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 C 000 Initial Comments  C 000

Report by Kelly Myers

DHSR Construction Section conducted a Biennial 
Survey on August 13, 2025, from 10:20 AM to 
12:00 PM at the above referenced facility. DHSR 
records indicate that the home was first licensed 
on May 11, 1983. Licensure rules at this time only 
allowed for a maximum capacity of five 
Residents. Effective on February 1, 1983 the 
building code was amended to allow for a 
maximum of six Residents, and effective on April 
1, 1984 Licensure Rules were revised to allow for 
a maximum capacity of six residents as well. Your 
home is currently licensed with a capacity of Six 
(6) all-ambulatory residents (able to evacuate and 
respond without any physical or verbal assistance 
during a fire or other emergency). Based on this 
information we are requiring the home to maintain 
compliance with the following: the 1984 "Rules for 
Family Care Homes Minimum and Desired 
Standards and Regulations", the applicable 
portions of the 2025 Rules 10A NCAC 13G for 
Family Care Homes, and the 1978 (Revision 5) 
North Carolina State Building Code - 
Section-409.1(g)-Residential Care facilities.

NOTES:

1.) At the time of our visit, we cited deficiencies 
that require an acceptable plan of correction. All 
deficiencies listed were discussed with onsite 
staff during the exit interview. 

2.) Take actions to correct all listed deficiencies, 
once completed provide verification in the form of 
photos, receipts, invoices, etc. for all work 
performed. 

The cited deficiencies are as follows:
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 C 102 10A NCAC 13G .0317 (a) Maintenance Building 
Service Equipment

10A NCAC 13G .0317 Building Service 
Equipment

(a)  The building and all fire safety, electrical, 
mechanical, and plumbing equipment in a family 
care home shall be maintained in a safe and 
operating condition.

This Rule  is not met as evidenced by:

 C 102

1. At the time of the survey it was observed that 
the fire extinguishers were not monitored 
monthly. This is not compliant with the rule. Take 
the necessary steps to. Monitor the fire 
extinguishers monthly to ensure they are ready 
for use in the event of a fire emergency.

 

 C 120 10A NCAC 13G .0316 (f) Fire drills Fire Safety

10A NCAC 13G .0316 Fire Safety and 
Emergency Preparedness Plan

(f)  There shall be at least four unannounced fire 
drills of the fire evacuation plan every year on 
each shift. For the purpose of this Rule, a fire drill 
is the method of practicing how occupants of the 
facility shall evacuate in the event of a fire or 
other emergency. Documentation of the fire drills 
shall be maintained by the administrator or their 
designee in the facility and be made available 
upon request to the Division of Health Service 
Regulation, county department of social services, 

 C 120
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 C 120Continued From page 2 C 120

and the local fire code enforcement official. The 
documentation shall include the date and time of 
the fire drill, the shift, the names of staff members 
present, and a short description of drill.
Notwithstanding the requirements of Rule .0301 
of this Section, this Rule shall apply to new and 
existing facilities.

This Rule  is not met as evidenced by:
1. At the time of the survey it was observed that 
fire drills were not being conducted on each shift 
quarterly. This is not compliant with the rule. Take 
the necessary steps to ensure that fire drills are 
conducted on first, second, and third shift and the 
smoke alarms are activated every time without 
verbalizing or assisting the residents.  The third 
shift fire drill should be conducted while the 
residents are sleeping.
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