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Report by Rick Benton

DHSR Conatruction Section conductad a Biennial

i

12:45pm and concluded at 1:485pm. DHER
records indicale the home was first licensed on

| 121091980 as a Family Care homa for five (5) |

| ambulatory Clients (able to evacuate and respond

| without any physical or verbal assistance durimg a

| fire or other emargency). After 04/01/1584 the

| home was granted a capacity Increase from fva

- to six ambulatory Residents (able to evacuate

i and respond without any physical or verbal
asaistance during a fire or othar amergancy).

" Based on this we are requinng the home to be n
compliance with the following; 1884 “Family Care

i Homes Minimum Standards and Regulations®,

I the applicable portiona of the 2005 "Rules for

- Family Care Homes", and the 1978 Edltion of the .
Worth Carolina State Building Code (Revision 5) - '
Section 409,1(g) - Residential Care Homes.

| I

" AL the time of our visit, wa cited deficiencies that |

, require an acceptable plan of correction. They

" are as follows:

C 174) Building Equipment Maintained Safe, Operating | G 174

| SECTION 0300 - THE BUILDING :
104 NCAC 136 0317 BUILDING SERVICE i

- EQUIFMENT

| (a) The building and all fire safety, elecirical,

| mechanizal, and plumbing equipment in a farmily

| care home shall be maintained in a safe and
operating condition.

| (i) This Rule shall apply to new and existing

| family care homes.

This Rule is not mat as evidenced by

Survey on March 4, 2015, The survey began at | ' ANETR
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1) In the three bed resident badroom, the : ) e d BT EL -5
windows are in need or serious repair or LA dowey Lt Ly " F 53145
replacement, The windows did not stay in fhe up ff qr_c:'i' ya ﬁ;:pb u.‘,f yEe |
position when opaned. Contact a qualified | LA LA el e
tachnician to make the necessary repairs t the HE5 8 .;:J,‘f;f’
windows or have the windows replaced, Provide Ll e pPradd
| documentation to our office when com .
. |':;l'ﬂ'1|- ;}f"—f -5‘-
2} Acreview of the water heater revaabad wiber ,"'7491“ LA fE e WAl A fi Ly
ponding on the top at the water supply lines G “,r i;r.?.r _,:.‘rfu.., foee v ;"'
entering into the tank, Contact a qualified (el ol i b }ﬁf’duﬁf |
techniclan to make the necessary adjustmeants. L -
Provide documentation o our office when
completed | .
! o fta [ ogtb Lthre—
3) The light fixture in the residents’ bathroom did ° é‘{’{j& i L‘:f" ? g .9&1-:..-",4;1&"’ 53003
not have a globe. Contact a qualified techriician odis refla BL/ ..--’
to install a globe on the fixture. Provide om0~ EAE L
documantation to our office when completed. ﬂifﬂ Lo ﬁ?” y *&?‘!'J :
]
4) In the kitchen, saveral sections of the fextured o far el b o= beat .
ceiling are peeling away from the sheetrock, T'fkt %J_.; y - ‘F:E,.-;Er §=-1|
Contact a gualified technician to make the faihe 0 by i
| necessary repairs ta the ceiling and repaint to fec e e e o 1 |
Cratch the existing. Provide documantation to our jTee it
office whan compiated, e J"*':"r'::"" ﬁ} ;’F""‘: Jre e
P IR
§) On the rear of the home, there are sectione of (e +ediore® Tjﬂ; fe {ﬁﬁm‘r 5= {5
the fascia board and sections of the soffit that are t"_g‘q? lese r_ﬂ?:‘w .
| deteriorating. Conlact a qualified techniclan to | ﬁm}ﬂ- af f?u.*,_ﬁ;r#f_:
make the necessary repairs to the fascia and the '&f” S .
soffit. Provide documentation to our office when ! !‘,.,Iif be 5"_-_'..,4; fo "fmbr
completed. ;
| ! th, ke
§) There is a cracked window pane in bedroom | ﬂ‘u.. u:'Z..I.-’ﬂ*'«'f-*l"r'"""":JI b &ﬁ s -3 -]
6. Contact a qualfied tachnician to make the | [ 10 edrpon have B At |
necessary repairs to the window pane. Provide | 4 ﬁmm.i,:; o e che
documentation to our office whan completed ! ' : ; el
1 'S .ﬁﬂﬂum-u.m-ﬂlﬂh""" will bﬂ- pr
\ 71 There is a damaged shutter on the right side | 0 ler o en ]
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