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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the 

Buncombe County Department of Social Services 

conducted an annual and a follow up survey on 

01/18/23 - 01/19/23.

 

 D 447 10A NCAC 13F .1210 Record Of Staff 

Qualifications

10A NCAC 13F .1210 Record Of  Staff 

Qualifications

An adult care home shall maintain records of staff 

qualifications required by the rules in Section 

.0400 of this Subchapter in the facility.  When 

there is an approved cluster of licensed facilities, 

these records may be kept in one location among 

the clustered facilities.

This Rule  is not met as evidenced by:

 D 447

The facility failed to maintain staff qualification 

records in the facility for 3 of 3 sampled staff 

(Staff A, B, and C) whose personnel records were 

kept in a sister facility.

The findings are:

On 01/18/23 at 2:36pm initial request for 

personnel records for Staff A, B, and C revealed 

the personnel records were not in the facility.

Interview with the Clinical Director on 01/18/23 at 

3:37pm revealed:

-Personnel records for all staff were kept in an 

office at a sister facility.

-The Administrator had an office at the sister 

facility and the personnel records were kept 

there.
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 D 447Continued From page 1 D 447

-She did not know the personnel records should 

be kept in the facility.

-A staff member was bringing the personnel 

records for Staff A, B, and C to the facility from 

the sister facility.

Interview with the Operations Manager on 

01/19/23 at 8:40am revealed:

-There was little office space in the facility to store 

the personnel records.

-She was concerned about the privacy of the 

personnel  records if they were stored in the 

facility.

-The personnel records were kept in an office at a 

sister facility.

Observation on 01/18/23 at 3:45pm revealed the 

Operations Manager gave Staff A, B, and C's 

personnel records to a surveyor.
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