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Initial Comments

| Report of Construction Section Biennial Survey

by Dennis Harrell on 2-28-2018.

| Records indicate this facility was first licensed on

7-1-1966, for 30 beds. The current capacity is 29
beds. Based on this information, we are requiring
the facility to meet the 1971 Minimum and
Desired Standards and Regulations for Homes

| for the Aged and Infirm and the applicable
| portions of the current Rules for Adult Care

Homes of Seven or More Beds.

Must Have Current San. & Fire Safety Reports

SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0302 DESIGN AND
CONSTRUCTION(

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:
Based on a review of documents, the required

' annual fire alarm system inspection report was

dated 1-27-16. Fire alarm systems that are not
inspected and approved annually as required
could result in the fire alarm system not operating

| properly in the event of an actual fire.

Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND

| FURNISHINGS

(a) Adult care homes shall:

| (5) be maintained in an uncluttered, clean and

orderly manner, free of all obstructions and
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hazards; }
(e) This Rule shall apply to new and existing ;
facilities. i
|
| _ _ |
' This Rule is not met as evidenced by:
' Based on observation, a facility exit was not
| maintained free of obstructions.
| Finding includes: } ’
A snack cart was found obstructing the exterior ‘ /
exit door from the dining room. Note; This i
deficiency was corrected during the survey. 1
i
Fire Safety-Rehearsals on Each Shift c185 |

C 185

| SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0309 PLAN FOR
EVACUATION
(b) There shall be rehearsals of the fire plan

| quarterly on each shift in accordance with the

requirement of the local Fire Prevention Code
Enforcement Official.

(c) Records of rehearsals shall be maintained
and copies furnished to the county department of

| social services annually. The records shall

include the date and time of the rehearsals, the
shift, staff members present, and a short
description of what the rehearsal involved.

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

This Rule is not met as evidenced by:

Based on review of documents, fire drill
rehearsals are not being done regularly with at
least one per shift each quarter. Failure to
rehearse the fire plan could lead to confusion and
delay in an actual emergency.

Findings include:

| The records available onsite indicated that all
' rehearsals this past year were done during the
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operating condition.

| areas of the facility.
Finding includes:

closet.

10ANCAC 13F .0311
REQUIREMENTS

 appliances.

care home shall be maintained in a safe and "-v

' (k) This Rule shall apply to new and existing ‘
facilities with the exception of Paragraph (e) 1
which shall not apply to existing facilities.

This Rule is not met as evidenced by:
Based on observation the required one-hour fire
rated ceiling was compromised in a location.

| Holes and penetrations that are not sealed with

| materials approved for use in one-hour fire rated
construction present the possibility that a fire that n
begins in one space can quickly spread to other /‘LV

Unsealed penetration in the ceiling of the linen

C 191/ Unvented & Portable Elec. Heaters Prohibited C 191

' SECTION .0300 - PHYSICAL PLANT
OTHER

(b) There shall be a heating system sufficient to
maintain 75 degrees F (24 degrees C) under

| winter design conditions. In addition, the

| following shall apply to heaters and cooking

' (2) Unvented fuel burning room heaters and
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| portable electric heaters are prohibited.
(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:
| Based on observation the facility failed to adhere
to the prohibition of portable electric heaters.
Portable electric heaters are a potential fire
hazard and as such could effect all occupants of
| the facility.
| Finding includes:
' There was a portable electric heater found in use
| in the Administrator's office. Note; This deficiency
' was corrected during the survey.
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Sawyer Security

“The Best Choice for @eace of Mind”
P.0O. Box 3608 Morganton, NC 28680

828-437-1596 Fax: 828-438-8272
sawyersecurity@bellsouth.net

‘ INSPECTION & TEST / SY, S'I‘EM CERTIFICATION REPORT
Date: 3"!q 3 Customer Number: Idfa_.l() [ ZSOII
Costomor Neme: ____HpusH Howse | |
i 1460 Huy, 64, Union Mills AL.C. DZ1CO

Insurance Company:

BURGm & QTHER EQUIPMENT
L Moticn Detectar (s)  Tegted
o o Keyp s eses QUL
L Soundecs/ Stobe/Sires Tesed________
Paied -{AMM —y) Tested
ALARM SIGNALS G .
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»  System Restoed to Normal Operation Dete__ 343~ (X Time
+  The Following Did Not OPERATE Correctly:
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| ‘ T
/QJ\J&,& a/

led Semoe

Door / NWasdow Sensor (5) Tested Qg

Wireless Devices Tested

System Testing:  Mouthly [ ) Quarterly [ ] Amued- Installation | ]
Symm'lype)cmm: <AV \23jase  FAP -T 0 -A- Y1
AICTest[ 1 'I\nnoﬁ'po’wer&TestBeﬂLy[ ] ASC Loss Test [ ]
A/C Loss Time . Recommend Battery Replacement
E (T TESTING EQUIP
aﬂ mmmmwrw&ﬂ . Z Tonization Smake Detactor (s) Tested
(o Hest Donsctor () Tesind QM. A P Alacm Pull Smion () Testet LY
7~ Vistic Flow Switch (5) Tested ¢ suvbe/sounder (s) Temed_ QMK
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s Sel\ cotmuadet™ QUK 74 Door Holders / Relasse Units Tested
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Temperature Detector (5) Tested

cg  3Fo¥d 3SMNoH NOLSNoH 9552/.82828 ZZil1 118é/64/14



