biennial Follow Up Construction Survey 
by Dennis Harrell on 11-8-2017.  
 
Some deficiencies were not corrected.  Further 
action is required.

 

{C 164} Housekeeping and Furnishings-Clean, Repaired

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0306 HOUSEKEEPING AND 
FURNISHINGS
(a) Adult care homes shall:
(1)  have walls, ceilings, and floors or floor 
coverings kept clean and in good repair;
(2)  have no chronic unpleasant odors;
(3)  have furniture clean and in good repair;
(e)  This Rule shall apply to new and existing 
facilities.

This Rule  is not met as evidenced by:

{C 164}

2. Based on observation the building's wall was 
not maintained in good repair.

Finding on 09/21/2017 and 11-8-2017:
a. Housekeeping Closet - There is an 
approximatley 10"x10" hole in the wasll just 
above the mop sink.
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