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SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a sare and
operating condition.

(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:

1-Based on observation, this facility has failed to
maintain the fire safety components in a safe and
operating condition.

Findings on 08/02/2018:

The noted corridor doors have damaged closure
arms preventing latching that are located at the
following locations:

(a) Living Room adjacent to Bedroom 1

(b) Living Room adjacent to Med Room
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