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Report of a Biennial Construction Survey by Tod 
Hancock on November 12, 2024. 

Records indicate that this Facility was licensed on 
November 22, 1978. The facility is Gurrently 
licensed for 12 beds. Therefore, this facility is 
required to meet the 1977 Minimum and Desired 
Standards and Regulations for Homes for the 
Aged and Infirmed; the applicable portions of the 
2005 Rules for Adult Care Homes of Seven or 
More Beds; and the 1978 North Carolina State 
Buikding Code, Institutional Occupancy. 

Deficiencies were noted which require a plan of 
correction. 
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REQUIREMENTS 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2201 BURCH BRIDGE ROAD 

BURLINGTON, NC 27217 
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(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 appBly to existing facilities. 

This Rule is not met as evidenced by: 
1. Based on observation there is a failure to 

maintain the building's fire safety systems in a 
safe condition. Holes or gaps at penetrations 
through fire resistant rated ceilings or walls could 
allow fire and smoke to spread beyond the area 
of origin. 
Findings on November 12, 2024: 
a. Living Room- The escutcheon ring on the 
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sprinkler head is missing leaving a hole in the 
fire-resistant rated ceiling. 

Division of Health Service Regulation 
STATE FORM 

2. Based on observation the facility is not 
maintaining its electrical equipment in a safe 
manner. 

Findings on November 12, 2024: 

STREET ADDRES8, CITY, TATE, ZIP CODE 
2201 BURCH BRIDGE ROAD 
BURLINGTON, NC 27217 

a. Hallway- There are open breaker spaces in the 
electric panel. 
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