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| Report by Paul Dixon

DHSR Construction Section conducted a Biennial | i

* Survey on April 26, 2018 from 11:00 AM to 1 i
12:15PM at the above referenced facility. DHSR ‘
|

|

records indicate the home was first licensed on
June 4, 2009 as a Family Care Home for six (6) | s
non-ambulatory Residents (Who are un-ableto | |
respond and evacuate without any physical or i w
verbal assistance during a fire or other ; )
emergency). Based on this information we are : )
requiring the home to maintain compliance with ;
the following: the 2005 Rules 10A NCAC 13G for ‘ |
Family Care Homes, the 2002 North Carolina | :

State Building Code - Section 421.4 - Small Non | | :
ambulatory Care Facilites. | ; i

At the time of our visit, we cited deficiencies that ‘ | |
require an acceptable plan of correction. They |
are as foliows: : |

c 1533 Houskeeping And Furnishings-Clean, Repaired | C 153

! SECTION .0300 - THE BUILDING | !

10A NCAC 13G .0315 HOUSEKEEPING AND
FURNISHINGS :
(a) Each family care home shall:

(1) have walls, ceilings. and floors or floor ‘
i poverings kept clean and in good repair; : :

{2) have no chronic unpieasant odors; ' | ¢
] (3) have furniture clean and in good repair: ) ‘#_
" (e) This Rule shall apply to new and existing ; —71/‘ -

| homes.

% * This Rule is not met as evidenced by: '
| At the time of the survey it was observed that -‘ /\)_q;_f P"’S""
| there was a build-up of mildew on the wall behind
_the kitchen sink and the back-splash was :
| delaminating. This does not meet the rule which
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G 153:; Continued From page 1 . C153 ‘l o THE OLD BAC L Spf—ﬂ-—“ﬂ[
:K-n requires the home be maintained in a clean and | }‘i (D GLMIHATQ) WA S RPEMVED,
| aftracti : ;
| attractive manner  THE MILDEN LADEN CAALLIUA
| o |  WAS EMOYED AND DASE
' For all deficiencies listed above provide ! Y ALEAN £5.
i documentation of completed work in the form of | I/"A’S -Tﬁ'OP—d'ué L j
‘I photagraphs. receipts, inveices, etc. |‘ A PNE L ,g,q,czf 7 PCTRLL ED
! !
ii Al deficiencies listed above were discussed with | AAND JoE. 2 AHLKE D, " {
on-site staff during the exit interview. ‘l ¢ WE HOVE 0 UE'ST/‘ ATED
|  pTHEn POTERTIAL AREA 'S
| : i
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