MINTZ / HOT SPRINGS FAMILY CARE HOME
PO BOX 41, MARSHALL, NC 28753
828-778-2693 FAX 828-622-9845

BOYDMINTZ@YAHQO.COM

08/06/2018
Dear Wendy Chester,

Due to the rain and Lawson’s Home Improvement schedule, we would like to ask for an
extension on the time frame to complete the work on the gutter and siding of both Hot
Springs Family Care Home # 1 and Hot Springs Family Care Home # 2. It would help us and
Lawson’s Home Improvement both out if you could extend the completion date to October 1%t
2018, weather permitting he may have it complete before this date, but would ask for the
later date to be safe.

Thank you,

Boyd Aintz / Administrator

/J7, f ”7/’/»%7Z/
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C 0001 Initial Comments C a0

i
i Report by We~dy Chester |

DHSR Construction Section conducted a Biennial
1 Survey cn April 5, 2018 from 12:45 PM to 3:45 1
! PM at the above referenced facilty. DHSR
records indicate the home was licensed on
December 18, 1991 as a Family Care Home for |
six (6} residents with no more than three (3) who |
, are non-ambulatory (un-able to respond and
| evacuate without any physica: or verbal
1 assistance during a fire or other emergency).
. Based on this information we are requiring the
home to maintain compliance with the following:
i 1891 Rules for Family Care Homes Minimum and
Desired Standards and Regulations. the ’
applicable portions of the 2005 Rules 10A NCAC
| 13G for Family Care Homes, the 1991 North ‘
" Carolina State Buitding Ccde Section 514.2 - t
r Residential Care Facilities.

At the time of our visit we cited deficiencies that !
‘equire an acceptable pian of correction. They are|
as follows:

¢ 132 Storage Areas-Separate Locked c132
- {V. The Building ’

C. Physical Envirorment (10 NCAC 420 .2201)

6. Sterage Areas (10 NCAC 420 2207)

a. Stcrage areas must be adequate in size and
\ number for separate storage of clean linens,

" soiled linens, fuod and food service supplies and |
1 household supplies and equioment.

b. There must be separate Iocked areas for

. storing cleaning agents, bleaches, pesticides,

and other substances which may be hazardous if

ingested, inhaled or handled. Cleaning supplies

| must be supervised while in use.
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grad
| with grade via raisin
. and guardrajis,

. Add backfil!, tepsoil, or muleh to raise
| or add handrails ang guardrails to any

areas around the home that are not ra
{ Provide photos as documentation.

€, &nd are not brought level ‘
g the grade, require handrails |

|

|

|

STATEMENT OF DEFICIENCIES X1) PROVIDER"SUPF‘UER}CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND BLAN OF CORREGTION [DENTIFICATION NUMBER A BILOING. 01 COMPLETED
FCLDS7008 e 04/05/2018
NAME OF PROVIDER Gk SUPPLIER STREET ADDRESS, CITY. STATE, ZIF CopE
311 #2 NORTH SURPINTINE ROAD
HOT SPRINGS FAMILY CARE HOME #2 HOT SPRINGS, NC 28743
K 1p | SUMMARY STATEMENT OF DEFICIEND =5 i0 PROVIDER'S 2LAN OF CORRECTION (x5)
PREFIX | {EACH DEFICIENCY MUST BE PRECENED By FuLL PREFIX l {EACH CORRECTIVE ACTIGN SHOULL BE COMELETE
TAG REGULATCRY DR LSC IDENTIFYING INFDRPMTION) TAG | CROSSREFERESE;FEEIEﬁggE APPROPRIATE DATE
: 1
c 132|‘ Continued From page 1 C 132 '
| " This Rule is not met as evidenced by: | ‘ pl L Cleaners Were. removed
1) The Rule requires that there must be separate ; o Zi in :
} locked areas for storing cleaning agents, ‘ on L*IS( 1 PlO.(‘.Ed
bleaches, nesticides, and other substances which ‘ LQ{:,K_e_d Iamdr rOom ., 1
may be hazardous if ingested, inhaled or handled, ; A l ( /
| . On &7/50//9 we W30/
At the time ¢f the survey it was observed that [ - ; -
cleaners were being stored under the Kitchen 1N S“'O.f fed C.O.bl ﬂ&{‘S LUFH"I |
| Sink in an un‘ocked cabinet, ‘ 10!:)(6 o Hhe laundhj rDDmJ
l Store cleaners in g Separate locked cabinet. ! o [mm a.ge/rls'
. Provide photos as documentation. { J-{n Store all 3 1
| | ;
€148 Qutside Entances/Exits-Handrails Cres | ‘
IV, The Building [ |
'C. Physical Environment (10 NCAC 42¢ 2201) i }
8. Outside Entrances/Exits (10NCAC 42¢C [ !
. 2209} i
Al steps, porches, stoops and ramps must be ;
| Provided with handraiis and quardrails. | l‘ \rJe hQ.V@. O.ddEd &ld(‘pt i {
] o ol Stoops Hhen put 12l
" Tris Rule is not met as evidenced by: X l {[
wd rass
1 1) The Rule reguires that al| steps, porches, dD i 3 Seed ‘Gnd.
l stoops and ramps must be previded with ‘ with strow,
handraiis and guardrails. | ‘ W :
. e will do rﬁmdom cheoks
| At the time of the survey it was observed that e o ;
he tir t sure. adl Stogps remain
majority of the stoops and sidewalks around the ensure {
| Heme were not at grade. Any stoops which have |

Hevel. |

|
| |
the grade, i

of these
ised leve|, |
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NAME OF PROVIDER GR SUPPBLIER STREET ADDRESS, CITY STATE ZIP CODE
31 NORTH S
HOT SPRINGS FAMILY CARE HOME #2 H(;T#:P!:L’NG: N%RZIBN;::E ROAL
we T SUMMARY STATEMENT OF DERICIENCIES [9] _ PROVIDER'S PLAN OF CORRECTION l X5}
PREZIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACK CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATCRY OR LSC (IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE  ~ DATE
DEFICIENCY? |
C 149; Cuiside Premises-Maintained Safe C149
IV. The Building ’ ' |
| C. Physical Environment (10 NCAC 42C 2201)
11. Qutside Premises (10 NCAC 42C .2215) i
a. The outside grounds must be maintained in a \
’ clean and safe condition, in accordance with the
| rules governing the sanitation of residential care { |
facitities of the Nerth Carolina Depariment of | | !
Environment, Health and Natural Resources; ! :
| Division of Environmertal Health Services. ‘ ‘
" This Rule is not met as evidenced by: !
1) The Rule requires that the outside grounds i :
i must be maintained in a clean condition. ‘
’ { ond 2 ‘
Al the time of the survey it was observed that the
| rear right gutter downspout (as viewed from the WE‘_ have hired
| back yerd) was ioose, dented, and the bottom ! Louwssons Home Tmporo ucmcm‘ﬁ
| curved section was crusned mostly closed.
1 BA% 206 - 1447 (EDICU‘d LQMJSon)|
Repair the loose. dented, and crushes 4’0 aJl'
downspout. Provide photos as documentation. | fﬁPfU /Y‘ ace. M d
_ 1 uter and ; 1S5ues | i
| 2) The Rule requires ihat the putside grounds Q’ SLd n?) \ AU!
must be maintainec in a clean condition. | TThe- Sh:-.dd Ci)ruplesl'ed 4.
[ During the survey it was observed that there were Augu“d. Z0i8 . ; l 20
areas arounc the lower siding edge at the TD ansure \We don + wﬂ-{nu
I foundsation, the gutter carners, and the porch roof .
gable ends, soffit and fascia of the home whera | o have ‘!'hls PI"Ob len we.
the exterior woed siding is beginning to rot and ’ will do WH’\‘H‘\[ Q}'\CCX.S a0
‘ weather away, LJ i
j %U- id) nq . ‘
Repair/ replace the damaged siding. Once . y
I complete provide photos as well as invoices/ ; Vde. Nt | | rot m\lﬁ ree.nzp{"s
receipts indicating work performed as or P”)O‘[‘o s unhl Job rs
documentation. P led 1
\
C 152 Building Service Equipment Maintained Safe C 152 !

]
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NAME OF PROVIDER OR SUPPLIER

HOT SPRINGS FAMILY CARE HOME #2

STREET ADDRESS. CITY, STATE, ZIP CODE

311 #2 NORTH SURPINTINE ROAD
HOT SPRINGS, NG 28743

PROVIDER'S P_AN OF CORRECTICN ‘

| mechanical, and plumbing equipment must be ‘
mairtained in a safe and operating condition.

This Rule is not met as evidenced by

| 1) The Rule requires that the building must be ‘
maintained in a safe and operating condition. ’

“ Altne time of the survey it was observed that the |

| baseboard heater in the Staff Bedrcom at the rear‘

» of the home was missing the protective cover in
frort of the heating fins and the wiring harness

| was exposed. [t was ailsoin generally poor |
condition with rust and paint chipped off. |

ﬁ Properly replace the protective covers on the J
Staff Bedroom basebeard heater. Provide photos '
including a phote of the paint can and instructions

' @s documentaticn, J

! 2) The Rule requires that the buillding must be ‘

| maintained in a safe and operating condition. /

| it was ocbserved during the survey that a few
' doors around the home had concerns and they
| are as detailed below:

. @ The Main entry latch plate was missing a [
screw.
b. The rear Resident Bathroom door was
damaged along the bottom edge and was

{ dragging against the floor |
¢. The Resident Becrocm four and five docrs
were dragging against the floor.
d. The appesite Resident Bathroom was sticking
at the top third of the edge away from the hinges. |

(%43 10 SUMMARY STATEMENT OF GEFIGIENCIES 1D - COSS_}ETE
PREFIX TEACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AC_. ON SHQOULD BE . i
TAG } REGULATORY DR LSC IDENTIFYING INFORMATION) TAG GROSS-REFEREDNEJEIE‘Egg%EAP ROPRIATE l
‘ i ¥
C 152 Continued From page 3 l C 152 ’ )
| | |' Heoter was replaced
IV. The Building ‘ wWe wili do marﬂ-hlcj cheaks! . ,
D. Building Service Equipment (10 NCAC 42C , Z/{g
}.2214) HD ensure all heazLe,rs are,.
1. The building and all fire safety, electrical, ‘

n oped repair and mkfnﬂ
lorder ‘|
’2) ‘
‘A_Scrms were replaced -

1B. Deor was shaved and ‘

o Longer draas Lo/zz/ﬁ
C. Both res,'dern‘s ’7{“5 daors
wWere. Shaved and no fonaer
dro.% ,

D. Door was Shaved and nNo
Lonqer sticks

Elfn‘h'nj will be Conplete

|
by week of 7/%/13.7/;3//? J
We wiil do Monﬂnhj d’\wks

fo ensure all deors are

LA 3wd repair

[
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FCLO57008

(%2) MULTIPLE CONSTRUCTION
A, BULDING: 01
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PRINTED: 08I19/2018
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{X3) DATE SURVEY
COMPLETED

04/05/2018 |

NAME OF PROVIOER OR SUPPLER

HOT SPRINGS FAMILY CARE HOME #2

STREET AUDRESS CITY, STATE, 2IP CODE

311 #2 NORTH SURPINTINE ROAD

HOT SPRINGS, NC 28743

SUMMARY STATEMENT OF CEF CIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
i REGULATORY OR LSC IDENTIFTING 'NFORMATION)

‘I PROV.DER'S PLAN OF CORRECTION (XS)
(EACH CORRECTIVE ACTION SHOULD BE ' COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE SATE

i DEFRICIENCY) |

t
o 152‘ Continued From page 4 | c1s2 1'3) ‘
Repair/ replace the latch plate, Und t th i i\gnwde- c:{md ed Wﬂf” 1
r ce the latch plate, Undercut the | I
Bathroom and Bedroom doors so that they co not. | la “j room -F!oob’ Ll {7 [ %
| drag. Plane and repaint the opposite Bathroom | + : aned
door so that it does nat stick. Provide photos as ‘I\\Jeﬂ H!D outs; de Md de |
| documentation. | duck lise . Duckline. 1S ;
. 1 I
| 3) The Rule requires that the ouiding must be 1 EU car of lent build 4
maintained in @ safe and operating condition. ) ‘-
| 9 | ‘and we will do monthly
f i\t the fime of 1h§a survey it was observed that the ’ (',!eamh "'-D ensurt ‘H\CA‘) [
aundry exhaus: wall cap was coated in lint \ !
‘ pleyeming the backdraft flap from properly i |S+’CU?( ear. i
closing. Additonally. there was fnt buid-up ' | |
| behind the dryer and the exhaust duct was | \q) ﬂ | ZD/Z#
" crimped. ; ‘ |
T | H windows were w; g
Clean the wall cazp and Laundry Room floor re{xul red +£1.K 1y
- = ’ : L
: Unclrlmp the duct behind the dryer. Ensure that | ! $ b(:) C‘L_I !
| thfe_ |r1tsrna| exnausi duct line is completely clear ‘ spnn% out amd ma ng d‘ '
of iint build-up. Provide photos and a written %o ve. He.
’ description of the work performed. I rﬂr{_b r_"t « C_ﬁ:r;ocg ’
F Ompunt ot tension {
4) The Rule requires that the building must be | TAY wp. o2z
| maintained in a safe and operating cgondltion ‘I l\\:‘)‘mdow A : [D’ 2’2” l%
; € wWhtl a0 moctn i ecks
' 1t was opserved during the survey that in f HD ensuw h ‘1 Ch ‘
. Bedroom three the window was 100 loose and | s Mre ol wirdowss 1
| would not stay up without humarn intervention. ! | \—0'\{ 0y %an WDI'K;’\S order
| Repair! replace the windows. Provide ‘5 i \
! : A4 ) photas and .
' a written description of the work performed. ; ' ) ngh+ Covers }’YLVC bﬁm :
‘ | T '
5} T:e Rule requires that all electrical and I iwep{aced ‘ ‘-{(% (%
- mechanical equipment must be maintained i ¢ ' rrih C'J’ oK.
| safe condition. neame ! o e(‘;\l ! d?‘MD hj =
| | | o ensure Lignt Covers are|
‘ During the survey it was observed that the Staff ks :
Bathroom vanity and overhead lights were |
missing the covers. ; ‘
Divsion of Heaith Service Reguialicn L i 1
STATE FORM e
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o] 152‘ Continued Fram page 5

Replace the vanit |

Provide pha

y and overhead light covers.
105 25 documentation.

\
| 8) The Rule requires that all electrical
must be mainlained in a safe conditio

equipment
n.

| At the time of the survey it was observed thatin
Resident Bedrooms two and four unapproved

i multi-plug adapters were being used. These were
removec from the gutiets by Staff during the
survey,

‘ No further actien is required.

7) The Rule regquires tha* ail
must be maintained

electrical equipment
in a safe condition.

It was observed at the time of
| there was a faceplate missing
! rear Staff Bedroom.

the survay that
on an outiet ir the

Replace the missin

| as documentation,

| 8) The Ruile requires that al| eiectrical
- must be maintained in a safe
| condition.

g outlet cover. Provide photos

and operating

. 'twas observed at the time of the survey that the

[ Laundry Room and Resident Bathroom on the

- opposite side as the Laundry did not have
functioning exhaust fans,

Repair/ replace the exhaust fans. Provide
[ invoices! receipts of work performed as
documentation,
| 9)The Rule requires that al ele
must be raintained

clrical equipment
in an operating condition.

STATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVETY
AN PLAN OF CORREGTION IDENTIFICATION NUMBE R: - COMPLETED
A BUILZING: M
FCLO57G08 i 04/05/2018
NAME OF PROVIER OR SUPPLIER STREET ADDRESS CITY, STATE, 2IP Cooe
31 #2 NORTH SURPINTINE ROAD
HOT 2PRINGS FAMILY CARE HOME #2
HOT SPRINGS, NC 28743
Xy | SUMMARY STATEMENT OF BEFIGIENGIES D ! PROVIDER'S P.AN OF CORRECTION x5
PREFIX . \EACH DEFICIENCY MUST BE PRZCEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLEYE
TAG REGULATORY OR LSC |DENTIFYING NFORMATION) TAG CROSS-REFERENGED TO THE ASPROPRIATE DATE
_ f DEFICIENGY) J
| 152 | !

equipment

|

|
|
|

{?(15

‘ :
‘. |
[
J‘ﬁ Dutled aover wag replaced] 4
{We. wWill do MDﬂ‘Hnlg Checks
o Cnsure outlet gng oui-{e}"
| r&.rﬁ N %)Dd uachKﬂrg Oder .
%) Exhaust Fan wgs f‘%é/aff’ﬁ
wWe will do Mon‘fh!ij cheeks ’ LQ{ZZ/}#
’{-D endure Al eyfyy ot fang'
'S‘\’G-\i in 3.31-1 wrk«'ng Dr*dEr!

|
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STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) CATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01
FCLO57008 B.WING _ e 04/05/2018
NAME CF PROVIDER OR SUPP_IER STREET ADDRESS. CITY, STATE. 7iF CODE

HOT SPRINGS FAMILY CARE HOME #2

311 #2 NORTH SURPINTINE ROAD
HOT SPRINGS, NC 28743

~ During the survey it was observed that the fron:
' Corridor louvered night light was not functioning. |

i Repair the night iight. Pravide photas as |
r documentation. :

|
10iThe Rule requires that all electrical equipment |
must be maintained in an operating condition.

i At the time of the survey it was obsarved that the |
“overnead light in Resident Bedroom one kad a y
i missing or bumt out light bulb. f
. Replace with a working bulb. Provide a photo as i
| documentation. ’

11) The Rule requires that a,| plumbing
| equipment must be maintained in 5 safe [
! condgition, ‘
i
| At the time of the survey it was cbserved that the
frant Resident Bathroom toilet was loose.

’ Tighter the toi'et al the floor bolts. Provide j

i documentation of repairs made.

12) The Rule requires that the fire safety
| equipment must be maintained in a safe and
| operating condition. /
During the survey it was observed that the
| monthly fire extinguisher checks provided by the
| Staff have not been performed.

I Ensure that monthly checks of the fire
extinguishers oceur and are dacumented on the
reverse face of the ‘ag on each extinguisher,

|

{X4) D l SUMMARY STATEMENT OF DEFICIENGIES 1D l PROVIDER'S PLAN OF CORRECTION f xs)
PREF!X (EACH DEFICIENGY MUST BE PRECEDED BY FULL BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG [ REGULATORY OR LSG IDENTIFYING INFORMATION? TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE

| DEFICIENCY]
C 152 Continuet From page 6 ¢ 152

D Night light has been
repo.%re,d. Yzz/re
,\Je, will do monthly cheeks

Ho ensure Hhe Night Lights

8ty in goedd repair,

) light buih was repoced |y
I'We wit{ do MOO‘H'\(L:I cheak €

;+° ensure ali (igh{s are 10 |
?uJO"KJ‘nC_ﬁ order and repo,ir{rejdacc
OS reeded . ]

;[’ ’) Toilet was fL{\qun we l
)Wf“do Monthi Checly
o ensure all less are |
in Qoock repair |

JIZ)MmH,hj thecks are |
being recorded. |
{\,\je. howve a note pn caJerderj
ey vereinehe 85 Mionist

Cheoks to ensure dhis 1s
/done |
| |

\
' _—
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STATEMENT OF DEFICIENCIES (X1} PROVIDER!SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

B. WING

{X2} MULTIPLE CONSTRUCTION
A BUILDING: 01

{X3) DATE SURVEY
COMPLETED

i 1. Eachk home must:
a. have wails, ceilings, and floars or floor
coverings kep: clean and in good repair:
| 5. bave ro chronic unpleasant odors:
¢. have furniture clean and in good repair:
J| This Rulz is not met as evidenced by:
{ 1) The Rule requires that each home must have
+ cellings kept clearn.

| During the survey it was observed that the ceiling ’
exhaust ‘an in the Staf Bathroom was covered in |
dust.

; |

| Clearn the exhaust fan. Provide photos as
decumertatian. |

! 2) The Rule requires that each home must have
_ ceilings kept clean

At the time of the survey it was observed that ‘
| there was more than one concem with the i
| condttion of cellings. There are as noted below: [
a. The spackiad ceiling over the Staff Bathroom
| tub was falling off.
| b The Attic access hatch in the Dining Room had /
I peeling paint. '
Repair the ceiling spackle and pairt in both |
f areas. Provide photas as documentation, i

| 3} The Rule requires that each home must have
; walls kept clean and in good repair.

FCLOS7008 = 04/05/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
311 #2 NORTH SURPINTINE ROAD
HOT SPRINGS FAMILY CARE HOME #2z HOT SPRINGS, NC 28743
(X43 10 SUMMARY STATEMENT QF DEFICIENGIES D PROVIDER'S PLAN DF CORRECTION ’ (x5)
PREFIX | \EACH DEFICIENCY MUST BE PRECEDED BY FULL SREFIX (EACH CORRECTIVE ACTION SHCULD BE COMPLETE
TAC | REGLLATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APAROPRIATE DATE
, | _ DEFICIENCY) ]
c 185i Continued From page 7 ‘ C1g8 |
G165 Housekeeping and Furnishings-Clean | Cies |
’ V. The Building J l
F. Housekeeping and Furn ishings (10 NCAC ‘
42C 2212)

J

{ \

| | e
1) Exhoust Lo was aleanef#
'We have made o.monthiy
,(‘,hé«C'JC. off list 4o ensure,
He exhaust fons stay '
Uean ard 1n (\}Iﬁ repair,
2) Both A+ |
Lawson's Home i y

Will bt rep&l‘m‘nﬁnﬁ::“wgt

‘ 1113{18

|oF a1z - a7y

| |

| | |

Division of Heaflh Service Regulation
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, A BUILDING: 01 COMPLETED
FCLO57008 Eaans 04/05/2018
NAME QF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, Zip CODE
HOT SPRINGS FAMILY CARE HOME #2 3,:;:;,:“.;‘.’:;2 SNLCIIRZI;?::E ROAD
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION : (%5
PREFIX {EACH DEFIC.ENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$S-REFERENCED 0 THJE APPROPRIATE DATE
; DEFICIENCY
|
| |
€165 Continued From page 8 | C18s ‘3) .
| 1t was observed curing the survey that the shower | ul ! ‘ Cal| Bai‘h Ff‘H‘trS ;
in the Resident Bathroom where the walls ang - !
{ drain pan join was missing groutfcaulking. I te. an O‘PFD'Q'}'mm"f ﬁj }
B Begariaslnm I J replace cauli S0 we f
- Répair the grout/caclking. Provide photos as ‘ . . |
documentation. : don '1" voial ‘H’)B I I ‘Fchm < |
‘ .
4) The Rule requires that each "ome must have "Warran +'ﬁ : !
furniture in good repair, . . ‘
.‘ ¢ : u_n!t-m:}‘td Wi H
| It was cbserved at the time of the survey that the -‘5 K'+Ghms ¢
' caunter tops in the Kitchen were chipped, ’lp be here o instadl ol |
scuffed, ane had burned in circles from hat pots - ,
and the caulking has separated at the back 4 INew cabinets and \ |
| splash connection, ‘ ‘ CDLf\+U+0P5 ‘Por e Ki ‘{"chen'
' Replace the countertop surface. Provide photos , ‘Oﬂd \!‘he' P'DPU Sr2€ /”)o/f. !
| as well as invoices/ receints indicating work : g .
performed as documentation. ;-por water [ines will be
7 1
| , Gt ot Yot Hme.
) The Rule requires that each home must have
furniture in goed repair. :
‘ We will do rendom
}At the time of the survey it was observed that the | ‘Chmg o engure -Hqg\.l |
r cabinets docrs/ drawers in the Kitchen were not : 5“' ] ;
' closing flush, ! aq N So‘:’d repoue
| Repair the cabinet doors/ drawers 50 that they ‘ ’
close flush and level. Provide photos as !
| documentation, | |
i
| 8) The Rule requires that each nome must have :
‘ furniture in good repair. | !
- During the survey it was observad that there was [ :
| & hole under the Kitchen sink where the water I ‘
connections are made that is much larger than is |
required for the piping. : | !
Repair/ replace the cabinet floor surface sq that J ’
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311 #2 NORTH SURPINTINE ROAD
HOT SPRINGS, NC 28743

1. Each home must:

€. be maintainedin an unciuttered, clean
| erderly manner, free of alj abstructions and
" hazards;

This Rule Is not met as evidenced by:
- 1) The Rule requires that each home must be
| maintained free of all obstructions and hazards.

| It was cbserved during the survey that both the |
Staff Bedrooms had blockeg acecess to the

| windows. The larger lower height windows in :

. &ach room contained A/C units. The smaller |

| higher height windows were blocked with

furniture.

f One window in each room must be free to be |
used as a second form of emergency egress, |
Unblack one of the two windows, Provide photos

(Xe) 1D SUMMARY STATEMENT OF DEF'CIENCIES Is) PROVIDER'S PLAN 0OF CORRECTION )
PREFIX {EACH DEFIZIENCY MUST 3 PRECEDED BY FULL PREFiX (EACH CORRECTIVE ACTION $HOULE BE © COMPLITE
TAG REGULATORY OR LSC IDENTIFYING INFORMAT ION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE

DEFICIENCY)
€155 Continued From page 9 i G185 ’ !
J! only holes \arge enough for the pipes are used . ‘
+ Escutcheons can be Used for covering smaller | ‘7) The ‘owe| bar WrLs ’
gaps. Provide photos as documentation, ! l ; 4_/
| replaced and we wilf 1% I
| 7} The Rule requires that 2ach home must have ‘ EriSu re,
r furniture in good repair. de Hon‘*’hflﬁ checks # >
"H’\uj éimj in good workma !
. Al the time of the survey it was observed that the [ el
l towel bar and teft mounting bracket in the rear © ' ’
Resident Bathroom was laying in the floor behind |
the doar, ! |
{
| Replace the toweal bar and bracket. Provige ‘ "
' photos as documentation. ; . |
; | | |
C 15?| Housekeeping-Free of Obstructions and Hazards C 167 . r
| IV. The Building !
- F. Housekeeping and Furnishings (10 NCAC |
S 42C 2212) 1

BO‘H'H 6'{'&{:{: Pedrooms i

have been reaxrmged

80 Hhat one. windon ih ench
toom [sfree to use incase
of emergency . ‘
We. Will do rondom cheeks!
D ensure a- window in J
eacn coom s free. |

! |‘

J |

I
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SUMMARY STATEMENT OF DEFIGIENCIES D
[BACH DEFICIENCY MUST BE PRECFDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

X80
PREFIX |
TAG !

PREFiX

PROVIDER'S PLAN OF CORRECTION | (%5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE 3 DATE
DEFICIENGY)

|
C 167 Continued From page 10 ' G167

JI cf the room showing the window as
documen:zation,

! 2) The Rule requires that each home must be
maintained free of al! hazards. J

| During the survey it was observed that more than

" one resident had dorm type refrigerators in their J
Bedrooms as well as many other electric power

| drawing devices. Often circuits for Bedroom

[ outlets are chained together on the same circuit.

: Overloading of circuits can cayse breaker trips,

| power ocutages, and fires.

| Confirm with the local building official that the _
i Homes electric circuits are safe for the current
r Bedroom autiet loads. Provide documentation
| that review has occurred or electric circuit service !
| updates have been performed. (

' 3) The Rule reguires tha* each hrome must be
| maintained free of all hazards.

- During the survey it was observed in the front
£ Staff Bedroom that there was a decorative but ‘
functiona)l knife fhung on the wall and another
large bladed (34 inch) knife on the tfopofa i
dresser, The Staff immediately removed and ’
[ @ssured the knives would be secured in properly
locked areas,

- Ne further action is required. ‘

|

i

|

| |
I

IOﬂJied locall bu,[fdfng
E'O\CFL-CJQQJ ’ he Came Ouwt
00 June 4™ o

‘I Wil ol um on
Uslig to see IF T can
Qeﬂr PO-pEr woe k. I

1512

[
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