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Initial Comments

Report of a Follow-Up Construction Survey by Ed
Miller September 1, 2015.

The following deficiencies cited during the May
13, 2015, Biennial Construction Survey, have not
been satisfactorily corrected and will require a
new Plan of Correction.

Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1- Based on observation, the facility has failed to
keep the building and environment clean and
maintained.

Findings include:

a- The exhaust fan vents in most locations
throughout the building have a coating of dust
and lint.

c- In Resident Room 114, the chair rail above the
paneling is missing, leaving the exposed edge of
the plywood.

2- Based on observations, the facility has failed to
maintain the building free of hazards.

Findings include:
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b- In Shower Room 1, the grab bar beside the
commode is loose at the wall.
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