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 C 000 Initial Comments  C 000

Report of Biennial Construction Survey by Frank 
Strickland conducted on January 23, 2020.

Records indicate that this facility was licensed on 
March 10, 1997. The facility is currently licensed 
as a Home for the Aged serving 12 residents. 
Therefore, this facility must meet the 1996 North 
Carolina State Building Code Section 419.5, and, 
the 1991 and applicable portions of the 2005 
Rules for the Licensing of Adult Care Homes.

Deficiencies were cited and a Plan of Correction 
is required.

 

 C 189 Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0311 OTHER 
REQUIREMENTS
(a)  The building and all fire safety, electrical, 
mechanical, and plumbing equipment in an adult 
care home shall be maintained in a safe and 
operating condition.
(k)  This Rule shall apply to new and existing 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

This Rule  is not met as evidenced by:

 C 189

1-Based on observation, this facility has failed to 
the mechanical ventilation system in a safe and 
operating condition.

Findings on 01/23/2020:
The Kitchen range exhaust hood and filter had 
excessive grease build-up.
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