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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction 
Section Survey by Billy S. Bryant on 01/27/2017.

 

{C 111} Must Have Current San. & Fire Safety Reports

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0302 DESIGN AND 
CONSTRUCTION(
f)  The facility shall have current sanitation 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:

{C 111}

1. Based on review of documents, a current 
required reports was not available for review at 
the time of the survey.

Findings on 1/27/2017:
c.  Annual fire sprinkler inspection report. Note: 
Inspection was in progress while surveyor was on 
site.
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