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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction 
Survey report by Frank Strickland on 12/06/2018:

There are previous cited deficiencies from the 
Biennial Construction Survey that require 
corrective action and a new Plan of Correction is 
required.

 

{C 133} Bathrooms-Hand Grips

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0305 PHYSICAL 
ENVIRONMENT
(e)  The requirements for bathrooms and toilet 
rooms are: 
(6)  Hand grips shall be installed at all 
commodes, tubs and showers used by or 
accessible to residents;

This Rule  is not met as evidenced by:

{C 133}

1-Based on observation, all resident bathrooms 
and toilet room shall have hand grips.

Findings on 12/06/2018:
There are not any hand grip provided in the 
bathroom shower off Room 311.  This condition is 
typical throughout the faciilty.
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