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Initial Comments
Report by Rick Benton

A biennial follow-up survey was conducted on
June 9, 2016 from 11:15am to 12:15pm at the
above referenced facility. Several listed
deficiencies remain from the Biennial survey
conducted on February 19, 2016. The remaining
deficiencies will require another Plan of
Correction. They are as follows:

Building Equipment Maintained Safe, Operating

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:

1) During the survey of the Kitchen, the following
deficiencies were observed:

a) The finished floor was damaged and it
appeared to be spongy between the kitchen
counter and inner wall.

c) There was a throw rug covering a damaged
section of the floor. Throw rugs are prohibited in
family care homes.

*RB 6/9/16 - These deficiencies remain
uncorrected. Arrange for someone to remove the
throw rug. Contact a qualified technician to make
the necessary repairs. Provide to our office all
supporting documents that will verify the
completed work.

2) During the survey of the bedrooms, the
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following deficiency was observed:

a) There was no globe in the light fixture in
bedroom 1.

*RB 6/9/16 - This deficiency remains uncorrected.
Arrange for someone to make the necessary
installation. Provide to our office all supporting
documents that will verify the completed work.

3) During the survey of the living room/dining
room/staff area, the following deficiencies were
observed:

e) There was no exit sign installed above the
rear exit door.

*RB 6/9/16 - This deficiency remains uncorrected.
Arrange for someone to install the exit sign at the
rear exit. Provide to our office all supporting
documents that will verify the completed work.

4) During the survey of the main hallway, the
following deficiencies were observed:

a) The return air filter was extremely dirty.

b) The return air filter grill was damaged and
would not properly close.

*RB 6/9/16 - These deficiencies remain
uncorrected. Contact a qualified technician to
make the necessary repairs. Provide to our office
all supporting documents that will verify the
completed work.

5) During the survey of the bathroom 1, the
following deficiencies were observed:

c) The floor appears to be slightly damaged
around the entrance door frame.

*RB 6/9/16 - This deficiency remains uncorrected.
Contact a qualified technician to make the
necessary repairs. Provide to our office all
supporting documents that will verify the
completed work.

6) During the survey of the bathroom 2, the
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following deficiencies were observed:

a) The floor appears to be slightly damaged
around the entrance door frame.

b) There was no globe on the light fixture in
bathroom 2.

*RB 6/9/16 - These deficiencies remain
uncorrected. Contact a qualified technician to
make the necessary repairs. Provide to our office
all supporting documents that will verify the
completed work.

8) During the survey of the rear of the home, the
following deficiencies were observed:

a) The dryer backdraft was not secured to the
building and appeared to have a significant
amount of lint between the flaps.

b) The siding at the roofline appeared to be
slightly damaged.

d) The downspout was not attached to a gutter.
e) A section of the rear gutter was missing which
left the fascia board exposed.

f) The steel crawl space door to the right of the
patio was not secured and was held in place by
what appeared to be a section of metal.

*RB 6/9/16 - This deficiency remains uncorrected.
Contact a qualified technician to make the
necessary repairs. Provide to our office all
supporting documents that will verify the
completed work.
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