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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction 
Survey by Suzanna Fay conducted on Septmber 
13, 2019.

There are deficiencies from the Biennial 
Construction Survey that remain to be corrected.

 

{C 189} Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0311 OTHER 
REQUIREMENTS
(a)  The building and all fire safety, electrical, 
mechanical, and plumbing equipment in an adult 
care home shall be maintained in a safe and 
operating condition.
(k)  This Rule shall apply to new and existing 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

This Rule  is not met as evidenced by:

{C 189}

2-Based on observation, this facility has not 
maintained the plumbing fixtures in a safe and 
operating condition.

Findings on 09/13/2019:
The toilet fixtures are not secured to the floors 
located at the following locations:
(a) Room 14/NORTH HALL-interview with staff 
revealed that the toilet had been tightened, but 
the residents are rough on the fixtures.  He is 
looking at other options to help with the problem.
(b) Shower Room/CENTRAL HALL - interview 
with staff revealed that the toilet had been 
tightened, but the residents are rough on the 
fixtures.  He is looking at other options to help 
with the problem.

 

Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM EQ5O22


