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 C 000 Initial Comments  C 000

Report of Construction Section Complaint Survey 
by Dennis Harrell on 9-7-2018.  The Complaint 
alleged mold was growing in areas of the facility.

Records indicate this facility was first licensed on 
10-15-2015 as a Home for the Aged with 96 beds, 
27 of which are in a Special Care Unit.  Based on 
this information, the facility was surveyed for 
compliance with the 2005 Rules for Adult Care 
Homes of Seven Beds or More and the 2012 NC 
State Building Code for I2 Occupancies.

The complaint was substantiated.

 

 C 164 Housekeeping and Furnishings-Clean, Repaired

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0306 HOUSEKEEPING AND 
FURNISHINGS
(a) Adult care homes shall:
(1)  have walls, ceilings, and floors or floor 
coverings kept clean and in good repair;
(2)  have no chronic unpleasant odors;
(3)  have furniture clean and in good repair;
(e)  This Rule shall apply to new and existing 
facilities.

This Rule  is not met as evidenced by:

 C 164

Based on interview with the maintenance staff, 
mold had been present in several rooms.  
Findings on 9-7-2018;
The mold had been cleaned away in several 
rooms and repairs were in progress.
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