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PREFIX
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1 Repott by Glenn Hoppin

. DHSE Construction Section conducted a ' % 9,
' Complaint Survey on January 14, 2016 heginning ?‘{. b&
at zzgopm and Ending at 5:00PM at the above 3. RO}
| refergnced facility. DHSR records indicate the ‘ ' i ‘
homd was first licensed on Novernber 10, 1966
as a Family Care Home for Six Ambulatory , ‘
. Residents (able to evacuate and respond without. \
any physical or verbal assistance during a fire or |
other emergency). Based on thig information we }
" are requiring the home o maintain compliance |
| with {he following: the 1984 "Rules for Family
| Care Homes Minimum and Desired Standards ‘
| and Regulations”, the applicable portions of the %
2004 Rules 10A NCAC 13G for Family Care !
Hormes, and the 1978 North Carclina State
' Building Code - Section 409.1G - Residential
GCard Homes.

At the time of our visit, we cited deficiencies that o | \
requjre an acceptable plan of correction. They are

as follows: ' ‘

C 117 Have Current San. And Fire Safety Approvals C17

SEGTION .0300 - THE BUILDING . ‘
10ANCAC 13G .0302 DESIGNAND ‘
CONSTRUCTION H
(n} | The home shall have current sanitation and :
fire and building safety ingpection reports which M ‘
shall be maintained in the home and available for | '\\LCN\_L \Oﬂﬂ"\’ ) %
raview. L | !
: i
| |

This Rule is not met as evidenced by:
An Interview with a staff member revealed that
thelfacility did not have a current approved ‘
sarjitation inspection report at the time of the \
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|
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‘ TAG

{ SUMMARY STATEMENT OF DEFICIENCIES
{HACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

In]
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION -
(EAGH CORREGTIVE AGTION SHOULD BE COMPIETE
CROSS-REFERENGED TO THE APPROPRIATE DATE,

DEFIGIENGY)

C 155

C 162

imued From page 4

. Provide photo dc:i:CUmentation to the DHSR
Construction section when this work is complete.

|
servations revaale;d that the back porch is
i with combustibles and household items.

e all combustibles from the back porch

preseqit a trip hazard. Provide photo
docuntentation to the DHSR Construction Section

when i‘his item is complete.

| 5. Observations revealed that a telephone cord is

running across the floor in the far right client
bedrogm creating a potential trip hazard.
Relocgte the phone cord te_eliminate the trip

| hazard. Provide the DHSR Construction-Section

with poto documentation when this is complete,

ervations revealeii a breathing treatment
devicetlaying on the floor in the living roorm -
creating a trip hazard and a unsanitary condition
idevice. Remove the device from the floor
and stgre the device in dccordance with sanitary
requirgments and manufacturers guidelines.

. 7. Obsprvations revealed an oxygen concentrator

storedjn the haliway. This dimishes the width of
the hallway and constitutes a trip hazard.
Remove the oxygen concentrator from the
hallway. Provide photo documentation to the

| DHSR [Construction Section when this is

complqte. |

Bedrodm Furnishings-Bejd

| SECTIPN .0300 - THE BUILDING

TOANGAC 13G 0315 HOUSEKEEPING AND -
FURNIEHINGS :
(b} Egch bedream shiall have the fallowing

patly store household items so they do not

C 155

162

foae v

.....

Divisian of Health Sarv
STATE FORM
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TAG
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SUMMARY STATEMI:J;NT OF DEFICIEMCIES
ACH DEFICIENGY MUST BE PRECEDED BY FULL
GBULATORY OR LEC IE?FNTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAM OF CORRECTION (%5)

(FACH CORRECTIVE ACTION SHOULD BE
CROSS-REFEREMCED T THE APPROFPRIATE
DEFICIENCY)

COMFLETE
DATE

C 117

C 138

153

Contipued From page 1|

surve

Bathr

- SECT
10ANCAC 13G .0309

(@) F

y. Provide the DHSR Construction section

' with & current approved sanitation inspection
report.

pom-Hand Grips

10N .0300 - THE BUILDING
BATHROOM

installed at ali

and grips shall b

comnpades, tubs and showers used by the

residd

This |
Obse
had

nts.

ule is not met as evidenced by:
ations revealed that the hall bathrooms
hand grips on the toilets. Have a qualified

technician install handgrips on the toilets.
Frovifle photo documentation to the DHSR
Conslruction Section when complete.

Housl

This
1.0
andi
HEVE

eeping And Furnishings-Clean, Repaired

BUILDING. ‘
HOQUSEKEEFING AND

ach family care home shall;
ave walls, ceilings, and floors or floar

ings kept clean and in good repair;
jave no chronic unpleasant odors;

ave furniture clean and in good repair,
his Rule shall apply to new and existing

ule is not met as avidenced by:

ervations revealed that the carpet is soiled |

damaged through out the facility. In
al places it is folding up causing a potential

Gy

G135

C 153

trip hpzard. There arg

holes in the carpet in
sevelal locations. Have a qualified technician
cleart and repair or replace the carpet throughout

N
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LEICESTER HEIGHTS FAMILY CARE

OR SUPPLIER
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]

(X&) D |

[ SUMIMARY STATEMENT OF DEFICIENCIES

D

PROVIDER'S PLAN QF CORRECTION (%5)

COMPLETE

FREFIX (ERCH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTICON SHOULD BE
TAG REBULATORY OR LSG IDENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
C 153 | Contitued Fram page 2 C 153

the fafility. * Provide copies of invoices and photo
docurhentation when this work is complete.

*Notel Masking tape or Duct tape is not a suitable
garpel repair.

2. Olservations revealed that in two of the client

bedraboms there is a vely strong unpleasant odor.
Cleari and deodorize the affected rooms and
provide documentation to the DHSR Construction
sactidn when this work |s complete.

3. Observations revealed a dead bed bug under
the miattress in the middle client bedroom. Have a
licended exterminator gvaluate and treat the
facilith for bedbugs and|any other insects in the

s DHSR Constructian

4, Otfservations revealed that the dressers and
bedrdom furniture are in a state of disrepair.
Repdir or replace all dgmaged fumituse. “Provide
doculnentation to the BHSR Construction Section
wher| this repait is complets.

5. Oiservations revealed that the wallpaper.
hehind the range hood|is soiled with grease.
Have a qualified teéhnician.clean or replace the
soildEd wallpaper. "

servations revealed that the walls in several
s elient bedrooms jare: stained and soiled.

h of paint the walls, Provide documentation
> DHSR Construction Section when this is
plate, :

7. Observations revealed that the bathtubs and
showers are dirty and mildewed. Clean ail
bathjubs and showers| Provide photo

of the exterminators i

' docymentation to the DHSR Canstruction Section

: ¥
el
Ve REE T 2 e b Y
G e & ) .Eg
64’4&‘ nes ﬂE R FEUSCe

!
2
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C 153, Contined From page 3 C 153
when this is complete.
C 155 Housexeeping-Free of Qbstructions C 155
SECTION .0300 - THE BLILDING
10A NECAC 136G 0315 HOUSEKEEPING AND
FURNISHINGS
(@) Eaqch family care home shall:
() be maintained in anjuncluttered, clean and
orderly manner, free of gll obstructions and
hazarcls;
I'(e) Tins Rule shall apply to new and existing
i homes, A
f ‘ o | W\g\bk L Y ryyﬂg
| This Rltle is not met as gvidenced by: % “9Anl

1. Obs
bedrod
There

_signific;

Constr
this wc

2. Db
stairs
wheelt/
a trip K
ther bay
Constr
when t

3. Oby
concer
middle
becaus
bedrod
residet
placed

ervations revealed that the resident
ms are severely dluttered and unkempt.
are boxes and resident clothes and-

possegsions laying on'the floor and pose a

ant trip hazard, Clean and organize all

resident bedrooms.: Proyide the DHSR

Liction saction phato documentation when
rk is complete.

arvations revealed that the basement

bere with cluttered with parts of

hairs and other fareign ohjects presenting
zard. Remove gl foreign objects from
ement stairs. Provide the DHSR

Liction section with photo documentation

his work is complete,

ervations revealed an oxygen

trator is being kept in the hall for use in the
bedroom. It is being keptin the hallway

e there is no'room for it in the resident

m. See item 1 of this tag and organize the
t bedroom so that the concentrator can be
in resident bedroom where it is being

"t
i
~
&

?

o

A

3

n

A4
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(%4) 1D
FREFIX
TAG

| SUMMARY STATEMENT OF DEFICIENGIES
(EBCH DEFICIENCY MUS;T BE FRECEDED BY FULL
"REGULATORY OR LSG IDENTIFYING INFORMATION)

~ 1D
PREFIX
TAG

PROVIDER'S PLAM OF CORRECTION ‘
(EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TQ THE APPROPRIATE

DEFIGIENCY]}

! (#5)
- COMPLETE
DATE

G162

C 174

. Gonsf

| 10A NCAC 13G 0317

Contijued From page 5

furnishings in good repair and clean for each
reside(nt:

(1) Abed equipped wtth box springs and
mattréss or solid link springs and no-sag
innerdpring or foam mattress. Hospital bed
appropriately equipped shal[ be arranged for as
needdd. Awater bed is allowed if requested by a
resident and permitted by the home. Each bed is -
o have the following: |

(A) 4t least one pillow with clean pillow case;

' (B) dlean top and bottom sheets on the bed,

with ted changed as often as necessary but at
least pnce a week; and,
(C) 4lean bedspread and pther clean covenngs

it beds did not have sheets on them. An
aw with afesidentrevealed that they
havengt had sheets on the bed in several weeks.
Provifie clean sheets and pillow cases for all
residént bed§. Provide the- DHSR Construction
Sectibn with documentation when this work is

- comliete.

2, Or| several of the resident beds the
bedspreads are soiled ang-urikempt. Clean all
bedspreads and réplace gy severely worn or
torn hedspreads. Provide the-DHSR -
:&'uction section with documentation when

this ifem is complete.

Building Equipment Maintained Safe, Operating

BUILDING
BUILDING SERVICE

SECTION .0300-TH

C 162

C174

1Jaj{2—r \Hlﬁ.ihdikqﬂ

@,WAA%

ek

e e

ha

Aoz Bl
&’\Q‘f:;m s

3 l
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. : DEFICIENCY)
C174| Contijued From page 6 G174
EQUIPMENT :
(a) The building and all firs safety, electrical,

<

care k
opera
(J) T
family

This F
1. Obd
hall b
proble
neces
BEMVIC
to the
is com

2. Ol
conce
into th
' the co
recep
in ace
instrud
Const

3. Obe
. becon
dryer
" Have
- Provic
: Const

4, Ob
and lir
rmentic
i was d

mechanical, and plumbing equipment in a family

ome shall be maintained in a safe and
ing condition.

is Rule shall apply to new and existing
care homes,

ule is not met as evidenced by:

ervations revealed that the bathtub in the
th is out of service due to plumbing

ms. Have a qualified technician make all
sary repairs and put the bathtub back in

. Provide receipts and copies of invoices
DHSR Constructin}:n Section when this work
plete. I

Eervations revaaléd that an oxygen

hirator that is placed in the hall is plugged

5 hall bathroom GFCI receptacle. Unplug
ncentrator from tIIe bathroom GFCI

acle and plug itinito a non GFCI receptacle
brdance with the manufacturers operating
tions. Provide chcumentatiDn to the DHSR
Lction Section wﬁnen this is complete.

ervations revealep that the dryer duct has
e disconnected in the crawl space and the
discharging lint into the crawl space.

h qualified technician repair the dryer duct.
e photo documentation to the DHSR
hiction section when this is complete.
Eervations revealed a large build up of dust
tin the crawlspace as a result of Item 3
ned above. Remove the lint and dust that
scharged from the dryer. Provide photo

I docunhentation when this item is complete.

5. Ob

ervations revealeI:! that the kitchen floor is

et

BJE’!}TQ&L

s

bl 10/

L
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ice Regulation I
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E. WiN C
FCLO11021 - WING - 1/1442016

NAME OF P

LEICESTER HE

ROVIDE

R OR SUPPLIER

|GHTS FAMILY CARE

STREET ADDRESS, CITY, STATE, ZIF CODE

16 OVERLQOK DRIVE
LEICESTER, NC 28748

{

5 used
Provic

Have

dama
surfac
DHSH
campl

9. Obt
front ¢
The o
sUrvety.

a qualified technician répairor réplace any
jed fascid and pajnt all unpainted e?@ﬁor :
25, Provide phot% dc)cument'a‘tlon to-the
Construction Baction when this is

bta, |

ervations revealed an oxygen tank on the
orch. Thisis a desngnatec{ smoking area.
kygen tank was rémoved at the time of the
Modify the facllqtles policies and

procefiures to ensure that no oxygen tanks will be

Sectic

10. Ot
damay

r stared in a desié;nated smoking ares,

h when this work is complete.

servations revaalLd that the soffit is
ied near the rear porch by the residents

e documentation to the DHSR Construction,

5
oy
+%
%
"

5| hSMCENSIIRCE iy | elesneoamo, |
TAG RIGULATORY OR LSC IDENTIFYING INFORMATION) P?EQ * cpﬁg’t\ssﬁﬁi?:gggﬁggg #g ﬁlggﬁypc&%g;;? CDBE'IEE 1"
} DEFICIENCY)
€ 174 Contihued From page TT C174 WA M PN SEVEY gwf
1 soft apd the floor tiles are cracked. Have 2 ek S, Colo
qualified technician obtain all required permits \(_ﬂi’w Ny
X and rigpair ar replace the kitchen floor. Provide Jerig CAeN
o copiek of all permits and approvals when the
! repairtis complete.
| Csriany -
8. Obpervations revealed that the hall bath fioor is WM -l 7%
) - soft afound the tub and|toilst. Jtwas also: osa o
1% abseried that the floor joists under the bathroom I 1*, NI TS, & o obo &rd
are whterdamaged and|rotted. - Have a qualified :
technician obtain all required permits and repair &0
or replace the bathroom floor. Provide copies of ¥
all pefmits and approvals when tha repair is : %,Q g.wA-K/ = - g
: complete, i e o U
; 7. Objervations ravaalq‘d that the front door is \? I
‘ X soiledjand needs to be cleaned and painted.
N 1 Cleardand paint the front doar. 'Provide photo v 5 /*‘“@
 docurhentation to the DHSR Constructlon Section . Q"lf
- when this is complete. | wtw‘s}g’}“\{gﬂ;\@
| 8. Obpervations revealed that the fascia on the |
front porch is unpalnted‘and is water.damaged. {40 80K B\
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ﬂ‘LND FLARN OF C'-E FRECTION IDENMTIFICATION MUMBER; A. BUILDING: 01 GCOMPLETED
i | C
:‘ FCLO11021 B. WING ~ 0MNM4/2016
NAME OF PROVIbE R OR SUPPLIER STREET ARDRESS, CITY, STATE, ZIF CODE
| oy 16 OVERLOOK DRIVE
L‘EICESTER HEJGHTS FAMILY CARE
‘ i ‘ ‘ LEICESTER, NC 28748
(%4) ID | | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION )
PREFIX | (HACH DEFICIENGY MUST BE PREGEDED BY FULL PREFEY, (EAGH CORRECTIVE ACTION SHOLILD BE COMPLETE
TAG RIBULATORY OR LSC IDENTIFYING INFORMATION) ‘ TAG GROSS-REFERENCED TO THE APPROFRIATE DBATE
| C ‘ DEFICIENCY)
i i : i ‘ o Nﬁi&
| G174 ihued From page & 174 TQ;:,SA”\ a Lapes
| pag j AU 6&9},» Laoh
‘ oms. Have a qualified technician repair and | S‘\-‘-—@ Ghao-
he damaged soffit. Provide receipts and o

[documentation to the DHSR Construction
icin when this work 18 complete.

bservations revealed an unprotected vent
ding from the ground next to the septic tank
rear steps. It is a potential trip hazard to
ints and staff. Ha‘{/a a qualified technician

@ cover or guard over this vent. Provide

‘documentation tg the DHSR Construction

i | L e

bservations revealed that the sliding glass \Aaﬂ-e.a v \D‘“& ; <§‘M Q:’
fear the residents bedrooms has a broken , \ie "“"""F V&""'S x j
-on the bottom c:feLhe door making it difficult 10

n the door. Have a qualified technician
OF replace the door. Provide recgipts and
'documentation {o the DHSR Construction
icln when this repair is complete.

ﬁsewations revealed that the window sill in
Fight resident ba?roon:\_ i$ net painted and

d with dirt and dead:insects:- Clean and
he windowsill. - Provide the DHSR
{ruction Section with phote documentation
this repair is complete.

pservations revealed a light switch missing Y‘Lm?_ P(\M \iﬂb@\ﬂ ‘5"")

mmer knob in two| locations. Havea "
ifled technician repairor reptace the Gl {.’J"‘M

>L DHSR, Constructi‘c:n Section when this work
is corhplete.

:  patdl
‘ - e A3
15. ‘D hearvations revealed a white powder in the P“ w W

kitcheln drawers. Interview with the staff indicated .
it waslan insecticide used to kill insects. No l

: - infornpation was available on the what type of
1 » inseclicide this was and if it were safe to use
Divizsion of Health Sefvice Regulation
STATE FORM ' 5399 sHID21 . If centinuation sheat 9 of 14
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[ D
PREFIX
TALZ
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PROVIDER'S PLAN QF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSZ5-REFERENCED TO THE APFROPRIATE

1 (X8)

© COMPLETE

DATE

' C174| Conti

EFDI"JF
! kitche
docur
aboul

uncion
| near
prope
photo
Sactic

17.0
| lamp
. the si
* reside
install
prape
docur
when

1
. 18, In
i % haate
i eleme
repair
receif
Coﬁ‘s1

119.0
¥ micro
applie
This ¢
poten
verify
the el
Proyic
copie!
saft%ty

200

nued From page 4

d kitchen utensils| Thoroughly clean all

n drawers and utensils and provide
hentation o the DHSR Gonstruction Section
the insecticide that was used,

14, iCibsewatifﬂné reve%lad that there is an

ared electrical junction box in the ceiling

he hall. Have a qualified technician

fly cover the electrical junction box. Provide
documentation to the DHSR Construction

in when this is complete.

bservations revealed that there is a corded
Eitting on the vanity in the bathroom next to
ik, This poses a major shock hazard to

nts. Remove the lamp immeadiately and
lighthulk's in the vanity light to provide

¢ lighting for the residents. Provide
hentation to the DHSR Construction Section
this is removed.

the far left client Jed room the baseboard

[ 5 missing its cover exposing the heating
nt and fins. Hav{a gualified technician

or raplace the baseboard heater. Provide
ts and photo documentation to the DHSR
ruction Section when this item is cornpleted.

pservations revealed a mini fridge and a
vave oven in a client bedroom. Both

nces are plugged into the same circuit,
ould overload the circuit and create a

jal fire hazard. Have a qualified technician
that this electrical|circuit can safely handie
betrical load of the the two appliances. -

e the DHSR Construction section with

of invoices or workorders confirming the
of this electrical gircuit,

bservations revealed that there is paneling

C 174
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Division of Héz ith Service Regulation

PRINTED: Q2/17/2016
FORM APPROVED

o
SE(P‘I:IDN 0300 - THE | BUILDING

‘IO}’-‘?I* CAC 136G .0318 | OUTSIDE PREMISES
(a) : The outside grounds of new and existing
f:arq‘il; care homes shall be maintainéd in a clean
ancls hfe condition. . :

This IRule is not met as evidenced by:

1. Qb ervations revealgd an unused. window air

condiliening unit laying on the ground at the rear

of thej facility. Removeland dispose of the air
ftionet. -Provide documentation to the DHSR

Conslruction Section when this item has been *

rerﬁo“ed. \

2. C%b servations revealéd that thef pedestal used)
to support the window unit is stifl n plage and can
Ee‘ Eemergency egréss. ' Remove and dispose
of the| unused air conditiohing pedestal. Provide
phafcl documentation to the DHSR Construction
n. '

2. Ohgervations revealed that there are gas cans
and cgher combustibles being stored outsitie the
garagle uhder a residen‘t bedroom. Remaove all
comkustibles and propgriy store them: Provide
the DHSR Construction section with- photo
docuinentation when this item has been

‘ compjeted.

4

H
e_a
£

o vd sl s

STATI‘:‘MEN'I’- oF DHFICIENGIES A1 | PROVIDER/SUPFPLIER/CLIA {X2) MULTIPLE CONSTRLICTION (X3 DATE SURVEY
AND PLAN 057 CbF IRECTIOM IDENTIFICATION NUMBER; A BUILOING: D1 GCOMPLETED -
! g . .
| C
i FCL011021 B. WING 01/14/2016
HAME OF PROVIDI|R OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
| 16 OVERLOOK DRIVE
LEICESTER HEIGHTS FAMILY CARE
| A LEICESTER, NC 28748
{¥d) 1B i BUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION ‘(Xﬁ}
PREFIX I ([fAGH DEFICIENCY MUST BE PREGERED BY FULL PREFI (EAGH GORRECTIVE ACGTION SHOULE BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
- C 174 Contihued From page 10 C174 & g o
in thelfacility. Provide documentation to the “‘H’* T %ﬂ- LWolo \Q;:a._x.\g_f 5; y
DHSR Construction Section that this paneling P ae Fltd, Qo M8 AT o )
meet} a minimum of a class C flame spread . D hee e ~ho
-y : e (l,_,@)
rating If the pansling has not been treated, treat
‘ the {paEneIing with a fire retardent additive that
| megtp a minimum of a class ¢ flame spread
‘ ratingl Provide copies of the additive labels, and
rec‘ ifpts to the DHSR Construction Ssction.
| .
C 183 Outsile Premises-Clean, Safe G183
|

1l
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FRINTED: G2/17/2016

P ‘ : FORM APPROVED
Division of Hesfth Service Regulation ‘
HTATEMENT OF DEIFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(¥2) MULTIPLE CONSTRUGTION (%3) DATE BURVEY
AND PLAN OF CHRRECTION IDENTIFICATION NUMBER: A BUILDING: 01 COMPLETED

y C
: FCLO11021 B. WING 01/14/2018

h{AME QF PROVILHE

LEICESTER I"IIE

RORSUPPLIER |

IGHTS FAMILY CARE

STREET ADDRESS, CITY, STATE, ZIF CODE

16 OVERLOOK DRIVE
LEICESTER, NG 28748

(Xa) i
PREFIX
~TAG

SUMMARY STATEMENT OF DEFICIENCIES
AGH DEFICIENGY MUST BE PRECGEDED BY FULL

GULATORY OR LSC ID‘ENTIFYING INFORMATION)

{n]
PREFIX,

TAG -
DEFICIENCY)

FROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE AGTION SHOULD BE i
CROSG-REFERENCED TO THE AFPROFRIATE |

]

i (X5)

LCOMPLETE
DATE

C123

-.220¢
ia. Al
thete

Outsige Entrances/Exits

!
VA
c. b
. O

he Building
hysical Environment

tside Entrances/Exits (10 NCAG 42C
) ‘

floor levels must have at ieast two exits. If
are only two, the exits rfiust be as refhote
sach other as reaSonably possible. ™ -

least oné entrance/exit door must be a

um clear Width of three feet and another
pe & minimum clear Width of two fegt and
nchas. ST B
|least two outgid

from

b. At
mirfin
rnust!
eigllllt‘ .
c. i & entrancesfexits for the

res d[nts' floar level must be at ground level or

=

accedsible by ramp-with' & Tinch rise foreach 12,
inche of length of therramp~If there are only two
hces/exits, the-entrahces/exiis inust be.as

e frofif eath otheér agréasanably possible.
requirement for the ramiprat exits riot af

d level applies fo homes which have at least
bsident who needs personal assigtance n

g up ordown steps.y - - -
'exit door locks tiust be easily operable, by

entTa
remo:
(Tht
grolir
oner
gettir
d. Al

: withopt keys.
i 2. All entrances/exit m
i obstr

a sqng‘le hand motion, from the inside at all imes

st be free of ali

uctions or impediments fo allow for full

it use in case of fire or other emergency.
steps, porches, stoops and ramps must be
led with handrails and guardrails.

Rule is not met as evidenced by:
l:Lsewations revealed that the back porch

1q into the staff qqqrters does fiot have
ails around the porch. “HEVE a qualified
ician install haridrails-on-the back porch.
e copies of invoices and photo
mentation to the DHSR Construction Section

1.
leadil
hand
techr
Pravi
docu

this item is complete.
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PRINTELD: 02/17/2016

- | _ FORM APFROVED
~ Divigion of Heelth Service Regulation
STATEMENT OF DEIFICIENCIES {(%1] PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTHIN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETER
A, BUILDING: 01
C
FCLO11021 B. WiNG 01/14/2016

NAME COF PROVIDE

IJEICESTER HE

R OR SUPPLIER

GHTS FAMILY CARE

STREET ADDRESS, CITY, STATE, ZIP CODE

16 OVERLOOK DRIVE
LEICESTER, NG 28748

[xa1p |
iF‘REFIX
PTG |

| SUMMARY STATEMENT OF DEFICIENCIES
{HACH DEFICIENCY MUST EE PRECEDED BY FULL
REGULATORY OR LG IETENTIFYING INFORMATION)

L
PREFIX
TAG

: FPROVIDER'S PLAN OF CORRECTIGN
{EACH CORRECTIVE ACTION SHOULD BE
CROSS5-REFERENCED TD THE APPROPRIATE

DEFICIENCY)

(%)
COMPLETE
DATE

v G123

e

Contihued From page 42

2. Otfservations reveahlfd that the ramp leading
into the rear of the facility does not have hand
rail? ttn the left side of the ramp. Also the ramp
does not meet the 1 inch rise to every 12 inches
of rarhp requirement. Have a qualified
tachriician obtain a reqyired permits and install a

' ramplthat meets the requirernents of this rule. Per
o fhela

bove referenced rlile the facility has no
imbulatory residents so the ramp is not
fed , however if the ramp is present it must .
meetithe above reguirements, or you can remove
theﬁrf ar ramp and install stairs with handrails that
meetiall huilding code requirements. Frovide the
DHSR Constructiorr Section with copies of all
permits and approvals pertaining to this repair.
r ‘

Fir% ‘bafety-Smoke.-Heat Detectors
IY. F Tihe Building
E. Fhre Safety Requirement (10 NCAC 42C
_zzgr: )

. iTlhe home st pro

non-i
req’pi

ide automatic, single

| sta{ic n U.L. listed smaoke. (ionization) detectars-in

locations as dete:rminF-;B by the Division of Facility

Servies and ULL. listed heat détectors in the attic
and fpasement: Tgf:é tdtectors must be directly
¢ ' ‘

wire( to the housé-curment;

iF .

L
Th}_s ule is not met as evidenced by:
Observations revealed that the heat detectors in
the eftic and crawl space are connected to a
sys;.ti m that is no longer in use. - Obtain the
requled permits from the logal building official
and lhave a qualified technician install U.L. Listed
heat detectors that have a designated sounding
devite in the resident living area. Provide copies
of .:aII permits and approvals to the DHSR

i Y
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"

PRINTED: 02/17/2016

‘ co FORM AFFROVED
Division of Beaith Service Requlation
STATEMENT OF DEFICIENGIES {%1)| PROVIDER/SUPPLIER/CLIA {%2) MULTIFLE COMSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; ) COMPLETED
. A BUILDING: 01
C
: FCLO11021 B. WING 01/14/2016
WAME OF PROVle R OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
l 16 OVERLOOK DRIVE
LEICESTER HE|GHTS FAMILY CALE
‘ ! LEICESTER, NC 28748
(%4) ID i | SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN (OF GORREGTION {X5)
PREFIX (EiAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REIGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: | DEFICIENCY)
C 134 | Corttitlued From page 13 G134

Construction section wh

en this is complete.

Contect the DHMSR Construction section for an
inspattion of the completed heat detectors when
the installation is complete.
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