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ANT MARY’S FAMILY CARE HOME
P.0. BOX 516 LA GRANGE, N.C. 28531
252-566-5998
FAX 252-566-3598 OR 252-566-2878

To: Suzanna Fay From: Eula Conyers
Fax: 919-733-6392 Pages:

Date: 6-13-16

Urgent: For Review
Comments: Ant Mary’s#1
CONFIDENTIAL

This fax that vou have received contains highly confidential and federally protected health
information. If you are not the intended recipient listed above and have received this fax in -
error, please notify us and destroy your copy immediately. Use or release of any information
contained in this document can and will be prosecuted under HIPAA (Health Insurance
Portability and Accountability Act of 1996) guidelines
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ANT MARY'S FAMILY CARE HOME 1

! ID

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 Rutz shall apply to new and existing
family care homes.

This Rule is not met as evidenced by:

1. Based on observation, the building electrical
systermn was not maintained in a safe marmer by

having an electrical outlet incorrectly wired
Findings include:

The GFC! outiet in the front bathroom is
indicating it Is wired with a reversed polarity.

*RB/RF - 12/315 - This deficiency remains

cncommected. The electrical outlet remains wired

with a reversed palarity. The provide must
contact a qualified technician to make the
necessary repairs to the outiet. Provide to our

office 8 copy of the receipt from the technician for

verification of the completed work.
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03/23/2016: SF-Observations revealed that the
wiring is still reversed. Have a qualified
technician repair or replace the outlet. Pravide
documentation of the repairs in the form of
receipts or work crders.

NEW DEFICIENCIES

Note: The following deficiencies were listed on a
separate survey report and were nol checked
during the March 23, 2016 survey. These items
will be verified at the next survey. During the
March 23, 2016 survey, several of the smoke
alarms were chirping. Have a qualified technician
check the system to make sure all of the
detectors are working comrectly. Provide
documentation of the service.

2} During the survey, a damaged window shutter
was observed on the front left window. Conlacta
guatified lechnician to make the necessary
repairs to the window shutter. Provide to our
office a copy of the receipt from the technician for
verification of the completed work.

3) During the survey, it was observed that the
crawl space was covered by a piece of plywood
that was being supported by another section of
wood with concrete blecks holding it in place.
Contact 2 qualified technician to make the
necessary repairs to the crawl space door.
Provide to our office a copy of the receipt from
the technician for verification of the completed
work.

4) During the survay, it was chserved that the
floor tile beside the foitet in the rear
bathroom/latndry room was curled up and had
become detached from the fioor. Contact a
gualified technician to make the necessary
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repairs to the floor tie. Provide to our office a 5 Cei ! RS I )
copy of the receipt from the technician for At one ! aeandr
verification of the completed work . Fopd b / Lo -
5 o
5} During the survey, It was observed that the v b\}ﬂ- ’P&_ i S
ceiling in the toilet in the rear bathroomilaundry { | K [ 2 .{ia_cl fjw
room hiad several ceiling stains at or near the light b

fixture. Contact a quaiified technician to make
the necessary repairs to the ceiling. Provide lo

our office a copy of the receipt from the

technician for verification of the completed work. b, (abiwet do 'i)
6) During the survey, it was observed that the /J NEAY f & el
kitchen cabinet did not have a door installed on it 5 o Q‘E
due ta damaged hinges and the shelves supports bjb f %4 flf}_

were also damaged. Contact a qualified ‘ l\« N&wj
technician fo make the necessary repairs to the O v HLE.LC\(

cabinet. Provide to our office a copy of the
receipt from the technician for verification of the
completed work.

o Lalls in
7) During the survey, it was cbserved that the r‘}' % bj '

walls in bedroom 1 has stains that remain from LD [Ip U) as
dead bedbugs when the home was exterminated. ,6:2,4’(0'0 "~

Arrange for someone to clean and sanitize the & A uot b wt’

walls in bedroom 1. Provide to our office 2 [U &S {wd

picture of the cleaned wall for verification of the 25 fVJ hYi 5[ b

completed work. F é 5 0} é) as
+ _ﬂ/

9) During the survey, it was observed that a il o ea 2 d

section of the gutter downspout was missing.

Contact a qualified technician to make the le - ) ;

necessary repairs to the downspout. Provide to 9 17 JAS 6P H‘/

our office a copy of the receipt from the ADuS o 4 3

technician for verification of the completed work.

10 During the survey, it was observed that a
moldy shower suction mat was being used in the
rear bathroom/laundry room. Arrange for
someone tc remove this mat and have a new mat
Division of Health Service Regulation
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piaced in the shower. Provide 1o our office a
receipt for the purchase of the new mat for
varification of the completed work.

11) During the survey, it was observed that the
fire extinguishers had expired dates. Corntacta
qualified technician to make the necessary
upgrades to the the fire extinguishers. Provide to
our aifice a copy of the receipt fram the
technician for verification of the completed work.
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