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Initial Comments

Report by Keith Blackwell

DHSR Construction Section conducted a Biennial
Survey on October 15, 2019 from 12:00 PM to

| 1:15 PM at the above referenced facility. DHSR

records indicate the home was first licensed on
Gctober 01, 2043 as a Family Care Home for six
(8) ambulatory Residents (able to respond and
evacuate without any physical or verbal
assistante during a fire or other emergency}.
Based on this we are requiring the home to be in
compliance with the following: the 2005 Rules
10A NCAC 13G for Family Care Homes and the
2012 Nerth Carolina Building Code - Building
Code- Section 425.2 - Residential Care Homes

NOTES: .
1.} At the time of our vislt, we cited deficiencies
that raquire an acceptabie 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 pravide verification in the form of
photos, receipts, invoices, etc. for all work
performed.

The cited deficiencies are as follows:

Building Equipment Maintained Safe, Operating

SECTION .0300 - THE BUILDING

10A NCAC 136 .0317  BUILDING SERVICE
EQUIPMENT ‘

{(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in a family
care horme shall be maintained in a safe and
operating condition.

(iy This Rule shall agply to new and existing
family care homes.
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This Rule is not met as evidenced by:

1.) At the time of the survey it was observed that
in Bedroom #1 there are the following
deficiencias:

a.) the windows did not open or ware blocked by
furnitura

b.) the drawer for the night stand is broken

Thiz is not compliant with the rule. Take the
necessary steps fo repair or replace the windows
and/or arrange the furniture so that the operable
window is not blocked, rapair or replace the
drawer for the night stand.

2.} At the time of the survey it was observed that
in Bedroom #2 the closet door is damaged. This
is not compliant with the rule. Take the necessary
steps to repair or replace the closet door.

3.) At the time of the survey it was ohserved that
there ig hardware items in the closet of Bathroom
#1. This is not compliant with the rule. Take {he
necessary staps to remave the hardware from the
closat,

4.) At the time of the survey it was observed that
the kitchen hood ig damaged and the fitter is dirty.
This is not compliant with the rule. Take the
necessary stepa 1o rapair or replace the kitchen

hood and replace the filter.

5.) At the time of the survey it was observed that
air return vent cover is rusted. This is not
compliant with the rule. Take the necessary steps
to repair or replace the vent cover.

.B.) Af the time of the survey it was abserved that

& love seat is blocking the apening to the hallway.
This is not compliant with the rule. This was
corrected by staff at the time of the survey. No
further action is required.
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7.) At the time of the survey it was obhserved that
the ceiling is damaged in the following areas: -

a.) staff areq

b.} living room

c.) bathroom #1

d.) laundry room

e.) kitchen ‘
This is not compliant with the rule. Take the
necessary gteps to repair the ceiling in these
areas.

8.) At the time of the survey it was observed that
in Bathroom #2 there are the following
deficiencies:

a.) the flooring is loose and damaged

b.) the shower door is damaged

c.) the towsl and toilet paper holder are net
sacure to the wall

This is not compliant with the rule. take the
hecessary steps to repair or replace the flooring,
repair or replace the shower door and secure the
towel and toilet paper holder to the wall.

9.) At the time of the survey it was observed that
in the laundry room there is a hole in the wall
behind the water heater. This is not compliant
with the rule. Take the necessary steps to repair
the hole in the wall.

10.) At the time of the survey it was obsetved that
in Bedroom #4 there arae the following
deficiencies:

a.) loose receptacie for A/C unit at ramp landing
b.) damaged wall and trim both sideg of the -
exterior door and sliding door
c.) wood paneling
This is not compliant with the rule. Take the
necessary steps to securs the receptacle, repair
or replace the wall trim, treat andlor provida
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top of the pump house is open. This is not
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documentation that the wood paneling is treated
with an approved fire retardant.
11.} At the iima of the survey it was observed that Wﬂ Gae.
the Emergency Evacuation Plans are not oriented h .
to the layout of the house. This is not compliant ' ot oud raeadzel D39
with the rule. take the necessary steps to orient Rorcudc e4he. ‘
the Emergency Evacuation Plans to the layout of ‘-h" o %
the house. '
12.) At the time of the survey it was observed that
the front entrance has the following deficiencies: . '
a.) storm door at the front entrance is damaged \’;;‘_OL . Slorm oloor () \3@/3
and is not single hand mation - \ . l ‘
b.} the door frame is detariorated Q-P .
¢.) the door bell is damaged b {ocor Srowe o by
This is not compliant wit the rule. Take the ' . ‘
necessary staps to repair or reptace the storm l ' ci
door with a single hand motion handle, , \ b | -1~
reptace the deteriorated door frame, replace the ¢ M doornell 1§ %
door bell, s , :
° *‘e.Pc,u\.n_cJ o '
13.) At the time of the survey it was observed that '
| the ramp has the following deficiencies: :
a.) damaged boards c\ﬂ %‘mj hmﬂg\s ove
b.) loose railing , 13.Q. Cpee - (21549
c.) abrupt transition to sidewalk bu,.gb I :
This iz ot cornpliant with the rule. Take the \ . .
necessary steps to replace the damaged hoards, . vl rg D \39,\.8 .|
secure the railing to the wall, smooth out the | b+ \oose vaderd |2-1549
trangition from the ramp to the sidewalk.
14.) At the time of the survey it was observed that 0. OjDVUVP\ '*Yﬂﬂh"\ﬂ o ‘}D f2-i 19
the door frames of the exterior doors to Bedroom ) s .
#4 is deteriorated. Thig is not compliant with the Stm !
rule, Take the necessary steps to raplace the M . |
damaged door frames. ‘ . 459
4. he doov Crones Ot \
15.) At the time of the survey it was obaerved that : @w
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compliant with the rule. Take the necessary steps
to ciose the pump house,

16.) At the time of the survey it was observed that
the dryer exhaust is not connected under the
house, the vent is loose and dirty. This is not
compliant with the rute. Take the necessary steps
to connect the dryer exhaust to the outside of the
crawl space with approved hard pipe, secure the

| vent to the wall and clean.

17.) At the time of the Survey it was observed that
the crawl space door does not close properdy.
This is not compliant with the rule. Take the
necessary steps to repair or replace the door.

18.) At the time of the survey it was observed that
the vinyl soffit is loose. This is not compliant with
the rule. Take the necegsary steps to secure the
vinyl soffit.

18.) At the time of the survey it was observed that
the rear hand rails are loose and the brick steps
are damaged. This is not cornpliant with the rule.
Take the necessary steps to secure the hand rails
and repair or replace the bricks.
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