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ith this letter, a copy of statement and dates associated with completed corrective
to address items noted on statement of deficiencies, reported during our recent
survey conducted March 22, 2018.

A
i

\ssurance and Facility Services have and continue to observe and note any
hat require attention or repairs in a timely manner, to maintain safe and proper

working co

As a result of

items need

At this time,
sprinkler he
by May 4th,
supporting

Thank you &
look forwan
and staff.

Respectful)y

rie

ditions for all aspects of operations.

our recent survey and report, we will continue to be proactive in identifying any

ng to be scheduled for repair or service.

, all items noted on report have been completed, with the exception of new

ads. These items have been ordered, and are scheduled/expected to be completed

2018. Please see the attached copy of statement for corrective actions taken and

documents.

gain for your time and generosity extended during our facility inspection and we

d to working towards maintaining a safe environment for our resident’s, families
Submitted,

odard
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C 000| Initial Comments C 000
Report of a Construction Section Biennial Survey
by Ed Millerland Suzanna Fay, conducted on
March 22, 2018.
Records indicate that this facility was first
licensed on 07/01/1990 as a HA. The facility is
currently licensed for 73 Beds including 30 bed
Special Care Unit. Therefore, this facility was
surveyed for conformance with the 1987
Minimum Standards and Regulations for Homes
for the Aged. | The 1978 North Carolina State
Building Code(s)- Institutional Qccupancy and the
applicable portions of the 2005 Rules for
Licensing of| Adult Care Homes of Seven or More
Beds.
Deficiencies were cited that require a Plan of
Correction.
C 101] Existing Licensed Fac- No less than '71 Rules Cc 101
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0301 APPLICATION OF
PHYSICAL PLANT REQUIREMENTS
The physical plant requirements for each adult
care home shall be applied as follows:
(2) Except where otherwise specified, existing
licensed facijlities or portions of existing licensed
facilities shall meet licensure and code
requirements in effect at the time of construction,
change in service or bed count, addition,
renovation, or alteration; however in no case shall
the requirements for any licensed facility where
no addition or renovation has been made, be less
than those requirements found in the 1971
"Minimum and Desired Standards and
Regulations! for "Homes for the Aged and Infirm",
copies of which are available at the Division of
Health Service Regulation at no cost;
Division of Health Service R iilation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATU TILE / ? (X6) DATE
/%p/> s K owonex. 41918
6899
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C 101| Continued From page 1 C 101

This Rule is|not met as evidenced by:
1. Based on pbservation, and interview with
Staff in Charge, the facility, which is equipped

with Special Locking (magnetic locks) on the exit
doors, failed to meet the requirements as defined
by the NC State Building Code, which permits the

Special Locking on exit doors of
are protected throughout, by an
ervised automatic fire detection

automatic sprinkler system.

Findings on
There is a spri

arch 22, 2018:

however
a. Kitchen Water Heater Closet - there is no
automatic fire sprinkler system in this room.

near Bedroom 24 - there is no

e sprinkler system in this room.
27 window-side Closet - the

e sprinkler head for this room has
been removed.

2. Based ol
Staff, the fac
requirements
or alterations
components

observation and interview with
failed to meet the Code

n effect at the time of construction
by not having all of the required
procedures to properly operated
doors equipped with Special Locking
Arrangements. This could affect all occupants
who would need to evacuate through the door(s).
Findings on March 22, 2018:

a. Men's SCU - the exit doors have metal-keyed
mergency release switch, but staff in

b. Both SCU's - th-e central on/off emergency
release switch in each SCU had no identifying
labels.
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C 11| Must Have Gurrent San. & Fire Safety Reports c1m
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0302 DESIGN AND
CONSTRUGTIION(
f) The facility shall have current sanitation and
fire and building safety inspection reports which
shall be maintained in the home and available for
review.
This Rule is/not met as evidenced by: Iﬂ\_ﬁf gc7or] NEPOTT HABD
1. Based on record review, and interview with Sk €EEN € A E
Manager the facility failed to maintain in the NOT \/ Er /3 s 3 / 7L
facility, current (completed within the last twelve Fm BN usp ecteil
months) annual inspection report(s) required by
this Rule.
Findings on March 22, 2018: Sec ATTACHMENT S
a. Acurrent Building Sanitation Inspection For repont ( oP\f
Report was not available for review by the
Surveyor.
C 143 Janitor's Closets-Locked C 143
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT
(f) The requirements for storage rooms and
closets are:
(B) There shall be separate locked areas for
storing cleaning agents, bleaches, pesticides,
and other substances which may be hazardous if
ingested, inhaled or handled. Cleaning supplies
shall be monitored while in use;
This Rule is/not met as evidenced by:
1. Based on observation, the building was not
maintained in a safe manner by not having
separate loc! areas for substances that may
be hazardous if ingested, inhaled or handled.
This deficiency affects all residents, who my
Division of Health Service Regulation
STATE FORM 6890 QYBT21 If continuation sheet 3 of 11




C 150

10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT

(g) The requirements for corridors are:

(2) Handrails shall be provided on both sides of
corridors at 36 inches above the floor and be
capable of supporting a 250 pound concentrated

ot met as evidenced by:
observation, the building was not

support 250
residents, staff and visitors who use unstable

ot providing increase safety,

e, and maneuverability provide by
these device
Findings on March 22, 2018:

a. Corridor/near Women Restroom - the

handrail is loose because a bracket is missing a

b. Corridor\near Bedroom 1 - the handrail is

e a bracket is loose.
U Corridor near Rec Room - the
se, and may not support a 250
trated load.

Corridors-Free of equipment and Obstructions

SECTION .0300 - PHYSICAL PLANT
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C 143 | Continued From page 3 C 143
accidently use or come in contact with one of
these hazardous substances.
Findings on March 22, 2018: ; ¥ g }
a. Bathroom|near Bedroom 24 - the soap SoAp D\sp EMS ER 7%
dispenser daes not have a cover to prevent
residents fro I gaining access to the liquid soap. E€ P LA CED
C 148 Corridors-Handrails C 148
SECTION .0300 - PHYSICAL PLANT

Henelrar | Ceprmed 373
Heaclrar ’ Yepamed 3’2?
/7‘4«/"‘0;'] HEpmzed 3/2?

C 150
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WOODARD CARE

C 150 | Continued From page 4 C 150

10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT

(9) The requirements for corridors are:

(4) Corridors shall be free of all equipment and
other obstructions.

ur

This Rule is
1. Basedo
of obstructio

ot met as evidenced by:
observation, corridors are not free
5. This would affect all residents,

farch 22, 2018: 3 ®
a. Kitchen t the side exit is blocked with a chair CuAa Xemove P / 27

b. Exit 7 near Bedroom 7 - the door would not DOOQ, ADS\L}T_M ErTS / 2 /2 1%
. N ePA2

C 164| Housekeeping and Furnishings-Clean, Repaired | C 164

10ANCAC

homes shall:

s, ceilings, and floors or floor
clean and in good repair;
ronic unpleasant odors;

re clean and in good repair;
shall apply to new and existing

(2) have no
(3) have fu
(e) This Rule
facilities.

This Rule is|not met as evidenced by:

1. Based on Observation, the facility failed to
have walls, ceilings, and floors or floor coverings,
kept clean and in good repair. p 77 3/27
Findings on March 22, 2018: 1L cOATLE A )|

a. Bedroom 39 - the ceiling is stained/deformed C EltinG —’?tp D

from a past leak near the HVAC Girille. jeiis

b. Bathroom near Bedroom 24 - the shower wall JIILE BASE CAP Nepaled Z/ 2%
has missing tile base caps

Division of Health Service ReTlTation

STATE FORM L 0YBT21 If continuation sheet 5 of 11
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C 164 | Continued From page 5 C 164
2. Based on|Observation, the facility failed to
keep plumbing devices clean and in good repair. 3
Findings on March 22, 2018: /
a. Bathroom near Bedroom 24 - the shower Pewd S Howe wo 4 AT 2¢
wand and hose is covered over with duct tape. i T AN
b. BathrooIn near Bedroom 24 - the soap I M5 TALLC >
dispenser does not have a cover. 30 v‘}? Dl pr ANSET 3/2 4
C 166 Housekeeping-Maintained Free of Hazards C 166 Y eplAacCeED

ained in an uncluttered, clean and
er, free of all obstructions and

hazards;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Based an observation, the Building plumbing
equipment was not maintained in a safe manner

Findings on|March 22, 2018:
a. Bedroom |3 Bathroom - the connection of the
commode to the floor is loose.

2. Based an Observation, the Building was not
maintained free of hazards, if oxygen cylinders
fall, breaking their valves, propelling the cylinder,
and turning it into a dangerous projectile.
Findings on|March 22, 2018:

a. Oxygen Room - two portable medical oxygen
cylinders are stored standing up, not secured.

Torlet Pepaizen

Oxygen Cylinelecs
Seecuded JA STAHDS

L//;/

Division of Health Service Regulation
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C 189 Building Equipment Maintained Safe, Operating C 189
SECTION .D300 - PHYSICAL PLANT
10ANCAC 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:
1. Based on observation, the building's
emergency equipment was not maintained in a
safe and o ting condition. This would affect all
if they could not promptly find their way to an exit
during an emergency.
Findings on March 22, 2018: x .
a. Corridor near Bedroom 35 - the ceiling D\ N’(:l'l‘orlq.\ _];\CLC%‘}OTZ L 2 /.2:"
mounted exit sign, has no chevron directional meO\/CCI ( uascCh 6GT 5)
indicators ch-outs removed, to direct you to
the left and rright.
b. Kitchen|- the combination exit ’EAﬂ— EES REPLACED 3/ 27
sign/emergency light did not illuminate on backup
power when tested. 3
c. Corridor near Bedroom 4 - the self-contained gA—ﬂ'ETZI &S ?E?LACED / 27
emergency light did not illuminate on backup e
power when the test button is pushed. B ATTERIES 75 AAceD> 3) 23
d. Corridor near Bedroom 4 - the exit sign did 2 /
not illuminate on backup power when tested. -
e. Corridor near Bedroom 16 - the B/—F;"TE‘;ZI &> ?EP LACED 2:)-
self-contained emergency light did not illuminate L[ C/V\E : 3
on backup power when the test button is pushed. “Merqenc /
f.  Entrance to Women's SCU - there is only one DB\« b’ = S'C/lc j o CEa
exit sign visible on the AL side when you exit the ADprel
bedrooms an this 45-feet long corridor when the EXIT 7
cross-corridor doors are closed.
g. Corridor between Bedroom 20 & 21 - the exit

Division of Health Service Regulation
STATE FORM o0 QYBT21 If continuation sheet 7 of 11
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2. Based ¢
was not ma
condition.

observation, the Fire Alarm system
ined in a safe and operating
s would affect all by not providing

early detection and activating the fire alarm
system.

Findings on March 22, 2018:

a. Oxygen Room - the fire alarm system's heat

3. Based on observations, the Building fire
safety was not maintained in a safe and operating
condition. This could expose all to fire/smoke if
not contained in Room of origin.

Findings on March 22, 2018:

a. Men's SCU, Nurse Station Mech Closet -

oles not firestopped as they
fire-resistance-rated ceiling
assembly.
c. Boiler
they penetrate the
fire-resistance-rated ceiling assembly.
d. Boiler
between the

s are not maintained in a safe and

Wcpaiced

Heat Deteclor, EZ-(ﬂm'( e
Heeck Debector. P reel

WK eEpaes made fo
(en edrations,

Fine storle d
Repeiivs macle.

Fioe Stopde d
Rep<it 5 mae o
penetiation.s Fine 5-:‘:;9/(:[
W-eairs Maele to

WOOEIN CANE GOLDSBORO, NC 27534
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
? DEFICIENCY)
C 189 | Continued From page 7 c 189 ; 2
sign, has no ¢hevron directional indicators b\f‘ec!fonal In (’)\C&-loa> / 27
punch-outs removed, to direct you to the left. V(Mo/c c/ ( P.,\ b 0TS
h. Exterio %mergency Light near Bedroom 25 - )
one of the head light was dangle from its base. Exx (:Merﬁen 57 ) ) k-\~

hs

%lz9
Slzg,

%)rg

Pe’nf-ﬁmﬁéku' ”/'“5/'#1/ 3/18
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operating
residents, s

ssing its top escutcheon plate,
pening through the
rated ceiling that allows the spread

CU Rec Room Hall-side Closet -
er is missing its top escutcheon

27 hall-side Closet - the fire
is-.sing its top escutcheon plate,

c. Bedroo!

pening through the

rated ceiling that allows the spread
of smoke and heat
25 window-side Closet - the fire
ssing both escutcheon plates,
exposing an opening through the
fire-resistance-rated ceiling that allows the spread
of smoke and heat.

sprinkler is

6. Based on Observation, the doors are not
maintained ina safe and operating condition. This

affects all by not containing smoke and fire in the
room of origin.

Findings on|March 22, 2018:

a. Kitchen|- the door to Dining has a wedge

i Ansdagind il

Wepar

Eicichehenn Pade

TEPLALED

E%K’YLC,L\{OM PI a 46

Replacee/

Escutcheoy T ale

ﬂEPIaC(c

E56M+Ch¢0N ?’G*C
?EplaC(o{

\,Oec,%,c_ Wemovecl

WERDAND. S GOLDSBORO, NC 27534
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 189 | Continued From page 8 C 189
operating candition.
Findings on|March 22, 2018: z /
a. Men's SCU, Dining - the corridor door did not le LaTes Repﬁm’({ﬁ) 26

224

32

320

320

Hlzs

2(y,,
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C 189 Continued From page 9 C 189
holding the door open. This prevents the rapid
release of the door with a light push or pull of the
door, to close and latch.
7. Based on observations, the Building was not
maintained in a safe and operating condition. The
fire sprinkler heads have become obstructed with
storage. This|could affect all if the fire sprinkler
heads' spray cannot reach are area of a room.
Findings on|March 22, 2018: Yy } '
a. Storag Short Corridor near Bedroom 7 - — Y& OY}M 1ZED
items are stored within 18 inches below the fire STovasE y /
sprinkler head. . T
b. Oxygen Room - items are stored within 18 SToRALE ]7&. D‘Sq"’ 4 e(-/ £
inches below the fire sprinkler head. () ,—
c. Women's SCU Office Closet - items are STD? AGE TZE‘ 656'{") 1Z ET ) <
stored within 18 inches below the fire sprinkler
head.
1. Based on observation, the facility failed to
maintain o ble windows for the residents'
bedrooms.
Findings on March 22, 2018: A h
a. Bedrooms - the window's operable sash Lot nel ow S as 3 /Z 7
would not stay in the open position. In addition,
the windo ere coming out of their tracks when /‘\'C\j ‘4}4‘"‘1 €1 7‘ / pﬁﬂ 41K
trying to opening then
C 199 Exhaust Ventilation C 199
SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS
(g) The spaces listed in this Paragraph shall be
provided with exhaust ventilation at the rate of
two cubic feet per minute per square foot. This
requirement does not apply to facilities licensed
before April|1, 1984, with natural ventilation in
these speciTl spaces:
Division of Health Service Regulation
STATE FORM 6899 If continuation sheet 10 of 11
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C 199 | Continued From page 10 C 199

(1) soiled line
(2) soil utili

(k) This Rul
facilities wit
which shall
ot met as evidenced by:

Observation and testing with a thin
the facility failed to maintain the

1. Based ¢
plastic shee
ventilation

preventing the exhausting of odors.
Findings on|March 22, 2018: Y l
a. Closet near Bedroom 28 (housekeeping) - oToO

the required exhaust ventilation system did not E)L\'\ao\s-l' rc s 2 )L
work, and there is a chemical odor. TZC PA I7eP
b. Laundry - the required exhaust ventilation

system did not work, and there is a slight odor. EXkW'F )'/4 1 me ’LD iz L’l < 488
c. Bedroom 3 - the required exhaust ventilation —-2 - J
system did hot work, and there is a slight odor. lepeive ),./ ol c[ Y /
d. Bathrogm near Bedroom 27 - the required A fenre |
exhaust ventilation system did not work, and E: X\"w‘}';' Kok ¢
there is odor and the grille is falling out of the A Lepamed

ceiling. EXMHJJ FC«M MOJ’DZ L[}}Z.
Repaiceel / /HJ“}?[””””[
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Product Data
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3M™ Fire Sarrier CP 25WB+
Caulk is & pi n slastomeric iates
uaul:m  use 25 8 ane-part
fire, smoke, no mdumr
sealant. in g . i
dmm
(mm ) means thatas *

o is consumed by

fire, cvzsws. Mb
maintain the p seal.

OPEMr muupubr

‘ caulk rate and no-
mu.

be instalied with a standard cauiking
P

1t can be easily applied with a putty

knife or trowei. CP 25WB+ Caulk will

Bond t concrete, metais, wodd, piastic

and cable jackating. No mixing is

- 1

CP 25W8B+ G Featuras

» : cleén up, no

¢ nhanesoe I..
:’m“ ound Hems consumed by

L Ef,du S 3. ROSOTDS ’utw
releases ¢ mical bound water.

. Tmmpu ot sag or nunin
overhead or cat applioations
Fast dry: Tac 2 in
approvamataty 10-16 minuies.

*  Paintable. (Best results obtained
after 72 hou )

er CP 25§WB+Caulk

Brown color, 2. Applications
Water seal: Seals against Use 10 seai construction :
Inachvertant water spiils n the bignk openings and penetrating fteins
unsxpanded stats. . against the passage of flame, noxious
W“"‘I""mm"ﬂ‘ gas, smoke and water. Rostores fire
rated construction % oviginal integrity.
Cartiinuous Tormperaiure 185+ Wrap/Strip 1
muwtm,wc) Composite Sheet.
3. Specifications
Produet
. The caufk shall be & ons-pert, intumesscent, latex aisstomer. The caulic shall
umdmnmuamntmmuuuw
and be applicshle to overhead, vertical and horizontsi firestops. The caulic shail be listed

indepandsnt test agencies such a3 UL or FM and ba tested o, and pass the oritarie of,
ASTM £ 814 Fire Tesl, insted under posiiive pressure. it shail comply with the
requiramants of the NEC (NFPA-70), BOCA, ICBD, SBCT! and NFFA Code #101.

Typleslly Specified Divisions
Thermaj snd Molsture Protection Frestopping

Speciai Constryction Fire Suppression and Supervisory Systems
adochanics
Methanical insufation Fire Protection
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N.C. Department of Enviro t and Natural Resources 96 96
Division of Envirgnmental Health L PR Health Department
Inspection of Hospitals, Nursing Homes, Date of Insp/Chg: ﬂ 3 / 2 1 / 2 ﬁ 1 8 Current Facility ID 6096400010
Adult Care Homes and Other Institutions
Status Code: A Old Facility ID
’ . Water sample taken today? [X] Inspection Name Change
Water Supply: [X] Municipal/Community [_] On-Site Supply . Xl Inspe g
- E Copmity [[Jyes [X] No [T|Re-inspection | | Verification of Closure
Wastewater: [X] Mupicipal/Community [_] On-Site System 1 ] visit Status Change
Name of Establishme:{t: WOODARD CARE INC Permittee: JEAN JONES
Location Address: Mailing Addr.
city: GOLDSBORO State: NC  Zip: 27530 City: State: Zip:
Deductions Deductions
Full/Half Full/Half
FLOORS, WALLS AND CEILINGS: [.1309, .1310] (circle one) MISCELLANEOUS: [.1318] (circle one)

1. Floors easy to clean, np ¢bstacles, drains where needed . LIt Adequate storage, area clean, items properly stored ....... 010 5

2. Floors clean, carpet cl¢an, dry, odor free .........cccccccvuueeee [J20J1 29. Mop sinks provided and used & Oq 0 5

3. Walls and ceilings clednable, clean, good repair .............. [J2[01 30.Medication carts clean, sharps containers affixed, food and i
LIGHTING,VENTILATION,MOISTURECONTROL: [.1311] utengils handled properly e — 20O 1

4. Lighting at least 10 fogt candles 30 inches above floor ... [ J2 []1 31. Feeding syringes and oral suction catheters handled

5. Ambient air temperatufe|65° to 85° F, equipment clean ...... X12 [11 properly, tube-fecding bags changed per instructions ... [12 (1

6. No evidence of microbial growth O3 O4.5

iy 4 : -9 FURNISHINGS AND PATIENT CONTACT ITEMS: [.1319,.1312]

7. Indoor smoking limited to dedicated smoking rooms ....... 201 32. Purniture clean and in good repair. Mattresses clean, dry, o dob
TOILET, HANDWAS » LAUNDRY AND BATHING free 2 O 1
FACILITIES: [.1312] 33. Linen changed when soiled. Soiled linen handled properly []2 [] 1

8. Facilities conveniently|ldcated, clean and in good repair . [(J2 X1 34. Laundry area and equipment clean, linen disinfected, clean

9. Toilet rooms free of storage, handwash signs posted ...... 1[5 laundry stored and handled separately. ...........ccccceennenen. [l 20 1

10. Bedpans, urinals, bedside commodes and emises basins 35. Patient contact items in good repair, properly stored, cleaned

properly cleaned and disinfected (J1 0.5  and disinfected . 0105

11. Hand sinks used only|for intended purpose ...........cc..... [J2 01 FoOD SERVICE UTENSILS AND EQUIPMENT:

12. Lavatories have mixing|faucet or tempered water, soap, hand [.1320]

towel or hand drying device L13 0J1.5 36, Approved utensils and equipment, cleaned and sanitized 12 []1
13. Lavatory and bathing hot water between 100° and 116° F EIRLIY ' Activity kitchens used only for approved activities ........ 1105
14. Disinfectant accessible, properly used ...........ccceceviierirenne O2 1 ?og?)n%%?h lavaéorv provided wherever food is han%led g Cl2 1
] PLIES AND PROTECTION: [.1321, .1322, .1323
WATES SU:;"LY' [-1318) ; [l4 Clg 39 Food supply complies with 1SA NCAC 18A 26000......... b4 mp)
15. Approved water supply, no cross-connections ............... 40. Food brought by employees or visitors handled properly ...... =) 4 L] 5

16. Quantity and hot water sufficient, backup water supply plan []2 [] 1
DRINKINGWATERFACILITIES,ICEHANDLING: [.1314]

41. Milk and milk products comply with 15A NCAC 18A .1200 (1 1
42. Food protected. Potentially hazardous food maintained at 45°F

e - L ey ™™ D[
. Drinking utensils pri CAT L N S 4 i IRIENIEE satasaseess
19. Ice protected, dispensed, equipment clean, in good repair  []2 []1 ﬁ' ggzg z:g:gea‘;::‘: ;’{;‘:rthmme‘m’ TN ‘empe“’me% 1 % g
LIQUID AND SOLID WASTES [.1315, .1316] 45. No live animals where food is prepared or stored. Pets ]
20. Wastewater disposed |of properly [y DZ prevented from contaminating food utensils, equipment, e ]
21. Solid waste stored properly, areas clean, facilities for Ca O condiments, pets excluded and tables cleaned before meals ..., 2 1
shisving 4 =2 EMPLOYEES: [.1324
22. Solid waste disposed of frequently, no insect breeding or (02 [Jq 46. Clothing cleaEl., no t<])bacco used while handling food ..... U105
23 &‘;sf:aﬁvas gon hacdibl sk ismosdd of peopet O2 01 47. Hands properly washed or decontaminated ..................... 3 O 5
: i o o T 48. Persons with infections excluded from food service work [ []¢
VERMIN CONTROL, PREMISES: [.1317] O3 O
24. Vermin excluded 3115 TOTAL 4
25. Approved pesticides properly stored and handled .......... 20 1
26. Premises clean, no blttiyng places or rodent harborage .. ]2 [[]14
27. Pet areas clean, veterinary records available .................... 1

Inspection by:

INSTRUCTIONS

contents of an inspection form to reco

i | health specialists shall gorp
3. Copy for the Environmental Health!Services Section, Division of
Schedule for County/District Health

ML MAATIAR L rAN At £ A

-

1 Health. Dispositi

Am

Rept Received by: leg er\fd-p"\}d-”

Additional Comment Sheet Attached

o
Yes [ ] No
EHSID.# 1734 - Alan Moore

Purpose: General Statute 130A-235 requires the Commission for Health Services to adopt rules g
the results of inspections made of institutional facilities. This form is developed to be used in making inspections of orphanages, children's homes, and similar institutions. Preparation: Local
the form every time they conduct an inspection. Prepare an original and two copies for: 1. Original to be left with the administrator or manager. 2. Copy for the local health department.
i This form may be destroyed in d p
which is published by the North Carolina Division of Archives and History. Additional forms may be ordered from: Division of Environmental Health, 1632 Mail Service Center,

ing the ion of institutions. 15A NCAC 18A .1304 specifics the

with S

d-8.B.6., I ion Records, of the Records Retention and Disposition



N.C. Department of Environment and Natural Resources

Division of Environmental Health

COMMENT

ADDENDUM

WOODARD CARE INC
Name:

ID: 6096400010

Street: 2052 W US 70 HWY

City:  GOLDSBORO

Time In:

g4d: 315

[ Soanil Sl —]

[ Jam

[X]pm

TimeOut: @ 4 : @ @ [Jam

Total Time:

1 hr 45 minutes

Xl pm

5

8

17

Maintain window blinds clean throughout.

Maintain all shower walls and shower chair bottoms clean.

Maintain water fountain in good repair.




N.C. Department of Environment and Natural Resources Name: WOODARD CARE INC
Division|of Environmental Health

ID: 6096400010

Street: 2052 W US 70 HWY

COMMENT ADDENDUM

City:  GOLDSBORO

General Com ints:
#35 Maintain fitted sheet in room 41 in good repair.




Food Establish

ment Inspection Report

Score: 99.5

Establishment Name: |"WOODARD CARE INC

Establishment ID; 6096160011

Location Address: 2052 W US 70 HWY

City: GOLDSBORO
Zip: 27530

County: _96 Wayne

State: NC

Telephone:
Wastewater System: [X

Water Supply: XIMunicipal/Community []On-Site Supply

Municipal/Community [_]On-Site System

Kinspection []Re-Inspection
Date: 83 /14 / 20 18 Status Code: A

Timein: 10:30& 3" TimeOut:12: 00 "
Total Time: 1 br 30 minutes
Category #: IV

FDA Establishment Type: Nursing Home
No. of Risk Factor/Intervention Violations: 0
No. of Repeat Risk Factor/Intervention Violations:

Foodborne liiness Risk Factors and Public Health Interventions Good Retail Practices
Risk factors: Contributing factors that|increase the chance of developing foodborne illness. Good Retail Pi P to control the addition of pathogens, chemicals,
Public Health Interventions: Contfol top dbome Hiness or injury. and physical objects into foods.
| Gompliance Status Compliance Status
O Prlzed eggs used where required
X\ Water and ice from approved source
X0 DO & re g x| Varlanoe obtained for specialized processing
X0 Proper use -I porting, restriction & exclusion —
4 ®I0O reooﬂng methods used; adequate oo
RO , Jasting, drinking, or tobacco use equpmem for temperature control
: i D]IDDD 32|(% | [J{[J | | Prant food properly cooked for hot holding (] (]
50O No discharge from eyes, nose or m 0. 33| @ | ||| Approved thawing methods veed OoD
P = Hands clean|& properly washed 71 ) M]D Olof 134 Xi{O Thermometers provided & accurate O ([0, ] o o]
No bare ha t with RTE foods or pre-
7|®8/010| aporoved ahemate procedure propery folowed {21 mJID £ 35| | Food properly labeled: original container glo
8(X|( Handwashii ks supplied & accessible (] [} ||
' 36| |0 lar:‘semc:s& rodents not present; no unauthorized P2 i1 ) (] o] )
9|®|O Food obtal approved source 2@ 0|0
37 Contamination prevented during food p2 1 ) (] (] )
10| R0 1| Food recel hpmpertsmperatum P2 K1 (1) (][] ol L preparation, siorage & display d
X0 Personal cleanliness [q Oi0;
"MX(0O Food in good akmdmon, safe & unadulterated kN ()] [} ) - !
12®(OOlO Required redords available: shellstock tags, £ (1) (] {o] ) RO Wiping cloths: properly used & stored -
arasite de: R0 Washing fruits & vegetables 0|0
13 Food & protected ol [ || [ProperUse ot Utensis " 2653, 2654
“:gDD ot np o g Il x| In-use utensils: properly stored 0|
surfaces: cleaned & san
ils, ed,
®I0 itio ofratumed previously served, olo X0 grt&s Wequmem&nnens st ] ] )
. i LAl Co I - T (43R O ftion%lg-gseusgdsingle-servbearﬁdes:propedy |3 oloio
(OO0 oking OO 44| O Gloves used properly a oo
10| Proper rehe4;ﬁ+g procedures for hot holding ) (| oy ey o e
X|O|0|0 Propercooﬂghme&mmpemtums ClCof{4s(BR |3 m“deanable properlydedgned 0o
19| |00 Proper hot temperatures EEEEE Warowashing facifias: ntaled, mainiansd, & o5
20X | ]| | | Proper °°|dﬂ°+""9 temperatures O0N47i0|x Non-food contact surfaces clean oD
21 (0| | Proper date “M&Wﬂbﬂ (0|1 [LBhys s . ... 2654, 2655 26 2 e
=IO blic health control: procedures & olo O Hot & cold water available; adequate pressure ] ]
Sum e o (] Plumbing installed; proper backflow devices ] |
E) Sewage & waste water properly disposed 0O
Toilet facilities: structed,
2 R — op
X Gm:Irbagg & refuse properly disposed; facilities Ol
0O Physical facilities installed, maintained & clean 03
B | |demignated areas gl 0 oo 0o
Total Deductions: | 0.5

rtment of Health & Human Services ® Division of Public Health ® Environmental Health Section  Food Protection Program
DHHS is an equal opportunity employer.

~ro




Comment Addendum to Food Establishment Inspection Report
Establishment Name: YWOODARD CARE INC Establishment |D:_6096160011
Location Address:_2092W US 70 HWY X inspection [JRe-Inspection Date: 03/14/2018
City:_GOLDSBORO State: NC Comment Addendum Attached? []  Status Code: A
County:_96 Wayne Zip: 27530 Category #: IV
Wastewater System: 5 Municipal/Community [] On-Site System Email 1: Jeaniones920@yahoo.com
Water Supply: % Municipal/Community [] On-Site System :
Permittee: _JEAN JONES Email 2:
Telephone: Email 3:
| Temperature Observations |
Effective January 1, 2019 Cold Holding will change to 41 degrees
Item Location Temp ltem Location Temp ltem Location Temp
rice steam well 205
butterbeans steam well 207
liverngravy  steam well 180
ﬂ Observations and Corrective Actions
Violations cited in this report must be corrected within the time frames below, or as stated in sections 8-405.11 of the food code.

47  4-601.11 (B) and (C) Equipment, Food-Contact Surfaces, Nonfood-Contact Surfaces, and Utensils - C Maintain non food contact s}eﬁ
portion of ice machine bin clean. Maintain bottom of utensil drawer clean.

52  5-501.114 Using Drain Plugs - C Provide a drain plug for the cardboard dumpster.

54  6-303.11 Intensity-Lighting - C Maintain 50ft.candles of light over prep. table.

Lock
Text

O
First Last

Person in Charge (Print & Sign):
First Last &
Regulatory Authority (Print & Sign): $
HS ID: 1734 - Alan Moore

REHS Contact Phone/Number: ( ) i

North Carolina Dé) rtment of Health & Human Services e Division of Public Health ® Environmental Health Section e Food Protection Program 7
2DHH‘S is an equal opportunity employer. A

Verification Required Date: ~ / _ /




