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{C 000} Initial Comments {C 000}

Report by Glenn Hoppin

DHSR Construction Section conducted a Biennial 
Follow-Up Survey on January  30, 2019 from 
12:45 PM to 1:00 PM at the above referenced 
facility.  
NOTES:

1.) At the time of our visit, we cited deficiencies 
that require an acceptable plan of correction. All 
deficiencies listed were discussed with on-site 
staff during the exit interview.

2.) Take actions to correct all listed deficiencies, 
once completed provide verification in the form of 
photos, receipts, invoices, etc. for all work 
performed. 

The cited deficiencies are as follows:

 

{C 183} Outside Premises-Clean, Safe

SECTION .0300 - THE BUILDING
10A NCAC 13G .0318 OUTSIDE PREMISES
(a)   The outside grounds of new and existing 
family care homes shall be maintained in a clean 
and safe condition. 

This Rule  is not met as evidenced by:

{C 183}

2. At the time of the survey it was observed that 
there was a drop off where the front concrete 
porch meets the gravel driveway. This creates a 
tripping/falling hazard. The rule requires that the 
facility be maintained in a safe and clean 
condition.  

08/24/2018-PD:  Based on observations during 
the Follow-up Survey, this has not been 
corrected.
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{C 183}Continued From page 1{C 183}

01/30/2019-GH At the time of the survey it was 
observed that the above listed deficiency has not 
been corrected
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