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C 000 Initial Comments ‘ : C 000
Report by David Hickman

DHSR Construction Section conducted a
Complaint Survey o Octaber 13, 2019 from 205
PM to 3:10 PM at the above referenced facility
DHSR records indicate the home was first
ticensed on October 28, 2015 as a Family Carg
Home for five (5) ambulatory Residents (able fo
respond and evacuate without any physical or
verbal assistance during a fire or other
emergency). Based on this we are requiring the
| harme to maintain compliance with the followin:
the 2005 Rules 10ANCAC 130G far Family Cafe
Homes and the applicable portions of the 201}
North Carolina State Building Code - Section
425.2 - Residential Cara Homes.

P

NOTES:

1.) At the time of our visit, we cited deficianciep
that require an acceptable plan of correction. Al
deficiencies listed were discussed with onsite
staff during the exit interview.

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

The cited deficiencies are as follows:‘

C 171 Fire Safety- Evacuation Plan C 171

SECTION .0200 - THE BUILDING

10A NCAC 13G .0316 TFIRE SAFETY AND
DISASTER PLAN -

(d) Awritten fire evacuation plan (including a
diagrammed drawing) which has the approval|of
tha lacal code enforcement official shall be
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prepared in large print and posted In a central
location on each floor. The plan shall be

reviewed with each resident on admission and
shall be a part of the orientation for all new staif.

This Rule is not met as evidenced by: o oty Oadl.
1. Al the time of the survey it was obsarved that ve M"" P \ -
the evacuation plans were not orientad on the : L 0 1 o ha. LDGD-QO 11301

walls correcily. This is not compliant with the njle.

| Take the necessary steps to orient the plans Cw&.:‘;\'_ﬂ-uh R
correctly. '

C 174 Building Equipment Maintained Safe, Operating L1174

SECTION .0300 - THE BUILDING

10A NCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(ay The building and all fire safety, electrlcal
mechanical, and plumbing equipment in a family
care home shall be maintained |n a safe and
operating conditian. .

(i) This Rule shall apply to new and axlstlng
family care homes.

]
This Rule is not met as evidenced by: M—L -%_,A_A.L.: L%Jﬂ ,,84,)01\0/\_

1. At the time of the survey it was observed thet . . M ‘ \;g,()wl q
one of the fire extinguishers was not mounted o ALD LDG—LQ-'

properly. This is not compliant with the rule. Take o
the necessary steps to properly mount the bm .
extinguisher. : ‘

2. At the time of the survey it was observed thel . - ,

the front storm door was damaged and did not C g ijw—' cdosa 40

have a single motion unlocking device. This is not

compliant with the rule. Take the necessary steps 3 M ' \_/u_@,ﬂ_n/uol ]

to replace the storm door and ensure that therg is
.8 single motion unlocking davice.

112119

3. At the time of the survey it was ohserved that
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the water heater had open wires on fop. This ig \2A449

not compliant with the rule. Take the necessary o Khs .
steps fo secure the wires properly. : W :

4. At the time of the survey it was observed the .

there was an area rug in the living room, This i
not compliant with tha rule. Take the necessary .
steps {o remova the rug.

3
§
¥
X

5. At tha time of the survay it was observed thgt |+ ey 0 \.2_4,[€=|
the power strip being used in the living room Jd ' P@am M |

& damaged card. This is not compliant with th

rule. Take the necessary steps to remove or r\,n_ﬁ;bx_.ui .

replace the power strip.

6. At the time of the survey it was obsefved thz
the cover for the blower on the side of the
fireplace was migsing. This is not compliant with

the rule. Take the necessary steps to replace the | S W Sk W&w j2-L
cO I' ' : I: b.t_.n-'{l ‘ . }-&-Dml'

| ve | \._,J:;D

7. At the time of the sutvay it was observed th ‘
ithe handrails at the back porch were loose. Tlis ‘ M
is not compliant with the rula. Take the necessgary

iy i
staps to secure the rails. M J_._Gma.a.ﬂl

%
§
I

s
¢

8. At the time of the survay it was observed that ) . \3«. ] (.30-4«
there was a hole in the siding on the back porgh. - M._,m u‘%
This is not compliant with the rule. Take the M—""
necessary steps ta repair the siding. e pal f'fdl -
9. At the time of tha survay It was ohserved that
there was an abundance of storage in the laundry £ she hao bear— L1 _,l(l?
room. This 18 not compliant with the rule. Take|the N :jb
necessary steps to the storage items. '
10. At the tima of the survey it was observed that ' A

| there was chipping paint on tha celling it the” }‘ Mmmm wﬂ»fB l 24
laundry room. Thig is not compliant with the ruje. ‘
Take the necessary steps to repair the ceiling: A;S m"ﬁ V‘*’-P ‘

Division of Health Service RBQUlatIDﬂ ‘
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C174

G183

‘hecessary steps to correct these deficiencies.

Continued Fram page 3

11. At the time of the survey it was obsarved tat

the crown melding was separating from the

caifing in the staif area. This iz not compliant with
“the rule. Take the necessary steps to repair the

crown molding.

the bed frame for the bed in bedroom two was|
broken. This is nat compliant with the rule. Ta
the fiecesaary steps to raplace the bed frame.

12. At the time of the survey it was observed j\:t

13. At the time of the survey it was observed t:Lat

there were multiple issues in the front bathroo
including the following:

a) Tha doar would not latch propetly.

b) The toilet was looze at its bage.

¢} The ceiling had pesling paint. :
This is not compliant with the rule. Take the
necessary steps to repair thesa deficiencies.

14, At the time of the survey it was observed thjat
the existing heat detector was not hooked up gnd

was only rated for 135 degrees. The heat

datector needs to be rated for a minimum of 174

degrees and neads to be wired on a dedicated
circuit.
This is not compliant with the rule. Take the

Outside Premisas-Clean, Safe

SECTION .0300 - THE BUILDING
10ANCAC 13G .0318 - OUTSIDE PREMISEY
{8) The outside grounds of new and existing

family care homes shall be malntained in a clegn

and safe condition.

This Rule is not met ag evidenced by: -
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1. At the time of the survey it was observed th .
the concrete pad at the end of the front ramp %s _ C)D/M.A.atL PCML j2-1-19
cracked and damagded. This is not compliant with D M Cina of
the rule. Take the necessary steps to replace the

pad. ‘

2. At the time of the survay it was observed th ‘QJ\L | ‘ + \/U"& hao | 21
. - :

| the dryer exhaust vent was clogged. This is no
compliant with the rule. Take the necessary st
to clean out the exhaust vent.

right side gable vent. This is not compliant with

3. At the time of the survay it was observed that a | . 0 [
iece of siding was hanging and detached at iHe . p o K
: 9 s %\TD (U@HM 1249
ok ‘ |

‘the rule. Take the necessary staps to secure thp '
siding. : ek v .

C| 4 AL thetimé of the survey it was observed th P 0 M 1)‘1.:{ ~Lf
there were protruding screws at the rear railingk. (L;uv\ M,J]m-gﬁ - ‘
This is not compliant with the rule. Take the L _ ‘ '
necessary steps fo repair this deficiency. W

the house. This is not compliant with the rule.
Take the necessary steps to replace the
| foundation vents.

6. At the time of the survey it was observed th Q)\_m..l-ﬁﬂ@ﬂ”' CLMY\ LD l 2 A
the cramlspace access door was damaged. qu wﬁl‘—ﬂ' - W ‘

is not compliant with the rule. Take the necessary | . Q/wwdﬂua bﬂ/—»is
steps to repair the access doar. ‘

7. At the time of the survay it was observed th % \_b\“-/
there was deteriorated wood and chipping pain b' W : -

o the windows. This Is not compliant with the \ AL
rule. Take the necessary steps to replace the ' \AJLNM

deteriorated wood and scrape and reapply the . oy
paint. ‘ bu-f%

Divigion of Health Sarvice Regulation ‘ ‘
STATE FORM - . - : B GOWO2Y . ' If continuation sheet 5 o

5. At the time of the survey it was observed thag . ' . | it i 7
there were broken foundation vents in the rear pf V UJD Ourd. M
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there was a wasp nest at the left side of the

house and at the front door. This is not compli
with the rule. Take the necezsary steps to remd
the wasp nests.

B8, At the time of the survey it was observed thj
it

9. At the time of the survey it was observed ths
the siding was dirty and mildewed. This is not
compliant with the rule. Take the necessary ste
to powerwash the house.

Ve

i

LQ(WP\M hore e {\-+H9
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