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I
| DHSR Censtrecton Section conducted a Biennial |
| Survey on March 19, 2015 from 8:45 AM to 10-10
AM at the above referenced facilty,. DHSH |
records indicate the home was first licensed an
| May 7. 1981 as a Family Care Home for six (&) J
ambulatory Residents (able to evacuate and
respond withaut any physical or verbal assistance | |
| during 2 fire or other amergency). Based on this
| information we are requiring the home to malntalh}
| compliance with the following: 1981 "Rules for
| Family Care Homes Minimum and Desired |
Standards and Regulations™, the applicable
| portions of the 2005 Rules 104 NCAC 136G far
Family Care Homes, the 1994 Nerth Carolina |
State Building Code - Section 514.1 Exception 1 -
Resigential Care Facilities. ]
|

At the time of aur visit, we cited deficlencies that

require an acceptable plan of correction. They [
are as folows: |

153 Houskeeping And Furmnishings-Clean, Repaired €153

SECTION 0300 - THE BUILDING
| 10ANCAC 136G 0315 HOUSEKEEPING AND
FURMISHINGS |
i {8) E=ch family care home shall:
( (1) have walls, ceilings, and floors ar fioor
| coverings kept clean and in good repair |
(£} have no chronic unpleasant odars:

| (4] have fumniture clean and in good repair; |

. | (e} This Rule shall apply to new and exist neg

is miszing the bottom drawer, Locate and install

homes. |
|'i"h"s Rule s not met as evidenced by: lLJ-. | [ &-Q/de
In the Kitchen, the cabinet ‘o the left of the range :

FORM APPROVED
Division of Health Sarvice Requlation
STATEMENT OF DEFICIEMCIES 11 PROPADEFSLIPELERMCLLA 2 MULTIFLE CONSTRUCTION |53} DATE SLRVEY
AND PLAN OF CORRECTION IDENTIFICATEIN HUMBER; COMPLETED
A BUNLDIMG: 0
| FCLOOH140 8. WiNG 03192015
MN&ME OF PROVIOER OR SUPFLER STREET ADDRELE, CITY, STATE 2IF cODE
. 524 DICKEY MILL RDAD
C FEWITEW Y CA OME
REE FAMIY CARE H MEBAME, NG 27102
(Y I SUMIMARY BTATEMENT OF OEFICIENCIES y i [ PREOVIDER'S PLAN OF CORRECTION ey
PREFx | (EALGH DEFICIEMCY MUST BE PRECEDED BY FULL | PREFIX | {EAGH CORRECTIVE AGTION BHOLLED BE COMPLETE
TAG | REGULATORY OR LAC IDENTIFYING INPORMATION] TA | CRAOSS-REFERENCED TO THE APFROSRIATE DaTE
| ! DEFICIENGY)
L. = i-
C ut:o| Initial Comments cooo |

3vision of Health Service Regulagan
SABORATOAY DIRECTOA'S OF PROVIDERSUFPLIER REPRESEMNTATIVES SESMAT . TITLE

B4

TTATE FOEM ) [ GUEY 2

I dentindation shasl 1 or 3




BUFLIMGTON CARE CEMT

FasE B2/83

B5/A6/2Z815 12:23 33p5845533
FRINTED: 04152015
FORM APPROVED
Division of Health Service Requiation ) .
STETEMENT OF DEFICIENCIES %1} PROVIDERSUPPLIERALIA [%2) MULTIFLE COMNSTRUCTION [M3) DATE SURVEY
AND PLAN OF CORRECTHIN IDEMTIFICATION MUMBER; P COMFLETED
FCLOO1140 | BwNG 03/19/2015
NAME OF PROVIDER QR SUPBLIER STREET ADDREES, CITY, ETATE, ZIP SODE
3524 DICKEY MILL ROAD
[0 LAY b
. REEKVIEW FAMIY CARE HOME MEBANE, NC 27302
o | EUMMARY STATEMENT OF DEFICIENCIES | o | PROVIDER'S PLAN OF CORRECTION i {5}
FREFIY | [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE | cowPETE
TAZ REGULATCRY OF LEC IDENTWYING INFORMATION) TAR CROGE-AEFERENCED TO THE APPROPRIATE | QATE
| [ I DEFICIENCY)
[ I
C 153| Continued From page 1 1583 ||
| the mizsing drawer. Proof of completad work | |
| must be provided by way of receipts, invaices, | |
photographs, ete. Forward proof of completed
; wark with you plan of correction,
[ |
C 1?4' Building Equipment Maintaned Safe. Operating '

| SECTION 0300 - THE BUILDING

I 10ANCAC 135 0317 BUILDING SERVICE
EQUIPMENT

| ta} The building and all fire safety, elecirical, |
mechanical. and plumbing equipment in a farniiy

care home shall be maintained in a safe and |

operating candition, [

(i} This Rule shall apply to new and existing

family care homes.

|
|

‘ C 174
I

|

This Rule Is not met as evidenced by

1. The lilet in the rear hall bathroom is loose.

Have a quafified Individual install a new wax seal

| and revinstall the tollet so that it does not mave,

| Preat of completed work must be provided by
way of recefots, invoices, photographs, sic.

| Forward proof of completed work with you plan of

corfection,

2. The kitchen range hood is missing two {2) light
bulbs, the filter is messing. and the fan is WERry

| Qreasy and twening slowly, Have a qualified

| technician investigate and repair the fan. Have

I the range hood cleaned and instad a grease filtar,
Install 2 working light bulbs in the range hood,
Froof of complated werk must be provided by

| way of receipts, invoices, photographe. et
Forward proof of completed work with you plan of
corfection,

4. Tha light fidure in the Den is missing a bulk, |
| Install a working light bulb in the fixture. Pracf of |
I
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completed work must be provided by way of |
receipts, Invoices, photographe, ete. Forward

proct of completed work with you plan of |
| correction, |

|
| 4 The kgt fixture in the Staff Office is missing a lB ) wd b, ot -I%’}/F
. | I

!
f
|
[
|

bulb. Install a working light bBulb in the fisiuare,
Froof of completed work must be provided by
wiy of receipts, invoices, photographs, etc.
| Forward proat of completed wori with you plan of 5 -
| correction. ||
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