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Initial Comments

Report of a Construction Section Blennlal Survey
by Toed Hancock, conducted on July 23, 2024, -

This facility was licensed on July 8, 1988, for the
Home of the Aged serving 12 residents.
Therefore, this facility must meet the 1977 and
the applicable components of the 2005 Rules for
the Licensing of Adult Care Homes, and, the 1978
North Carolina State Building Code, section 409.1
- Institutional Unrestrained Occupancy.

Deficiencles were cited that require a Plan of
Correction

Must Have Current San. & Fire Safety Reports

SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0302 DESIGN AND
CONSTRUCTION(

f) The facility shall have current sanltation and
fire and building safety inspection reports which
shall be maintained in the home and available for

review.

This Rule is not met as evidenced by:

1.Based on an interview with the Executive
Director and Maintenance Director the facility
failed to maintain in the facility, current
(completed within the last twelve months)
sanitation and fire and building safety inspection
reports available for review.

Findings on July 23, 2024;

a. There was no Health Department report
available for review.

Fire Extinguishers
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SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0308 FIRE EXTINGUISHERS
{a) At least one five pound or larger (net charge)
A-B-C type fire extingulsher Is required for each
2,500 square feet of floor area or fraction thereof.
(b) One five pound or larger (net charge) A-B-C
or CO/2 type is reguired in the kitchen and, where
applicable, in the maintenance shop.

This Rule Is not met as evidenced by:

1.Based on observation, the building was not
maintained in a safe operating condition, because
the portable fire extinguishers lacked the routine
inspections documentation required to ensure
proper performance. Fallure to maintain fire
safety equipment could affect occupants of the
Tacility if the equipment doss not function to
suppress a fire.

Findings on July 23, 2024:

a. There was no documentation of the required in
house monthly inspection of the fire
extinguishers.

€ 189( Building Equipment Malintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS

{@) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained In a safe and
operating conditlon.

{k) This Rule shall apply to new and existing
facilities with the exceptlon of Paragraph (e)
which shall not apply to existing facilities.
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This Rule is not met as evidenced by:
| 1. Observations revealed that the plumbing
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