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SPRING ARBOR OF WILSON

{C 000} Initial Comments {C C00}

Report of a Biennial Foliow Up Construction
Survey by Tod Hancock conducted on November
14, 2023,

There are deficiencies cited in the Biennial
Construction Survey that remain to be corrected.

{C 189} Building Equipment Maintained Safe, Operating | {C 189}

SECTION .0300 -~ PHYSICAL PLANT
10ANCAC 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 {o 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:

1. Based on observation the facility's fire safety
systems are not maintained in a safe condition.
Failure to maintain the fire safety systems in a
safe condition could affect occupants of the
facility if the system did not provide the required
fire-resistant rated protection.

Findings on November 14, 2023:

a. Interview with staff revealed that some
sprinkler lines had frozen causing (10) sprinkler

heads to leak. The incorrect sprinkler heads were VS £, rep lace /quu[j uj;;% 2]&‘)/ Y
ordered, and the facility is now waiting for the

correct heads to arrive and be installed. The ,o 4 Dfa e 5/0 ””Mu j/' w'd"
affected locations were 300 Hall IT Closet, Room
112, Beauty Salon, AL Riser Room, SCU Clean
Linen, and Room 505 (3 Locations),
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