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{C 000}

{C 185)

Initial Comments {C 000}
Report of a Biennial Follow Up Construction

Survey by Tod Hancock conducted on April 23,

2024.

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

Fire Safety-Rehearsals on Each Shift {C 185}
SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0309 PLANFOR
EVACUATION

{b) There shali be rehearsals of the fire plan
quarterly on each shift in accordance with the
requirement of the local Fire Prevention Code
Enforcement Official.

(c) Records of rehearsals shall be maintained
and copies furnished to the county department of
social services annually. The records shall
include the date and time of the rehearsals, the
shift, staff members present, and a short
description of what the rehearsal involved.

(f) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Review of records revealed that the facility did
not have records of the fire rehearsals conducted
quarterly on each shift.

Findings April 23,2024:

a. Staff was unable to retrieve the Fire drill logs,

{C 185} Fire Safety-Rehearsals on
Each Shift

SECTION .0300-PHYSICAL PLANT
10A NCAC 13F .0309 PLAN FOR
EVACUATION

A fire drill log book is available, and
copies will be furnished to the county
department of social services annually.
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