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Report by Greg Williams

DHSR Construction Section conducted a Biennial
Survey on May 16, 2018 from 3:30 PM to 4:45
DM at the ahove referenced facility. DHSR
records indicate the home was first licensed on
August 13, 2009 as a Family Care Home for six

. (6) ambulatory Residents (who are able to
respond: and evacuate without any physical of
vetbal assistance during a fire or ather .
emergency). Based onthis.weare reguidng the |
home to be In compliance with the following: the

1 2005 Ruies 10A NCAC 136 for Family Care

| Homes, ths applicable pertiens: of the 2006 Morth
Carolina Building Code - Sestion 421.2 -
Residential Care Homes

Al the time of our visit, we cited deficiencies that 1
| require an acceptable plan of correction. They '
are as follows:

£ 183 Quiside Premisas-Clean, Safe | c18e

SECTION .0300 - THE BUILDING ]
10ANCAC 13G .0318 QUTSIDE PREMISES
{a} The ocutside grounds of new and existing
family care homes shall be maintained in a clean
and safe condition:

“This Hule Is not medl as evidenced by: _ Vil =3 ding Come, o | |
1. At the time of the survey it was observed that due o h{%\\ nds &'{*5}?%- :
| there was a section of vinyl siding missing from . '

L the Ieft side of the facility. The rule requires that 1TTloXY 11‘0 SWmE T ©X
! ke facility be maintained in a clean and safe Ruildings WL T ’ELD‘C!LEJ

| condition.
| Sidirg s 5000 O3
* For all deficiencies listed above provide ol 4 P, W N 3@
documentation of completed work in the form of e
| photographs, receipts, invoices, etc. Preyure s |
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All deficiencies listed above were discussed with
on-site staff during the exit interview.
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