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SECTION .0300 - THE BUILDING

10ANCAC 13G .0316 FIRE SAFETY AND
DISASTER PLAN

(e) There shall be at least four rehearsals of the
fire evacuation plan each year. Records of
rehearsals shall be maintained and copies
furnished to the county department of social
services annually. The records shall include the
date and time of the rehearsals, staff members
present, and a short description of what the
rehearsal involved.

This Rule is not met as evidenced by:

1. Upon further review of the Fire Drill rehearsal
copies given by staff, the fire drills are done
incorrectly. Staff is required to set off the smoke ‘
detectors and give no verbal or physical
assistance. Residents are to evacuate the home
within a eight (8) minute time frame.

* When the alarm was sounded by construction
during the survey, none of the residents
responded or evacuated the house. This is not
compliant with the rule. Take the necessary steps |
to train the residents to respond and evacuate at |
the sound of the alarm.
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{C 000} Initial Comments | {000} | With reference to DHSR
| A . s A
Report by David Hickman Construction section biennial
follow up survey on November
DHSR Construction Section conducted a Biennial 13th 2019 and 2nd notice of 12/19/19|
Follow-up Survey on November 13, 2019 from December 10th 2019 all cited
10:55 AM to 11:35 AM at the above referenced - ;
facility. Not all of the previously cited deficiencies deﬂmenqes has been corrected
had been corrected, therefore further actionis | as of this date December 19th
required. | 2019. Henceforth, the
o o - Administrator will ensure that a
The remaining cited deficiencies are as follows: | periodic inspection is made on
the facility and any notice repairs
C 172} Fi - C172 - .
{ } Fire Safety-Four Rehearsals { } on the building, fire safety,

electrical, mechanical, and
‘ plumbing equipments is

maintained in a safety and

operating condition.

With ref to (C 172) a complete

‘ fire drill has been done correctly
as of December 19th 2019. All
residents has been trained to
respond and evacuate the home
at the sound of the alarm within

' (8) minutes time frame. See

‘ current copy of fire rehearsal.
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{C 174} Continued From page 1 {C174}  With ref to (C 174) Building 121919
{C 174} Building Equipment Maintained Safe, Operating | {C 174} | Equipment Maintained Safe,
Operating
SECTION .0300 - THE BUILDING 1. The toilet in the corridor
10ANCAC 13G .0317 BUILDING SERVICE | | bathroom has been fixed on
EQUIPMENT ;
(a) The building and all fire safety, electrical, ‘ Decerlll”lber 1t9th 2I011%:N CAC
mechanical, and plumbing equipment in a family compliance 1o rule
care home shall be maintained in a safe and 13G See photo 1.
operating condition. ‘
(i) This Rule shall apply to new and existing 2. The handicapped bathroom
family care homes. ’
the receptacle faceplate has
This Rule is not met as evidenced by: ‘ been fixed on December 19th
1. At the time of the survey it was observed that | 2019
the toilet in the Corridor Bathroom was loose at |
its base. This is not compliant with the rule.
2. At the time of the survey it was observed that in|
the Handicap Bathroom, the receptacie faceplate ‘
was loose. This is not compliant with the rule. |
|
* These deficiencies had not been corrected at |
the time of the follow up survey. Take the |
necessary steps to correct these deficiencies.
| |
{C 183} Outside Premises-Clean, Safe | {C 183} | With ref to (C 183) the outside 1211919
SECTION .0300 - THE BUILDING premises re;” EAFEnce r%Of’
10ANCAC 13G .0318 OUTSIDE PREMISES deteriorated/rotting paint has
(@) The outside grounds of new and existing . been fixed and periodically the
family care homes shall be maintained in a clean | | Administrator will ensure that the
and safe condition.  outside premises is maintain in a
This Rule is not met as evidenced by: clean and safe condition. See
1. At the time of the survey it was observed that photo 2, 3 and 4.
at the rear entrance, the roof was
deteriorating/rotting and the paint was chipping..
This is not compliant with the rule. | '
' |
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{C 183} Continued From page 2 {c183} |

* This deficiency had not been corrected at the |
time of the follow up survey. Take the necessary
steps to correct this deficiency.
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FIRE REHEARSAL SCKEBULE
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