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Report by Suzanna Fay
OHSR Construction Section conducted a Biennial
Follow-up Survey on September 3, 2015 from
10:0%5 AN to 10:25 AM at the above referenced
| facility. Mot all of the previously cited deficiencies
; were commected. Therefore, further action is
| required i
I I..III..II ;JF .-:"II'
| The remaining deficiencies are as follows: e Ul
i L '._ { £ _Fs )
{€ 183} Outside Premises-Clean, Safe iz 183} Y
SECTION .0300 - THE BUILDING

104 MCAC 135G 0318 QUTSIDE PREMISES

(@) The outside grounds of new and existing

family. cara homes shall be maintained in a clean
| and safe condition,

| This Rule is not met as evidenced by

i 1. On the right side of the front porch, thera is a
section of soffit missing above the entry ramp. .
Have the missing section of soffit replaced. Proof H_g_ﬂ
of completed work must be provided by way of
receipts, invoices, photographs, ete, Forward

| proot of completed work with you plan of

i correction

TIN5 5F-Af the time of this survey, the misaing
section of sofft was laying on the porch,

¢ Observations revealed that the fascia trim waa

| complataly rofted off and there was no longer an

| attachment for the soffit panel or for the gutter
which was loose Have a qualified parson
raplace the damaged fascla irlm and reattach the

| zofit panel and the guiter. Provide

| documentation of tha rapairs through photas or

i copies of recelpts or work orders.
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ANE: SF-AL the time of this follow Up survey, the
| soffit and trim have not been repaired. Have a

qualified person replace the damaged fascia trim
and reatiach the soffit panel and the gutter.
Provide documentation of the repairs through
photos of copies of recelpts or work orders.
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