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C 174

C 183

. care home shall be maintained in 8 safe and

"{a) The outside grounds of new and existing

Continued From page 1

door was missing. This rule requires the walls be
maintained in good condition,

2. At the time of the survey it was observed that
in the right rear bathroom, the waill to the right of
the toitet had pesling paint. This rule requires the
walls be maintained in good condition.

Building Equipment Maintained Safe, Operating

SECTION .0300 - THE BUILDING

10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(@) The building and all fire safety, alectrical,
tmechanical, and plumbing equipment in & family

operating condition,
(i} This Rule shall apply to new and axisting
family care homes,

This Rule is not met as evidenced by:

1. Atthe time of the survey it was observed that
the fan far the kitchen range hood was not
working. This rule requires the mechanical
equipment to be maintained in an operating
condition.

Z. Atthe time of the survey it was observed that
in the right side rear bathroom, one of the faucet
handles for the sink was missing. This rule
requires the plumbing equipment to be
maintained in an aperating condition,

Cutsice Premi:s;eS-CIeah, Safe

SECTION 0300 - THE BUILDING
10ANCAC 1250318 QUTSIDE PREMISES

family care homes shall be maintained in a clean
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C 000! Initial Comments

Report by Paul Dixon

i DHSR Construction Section conducted a Biennial
| Survey on March 14, 2018 from 8:50 AM to 11:.05
AM at ths above referenced facility. DHSR
records indicate the home was first licensed on
[January 1, 1984 as 5 Family Care Home for six
(6) ambuiatory Residents {Who are able to
fespond and evacuate withouyt any physical or
verbal assistance during a fire or ather
emergency). Based on this information we ars
requiring the home to maintain compliance with
the following: the 1977 "Rules for Family Care® -
Homes Minimum and Desireq Standards and
Regulaticns”, the applicable pattions of the 2005
Rules 10A NCAC 136 for Family Care Homes,
the 1978 Narth Carolina State Building Code -
Section 409.1(g) - Residential Care Fagilitigs.

At the time of our visit, we cited deficlencies that
require an acceptable plan of correction. Thay
&re as follows;

C 153/ Houskeeping And Furnishings-Clean, Repaired

SECTION .0300 - THE BUILDING

10ANCAC 136G 0315 HOUSEKEEPING AND
FURNISHINGS

{a} Each family care home shall-

(1) have walls, ceilings, and flvors or floor
coverings kept clean and in goad repair;

t(2) have 1o chronig unpleasant odors; -

| (3) - have furniture clean and in good repair;

: (@) This Rule shali apply to new and exigling

| homes.

: This Rule is not met as evidenced by:

| 1. Atthe time of the survey it was observed that
I'in the right rear bathroom, the plumbing accese
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|
| and safe cordition.

? This Rule is not met as evidenced by

1. Atthe time of the survey it was observed that
| the awning aver the windows of hedroom #2 was
| damaged. The rule requires that the facility he

E maintained in a ciean and safe condition.

[ 2. Atthe time of the survey it was observed that
| aver the windows of bedroom #2, there was g

I hole in the roof fascia. The rule requires that the
i‘ facility be maintained in a clean and safe

I gendition,

|

| 3. Atthe time of the survey it was observed that
| the front window sill of the staff bedroorn was

i rotted. The rule requires that the facifity ba

- maintainad in a clean and safe condition.

| For all deficiencies listed above provide
| documentation of completed work in the form of
| photographs. receipts, invoices, eic.

|
| All deficiencies listed above were discussed with
| on-site staff during the exit interview.
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