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{C 000} Initial Comments {C 000}

Report by Glenn Hoppin

DHSR Construction Section conducted a 
Complaint Follow-up Survey on November 01, 
2018 from 11:30 AM to 12:00 PM at the above 
referenced facility.  Not all of the previously cited 
deficiencies were corrected.  Therefore, further 
action is required.  

The remaining deficiencies are as follows:

 

{C 117} Have Current San. And Fire Safety Approvals

SECTION .0300 - THE BUILDING
10A NCAC 13G .0302 DESIGN AND 
CONSTRUCTION
(n)   The home 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 117}

At the time of the survey it was observed that the 
facility did not have a current fire inspection report 
available for review.  The rule requires the facility 
to maintain documented evidence of compliance 
with applicable fire and building codes including 
an annual fire inspection.

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

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

11/01/2018GH At the time of the survey the 
deficiency remained uncorrected.
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