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and repaired

10A NCAC 13F .0306 Housekeeping And
Furnishings

(a) Adult care homes shall:

(1) have walls, ceilings, and floors or floor
coverings that are clean, safe, and functional;

(e) 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. Based on observations, interviews, and record
review, the facility is not maintaining walls and
ceilings that are clean and safe.
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C 000 Initial Comments C 000
Report of a Construction Section Complaint
Survey conducted by Ryan Meyer on September
9, 2025.
The complaint alleged the facility has mold.
This facility was first licensed on 06/01/1968 for
44 residents. Based on this information, we are
requiring that this facility to meet the 1967 Edition
of the North Carolina State Building Code, the
1971 Rules for the Licensing of Adult Care
Homes, and the applicable portions of the 2025
Regulations for Adult Care Homes of Seven or
More Beds.
The complaint was substantiated.
Deficiencies have been cited, and a Plan of
Correction is required.
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Findings on September 9, 2025:

a. Direct observation revealed the ceiling of the
closets in room 15 and 17 have a black
substance growing on them. Interview with facility
staff revealed the source of the moisture has not
been identified. Further interview revealed the
facility hired a vendor to test the black substance.
Review of the report from the vendor revealed the
substance was mold. Review of additional testing
report revealed the presence of asbestos in the
building finishes. Further interview revealed the
facility plans to hire a restoration company to
remove the hazardous material including mold
and asbestos. The timeframe was not known at
the time of survey.
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