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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction 
Survey by Suzanna Fay conducted on December 
19, 2017.

There are deficiencies that remain to be 
corrected and one new deficiency has been 
added.

 

{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, the building's 
commercial kitchen hood's fire suppression 
system was not maintained in a safe and 
operating condition. 

Findings on December 19, 2017:
a. There is not a minimum 16 inch horizontal 
separation or alternatively an 8 inch high baffle 
plate between the fryer unit and the open flame 
cooking unit.  Interview with Staff revealed that 
the material had been ordered and they had 
expected it to be in this week.

2. Based on observation, the interior doors were 
not maintained in a safe and operating condition.
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{C 189}Continued From page 1{C 189}

Findings on December 19, 2017:
a. Living Room- the closers were removed from 
the doors allowing them to close properly.  
However, the latching mechanism will not release 
and the doors do not latch.
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