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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted an 

annual and follow up survey on 08/27/21.

 

 C 102 10A NCAC 13G .0317 (a) Building Service 

Equipment

10A NCAC 13G .0317 Building Service 

Equipment

(a)  The building and all fire safety, electrical, 

mechanical, and plumbing equipment in a family 

care home shall be maintained in a safe and 

operating condition

This Rule  is not met as evidenced by:

 C 102

Based on observation and interviews, the facility 

failed to ensure electrical equipment was 

maintained in safe condition related to the use of 

one electrical extension cord in the dining room.

The findings are:

Observation of the dining room on 08/27/21 at 

9:00am revealed there was a lamp plugged into a 

white extension cord which was plugged into a 

surge protector that was plugged into a wall 

electrical socket.

Interview with the Supervisor in Charge (SIC) on 

08/27/21 at 10:12am revealed:

-She did not know the extension cord was a 

hazard.

-She had other inspectors and had not been told 

to remove the extension cord.

Interview with the Administrator on 08/27/21 at 
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 C 102Continued From page 1 C 102

10:15am revealed:

-The local fire marshall had asked her to remove 

an extension cord in a hallway.

-The local fire marshall had not asked to to 

remove this extension cord in the dining room.

-She did not know the extension cord was a 

hazard.
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