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Initial Comments

The Adult Care Licensure Section and the Wayne
County Department of Social Services conducted
an annual and follow-up survey on 08/13/21.

10A NCAC 13G .0316 (c) Fire Safety And
Disaster Plan

10A NCAC 13G .0316 Fire Safety And Disaster
Plan

(c) Any fire safety requirements required by city
ordinances or county building inspectors shall be
met.

This Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to maintain fire safety requirements

- required by city ordinances or county building
| inspactors.

The findings are:

Observation of a fire safety inspaction report
revealed the date of inspection was 01/28/20.

| Interview with the Owner on 08/13/21 at 10:40am

revealed:

-She "didn't get around to" scheduling the annual
fire inspection because "it slipped my mind."
-She needed to pay the fes at the fire inspector’s
office before the inspection would take place.
-She thought the fire inspection was not due until

. August 2021.

Telephone interview with the local fire inspector's
office on 08/13/21 at 12:35pm revealed:
-The fire inspection was to be completed
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~The fire inspector's office had not been
contacted by anyone from the facility to schedule
the annual fire inspection.
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