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SECTION .0300 - THE BUILDING

10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in a family
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 met as evidenced by:
Observations during the survey showed that there
is clothing behind the clothes washer and dryer.
Remove all clothing and clean from behind the
washer and dryer to prevent a fire hazard.
Provide the DHSR Construction section with
copies of all photographs and any other
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supporting documentation concerning this repair.
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