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D 000 Initial Comments D 000
The Adult Care Licensure Section conducted an . D O 3 L;

Annuzl and follow up survey on 6/23/15 and

6124115, Do ﬁaﬂta‘i'/ S %@M

D 034 10ANCAGC 13F .0302 (f) Design And D 034 115 — 0
. Construetion Lot \i:: ) ) : %
‘ faps allpchet .

10A NCAC 13F .0302 Design And Construction

{f) The facility shall have current sanitation and D P’Lﬂzlf-é'»vt - M AAMLLAGNY Lot :
fire and building safety inspection reporis which - , _ b
shalt be maintained in the home and available for Pu,;t, MAY\M\,D@JA—J NG &ahwim :
review '

‘ | o ool wespreti O i
: This Rule is not met as evidenced by:

: ‘ ook
Based on interview and observation, the facllity Ao W . Qdﬁf\uum

failed to assure a current fire inspection report -_— i caed | TNaragds
was maintained in the facility at all times. A e thook wsti g :

. ' , PN
The finding is: Jo s Gex sii RM hain C i
Interview on 8/23/16 at 10:30am with the o ‘
Resident Care Coordinator revealed there was no P‘Lﬂ' ‘

current fire inspection report for the facility inthe | - W e DY TR
bullding. D etz - )

Telephene interview on 6/23/15 at 10:45am with
* the Adminisirator revealed:

-He had paid the fire ingpection fee on March 30,
20185,

-The fire inspector had not baen to the building to
do the inspection.

-He had net called the fire inspector to see why
the inspeciion had not been done.

Observation an 6/23/15 of fire inspection related

documentation provided by the facility revealed:
-A canceled check from the facility to the local fire
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Continued From page 1

inspection department dated 3/30/15.

-A paid receipt to the facility from the local county
fire inspection department dated 3/30/15 for fire
inspection.

Telephone interview on 6/24/15 at 10:00am with
the local County Fire Inspector revealed:

“The facllity did pay the permit fee on 3/30/15 for
the Inspection 1o be done.

-His supervisor was going to-have fo do the
inspection because he did not have a ceriification
 to inspect residential facilifies.

-He did not know why the inspaciion had not been

his supervisor complefe the survey.
~The last fire inspection, he had on file, was
completed at the Tacility was on June 6, 2010 with

| no deficlencies,
| -Thix Tacility had not paid for or scheduled a fire
.1 Inspection since June 2010,

| -Itis the responsibility of the facilily to notify the

caunty to arrange a fire inspecion.

Raview of a fire inspection report, provided by the
facliity, from a local fire and safely company
revealed the fire extinguishers in the bullding had
been nspected on April 17, 2015, and was noled
fo have been in working order.

10ANCAG 13F .0305 (d) Physical Environment
10A NCAC 13F 0305Physleal Environment

(d) Thé requirements for the bedroom are:

{1) The number of resident beds set up shall not
excead the licensed capacity of the facility;

(2) There shall be bedrooms sufficient in number
and slze to meet the individual needs accarding

| to age and sex of the residents, any live-in staff

completed yet, but he would check on & and have.
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D 049 Gontinued From page 2 D 049 D 44 i g
and other persons living in the home. Residents .
shall not share badrooms with staff or other YT
live-In nor-residents; (7’10 D W"‘i’ Mave &t
{3) Only rooms authorized as bedrooms shall be
used for residents’ bedrooms; Mb a,ﬂ.uuj Girpe AN ~+p
{4} Bedrooms shall be located o1 an cutside wall sl .
and off a corridor. A room where access is AHErelo LLMM"‘Q)
through a bathroom, kitchen, or another bedroom ‘ ‘
shall not be approved for a resident's bedroom; do Aot Y =/ WW P
(8} There shall be a minimum area of 100 - § i
square feet excluding vestibule, closet or ; gl ook = !
wardrobe space in rooms occupied by one . i .
person and a minimum area of 80 square feat per W—d-l-/é 0 Anotnes wa’
bed, excluding vestibule, cloget or wardrobe H
space, in rooms occupied by two people; (D )
{8) The total number of residents assigned to a ' } 5 / el :
bedroom shall not excead the number authorized D 7 W NETES [
for that particular bedroom; 1

(7) Abedroom may not be occupied by more
than two residents.

(8} Resident bedrooms shall be designed to
accommaodate all required furnishings;

{8) Each resident bedroom shali be ventilated
with one or mora windows which are maintained ;
operable and wel lghted. The window area shall
be equivalent to af [east elght percent of the floor ' '
space and be provided with insect screans. The -
window opening may be restricted fo a six-nch :
opening to inhibit resident elopement or sulcides.
The windows shall bs low ehough to see

| outdoors from the bed and chair, with a maximum
36 inch sill height; and

{10)Bedroom closets or wardrobes shall be large
enough to provide each resident with a minimum
of 48 cubic feet of clothing storage space
(approximately two feet deep by three feet wide
by eight feet high) of which at least ane-half shall
be for hanging clothes with an ad]ustabie height
hanging bar.
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This Rule is not met as evidenced by;

Based on observation and Interview, the facility
failed to assure that 10 of 10 rasident room
windows were maintained in operable condition.

The ﬁndihgs are;

Obsearvation during the initiz! tour of the facility on
6/23/15 between 2:00am and 11:00am revealed
the windows in all of the resident roams in the
facility would not open.

Further ahservation revealed screws in the
windows preventing them from opening.

Telephone interview on 6/23/15 at 11:15am with
the Administrator revealed:

-There were residents in the facility whe would
open the wirows and get out of the building if
the windows were opened.

~He thought since the huilding was secured the
windows did not have to open.

-He was unsure of how long the windows had
been screwed shut, but it had been "a while",
-There was a resident in the building who would
leave if the windows ware opan.

-He had spoken with someone from State
Construction and would have the malnlenance
staff correct the problem.

Interview on 6/23/15 at 11:35am with the
Maintenance Staff revealed:

-He had been working at the facility for about a
year,

~He was unaware of the windows being screwed
shut.

-He had just been toid by the Administrator that
he needed 1o fix the windows.

Division of Health Service Regulation
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D 048 | Continued From page 4 D049
interview on 6/24/15 at 11:45am with the
Resident Care Coardinator revealed:
~There were residents in the building that would
leave if they could.
~She did not know why the windows were
screwed shut, )
-She deferred to question to the Administrator,
D 074 10A NCAC 13F .0306(2)(1) Housekeeping And D074 D o7 L”

Furnishings

1OANCAC 13F .0306 Housekeeping And

Furnishings

(a) Adult care homes shall;

(1} have walls, ceilings, and floors or floar
caverings kept clean and in good repair;

This Rule is not met as evidenced by:

Based on chservations and interviews, the facility
falled to maintain fioor coverings in good repair in
2 of 10 resident rooms {Room 103 and Room 106
hathroom floor), and the common bathroom on
the woman's hail.

The findings are

Observation on 8/23/15 at 8:15am of Resident
Room 103 revesled: .

-Room 103 contained 3 beds and 3 residents
resided in Room 103.

-Roum 103 contained 1 sink next to the entry
door to & shared bathroom.

-A 4 foot by 2 foot sectlon of lamiinate fleoring in
front of the sink was bulging and separating.
-The raised laminate could have created a trip
hazard,

Interview on 6/23/15 at 9:15am with the residents

It
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residing in room 103 revealsd:

-They had not noticed the fioor was damaged.
-Nane of them had ever tripped on the floor.
-Someone did come and fix the floer in the rcom
"abaut six months agoe", but was unsure of what
the problem was.

-The sirk had leaked In the past and was
repaired by the Maintenance Staff,

Continued tour of the facility on 6/23/1% from
8:00am to 11:00am revealed:

~The shared bathroom in Room 106 had a dark
brown area around the base of the commode
where the surface of the tile had worn away.
-Ne dirt was observed arcund the base of tha
toilet.

Further observation on 6/23/15 between 9:00am
te 11:00am of the women's cormmeon bathroom
revealed:

-The floor tiles In the showsar near the drain were

- broken and some were missing, did nol present a

trip hazard.

-The floor at the back of the shower was
separating from the wall with about a 1 inch gap.
-There was approximately & 1 foot by 8 fool
section of ceiling tile that had been water stained,
but was currently dry.

-The tile floor around the toilet had a sunken area
of approximately 2 feet by 2 feet which had
separated from the back wall exposing a 2 nch
gap.

Telephone interview on 6/23/15 at 10:45am with
tha Administrator revealed:

-The floor in room 103 had been repaired
approximately six months agoe from the last
survey.

~There had been a leak in the adjolmng bathroom
that came under the floaring and caused the

POIY wk
éf) (rvect: QJM/ Aok

Gotes Azmpuesd ‘513

Dese Bz DO HMeadenzy 4l

ot} 2 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION )
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D 074 Continued From page 6 . D074 D o7 L}_ Qi’\k‘:‘t’j :
flogring fo raise up. r
-He will have the Maintenance Staff bring some o ;
floaring from another facility and repair it. JD &jwe T .
~He was aware of some things in the building that — : Q hoA oo :
needed repairing and funding was partially the ™ WEJ/ QWV’\\-' é’“ d
issue. . - .
. |-He had o assure the things more emergent N %’L,E:‘R.E/vu / TADDamg ?_{uz’b
were repaired first. . _ {9.0_) o
. Db Lot J\Q,Pimk
Interview on 6/23/15 at 11:10am with the Hlas

Resident Care Coordinator (RCC) revesaled: i . at ,
-She had not noticed the floor in room 103 being Ji,e, { %ﬁVP’ Tpio Wrse i
damaged. - F

-She was not awars the women's common (ke [,O—Eﬂ-ﬁ/ ia"'-’" }"-ﬂﬁbéﬁ-u.&oé-{

bathroom floor was damaged.

: o o o Gae |
Interview on 6/23/15 at 12:10pm with the
Maintenance Staff revealed: ‘ ' - e ApAaduid. QL adl
-He had been working at the facllity for abaut a L/ ﬂ‘-&/ ~

year,

-He had repaired the floor in Raem 103 about 4 to
5 months ago.

-There had been a leak in tha bathroom which
caused the subflooring to buckle up.,

-He had not been made aware of the problem In
the floor In Roam 103.

Interview on 8/23/15 at 1:30 pm with the facility
housekeeper revealed:

-5he had only baen working at tha facility full time
for about 8 month,

. -She was having to mop up water in front of the
sink where a resident n the room kept the floor In
frant of the sink wet.

-If she ever noticed any problems she would let
the RCC know and they would be repaired.

. ‘ ¢ ) ﬁ‘)’@t 2k el
D076 10ANCAG 13F .0306(a)(3) HousekeepingAnd | Dore | ulap o Mo j o~ Lt
Furnighings c \LJ&/ 7+

M&q .,u.zp-s\i'/ :
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10A NCAC 13F .0306 Housekeeping And
Furnishings

(a) Adult care homes shall:

{3) have furmifure clean and in good repair,
This Rule shall apply fo new and existing
facilities.

This Rule is not met as evidencad by;

Based on observations and Interviews, the facility
falled to assure 6 of 10 resident rcoms had
fumniture in good repair (Rooms 102, 103, 104,
106, 107 and 108). .

The ﬁrjtdings are;

Observation of resident rooms 102, 103, 104,
106, 107 and 108 on 6/23/15 from 9:00am to
11:00am reveated:

~Five of the ten resident rooms coniained
nightstands and dressers with missing knobs and
handles Tor opening and closing drawers.

-Room 107 had two nightstands wiih one missing
two drawers, and one missing one drawer.
-Reoom 102 had a nightstand with cne missing
drawer, and one broken drawer,

-Room 102 had a missing closet door, -

-Room 108 had a dresser missing knobs,

~Room 106 had a nightstand missing knobs from

-the botiom drawer.

-Rpom 104 had a nightstand with a missing
drawer and the other drawer with no knobs.
-Room 104 had a dresser with no knobs.
-Roorm 108 had a nighistand with a broken
drawer laying on the top.

-Room 103 had a nighistand with no drawer,

Canfidential interviews with two staff revealed;
=The residents are "rough" on the fumiture in their
rooms.

PR . RN :

; A._ h'. >, M{uu‘gﬂ/
Mm&s des, and| | ‘.
Dete (et

23— 15 '
Do |
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-They had tald the Resident Care Coordinator vy J
4 o
about the broken furniture. and- W C}VLEM
-The residents don't tell the staff about the broken ‘(,uw MML
furniture. vUJLUV
| Interview on 6/2315 at 11:15am with the p Mu g
Maintenance Staff revealed: Cga W : R AN
-He did not know the nightstands were missing . éh Loy
pulls. u@ﬂﬂ&/ VLo ﬁ ]
-He would rearrange the pulls on the nightstands
.to have one sat on each drawer. &@,\Q &ﬁ_; Uvu.ﬁbtﬁs) d -
-He had jus! finished repalring the top of the - ‘ o
nightstands. wNuJUf Aiig.. arérs
Observation on 6/23/15 between 9:00am and . g, F e ffanr CiAL
11:00am revealed the nightstands and dressers !(/w{"“‘"
in the resident rocoms had repaired tops. % dﬁ M‘"‘J
Interview on 8/23/15 at 10:45am with the M M
Adniinistrator revealed: Cb\{’ﬂ IS R 2 g ! ML
-The residents "tear up the nightstands and - ‘ A
| dressers." : 2 | Qe PJ')_UL‘ 1
-The nightstands are on a list of things to get
done. o o1 J LA
-The nightstands are not at the top of the list, U-E—’Di‘) %
. ~He had never had any residents complaln about oy . .
| the: drawets not having handles. /‘m___’j ENJ/{’“—} . m Mtﬂﬁ’&/t_/
D 079) 10ANCAC 13F 0306(2)(5) Housekeepingand | D079 | s, ¢ po./ A pE ey “S
Furnishings -
10A NCAC 13F .0306 Housekeeping and
Furnishings
{a) Adult care homes shall
{5) be maintained in an uncluttered, clean and
ordarly manner, free of all obstructions and
hazards;
This Rule shall apply to new and existing
| facilities.
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This Rule Is not met as evidenced by:

TYPE B VIOLATION

Based on observations and interviews, the facility

-was not maintained in & hazard free environment

related to the numerous flies in the facliity.
The findings are:

Chbservation on 6/23/15 between 9:00am and
11:00am of the resident rooms revealed:
-Room 101 had 20 plus flies on the floor, walls
and celling.

~Room 102 had muttiple fies on the ﬂoor wallg,
ceiling and resident beds. -

~Room 103 had 25 plus flies on the floor, walls,
cellings and resident bads.

-Room 104 had multiple flies on the ﬂocr, and
flying areund.,

-Room 106 had multiple flies on tha floor and
walls.

-Room 107 had 15 plus fiies on floor, walls,
cailings and resident bed.

Continued observation on §/23/15 between
9:00am and 11:00am of the dining room and
kitchen revealed the absenca of flies.

Observation of the door leading into a fenced in
smoking area revealsd:

~The door was on an automatic opening sw1tch
that was activated by a button on the wall.

~The door stayed open approximately 3¢
seconds.

-Several residents were observed holding the
door open.

~The door was located close to the dining room.
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Obsarvation of the activity room on 6/23/15 and
6/24/15 where the surveyors were working
revealed:

-Multiple flies in the area.

-A manual door leading into the fenced in
smoking area. .

-A resident holding the door open for
approximately 1 minute.

Interview with residents who resided in Room 103
revealed: .

| <The flies are always real bad.

~Sometimes the flies are worse than they are
now. .
-They don't ever have food, or drink in the room.

1.-The housekeeper always does a good job of

cleaning the room.

~There Is a dairy farm and chicken houses close
by that brings the fies hers.

-They don't know what could be done fo stop the
flies.

-Someone cames onece a morth to spray for the
fiies, but it does not hely,

1 Interview on 6/23/15 at 10:30am with the

Administrator revealed;
-This building had always had problems with the

| flies.
{ He did have an exterminator come monthly

during the summer and spray the autside and
doorways.

-He did not really know what else couid be done
about the flies.

| Interview on 6/23/15 at 2:40pm with the Resident

Care Coordlnator revealed:
-This time of year the flies are always bad.

| -It does not seem like they are as bad now as in

the past.
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-There is & company that comes and sprays
around the ouiside and doorways once per
month. , ‘

-There is a dairy farm next door, and the files
have always been a problem.

-She was unsure of what could be done to stop
the flies.

Confidential interviews with 3 staff revealed;

“-The flies are always bad in the summer.

“They feel like it s because of the dairy farm next
door,

' “The facility is always kept clean.

-Residents are not allowed food or drink in their
rooms because of flias,

~They don't know what could be done about the
flies.

-On occasion there are flies In the dining room,
but not often.

Confidential interviews with 4 residents revealed:
~The flies-are a bother, :
-Sometimes they get awolen by flies "buzzing”
around their heads.

~They wished there was something that could be
done to get rid of the flies.

-Some residents who smoke hoid the docr to the
smoking area open and let the flies in.
-Sometimes they have to "swish” the flies away
fraom their food.

-The flies get worse as the day goes on.

Iiterview on 6/24/15 at 10:40am with the
housekeeper revealed:

<$he clears the rooms daity.

-She had noticed the flies getting worse as the
sumier comes.

-She mops the floors, dusts, and cleans the
hathrooms.

A, BULLDING:
HALO52018 B. WiNG 06/24/2015
NAME OF PROVIDER GR SUPPLIER STREET ADDﬁESS, CiTY, STATE, ZIP CODE -
: 1687 DAIRY ROAD
LL HOUSE
MCDOWE NEBO, NC 258761
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O 079
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Continued From page 12

Observation of the facilily betwesn 6/23/15 at
9:00am and 6/24/15 at 12:30pm revealed:

-The facllity was absent of odors.

~The floors were clean.

-The walls, ceilings and fans were dust free.

-The residents were clean and odor free.

~The bathrooms were clean and odor fres.

-The kitchen and dining room was clean and cdor
free.

Review of the facilily's current sanitation rating
dated Oclober 9, 2014 revealsd a score of 93%,
and no documentation of flies or other vermin.

Further review of the fadility’s current sanitafion

"1 rafing dated June 2014 revealed a score of 98%,

and docurmnented the need fo continue working on
eliminating flies.

An altempt to contact the sxterminator on 6/23/15
and 6/24/15 was unsuccessiul.

The facility provided the following plan of
protection an 6/23/15;

=The Tacilty will place fly strips in the resident
tooms and throughout the facility.

-The facility will have the exterminator come back

out and spray for flies.
~The facility will check on the feasibility of
installing fly curtains.

| THE CORRECTION DATE FOR THE TYPE B

VIOLATION IS AUGUST 8, 2015,

10A NCAC 13F .0306(a)(6) Housekeeping And
Furnishings :

Do7e

D 080
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10A NCAC 13F .0306 Housekeeping And
Furnishings

{a) Aduit care hames shall

{6} have a supply of bath soap, clean towels,
washcloths, sheets, pillow cases, blankets, and
additional coverings adequate for resident use on
hand at all times;

This Rule shall apply to new and existing
facilities. -

This Rule is not met as evidencad by:
Based on observation and interview, the facility

| falled to assure residenis in the facility had

access v svap to wash their hands.
The findings are:

Ohservation of all occupled Resident Rooms on
6/23/15 and 6/24/15 revaaled;

~There was no hand seap available for residents
to utilize for handwashing.

Al of the liquid soap dispensers, in all cccupied
resident rooms, were empty.

Observation of the two common bath and shower
rooms in the facility on 6/23/15 and 6/24/15
revealed:

-There was no hand scap available Tor resident
use.

-All iquid soap dispensers were empty,

Observation of the facliity on 6/23/15 and 6/24/16
revealed;

-The only liquid hand soap available was jocated
in the facility's medieation room, kiichen, and staff
battrooms.

~These areas are locked and unavailable for
regident use.

Confidential interviews with two residents on
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6/23/16 revealed: 1.

-"Wa have never had scap in our roems or the M‘v\gﬁm aLL . '

shower room". ;

"We just wash with water", At o 4—D Lﬂ\a/l\_b’ DAite

"l would like to wash my hands”.

-Residents are not offered hand sanitizer as an W W &UZ;L,{;O—&MJ‘Q

alternative to hand soap.

. interview with the housekeeper on 6/23/15 at W e ) 30 2 !
12:20pm revealed: :

~The facility does not use the liquid soap
dispensers that are located in the resident rooms

or common bath areas. D q / a/

~"We just use soap bottie containers like the ohes

in the staff bathrooms". .
-The housekeeper was unaware that there was C;JD M . :ﬁ‘c‘—a QJ’L"M

no hand soap [n any of the resident rooms or the

two common bath and showsr rooms. M @Fﬂ.w d.u}-wea)
Interview on B/24/15 at 11:15am with the . . Rﬂ,‘.ﬁ-‘d T
Resident Care Coordinator revealed: @mﬁ"i’

-There are some residents that would try and
drink the liquid soap i it were In the dispensers in

their rooms. M Yoo de & «:JR
| -In'the past we did have liquid soap in the -
dispensers, but residents would take it and spill it e 1 M el e

on the floor and create a slick floor. .
-8he said that when staff took residents to the - i
rest room they would assure the residents W 1o ‘“ﬁw Es
washed thelr hands. s ‘m ‘

P812) G.8. 131D-21(2) Declaration of Residents' Rights | D912 W @) <[;/ /5 @A

| G.8. 131D-21 Declaration of Residents’' Rights i
| Every resident shall have the following rights: 6’/ g/ 15

2. To receive care and services which are 9{) @ Wﬁ ‘_ Mf.) @WGE/WL) ’LL) :

adequats, appropriate, and in compliance with
| relevant federal and state laws and rules and ,—-—-'—“"" [T P, :
regulations, : f?\ G % feﬁ cé«{‘ lL{’«lQ’ C")”\d# é
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This Rule s not met as avidenced by:

Based on observation and interview, the facility
failed to assure every resident had the tight to
receive care and sarvices which are adequate,
appropriate, and in compliance with rules and
regulations as related to flies in the facility.

The findings are:

A.Based on observations and interviews, the
facility was not maintained in a hazard free
environment related {o the numerous flies in the
facifity. [Refer to Tag 0079 10ANCAC 13F
.0306(a}5) {Type B Viclation}].
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Name of Business; McDowell House 5 Date: July2,2015
! :
Address: 16]87 Dairy Rd, Nebo 3
Phone # (828) 652-5458 P
. Owner: Pairick Barlow | .
. !

Contact Person;  Linda Edwards

Occupancy Group: -2

Number Stony's: 1

InSpection Scheduled; Ehch Year '

Sprisklercd Building: Y
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FIRE AND BUILDING SAFETY INSPECTIQN REPORT
 NORTH GAROLNA EIVISION OF SOCIAL SERVICES
. 1 i *

!'
i

INSTITLTIONAY BULLNG . Fgfga{f”‘m

FOR: L] CHILD CARING It STITUTION S MATERPHYHQ&?E Oreme FORPHEAGED et

NAME OF FACLTY: ____ McUowell F guse | ounisTRATOR:, Flalrick Barlow

STREET spprEss: 1687 Daly Rd . : l
' eov._ MNebo smef NC : Fa BN T1257’3‘1 PHONE: (3281 £ 31;5455

TYPE OF PGPULATIONHJMHTTED:_,TW. ged .. : : ; AGE RANGE OF POPULATION: ,_3@%5 .

TYPE OF congTRUCTION: __ Brick Frame . ' NUMBER QF STORIES: 1. :

TYPE OF HEATING $Y$TEM: ____ Heat, Pumps : | LocATIoN Atic . "

NUMBER OF Ui APPROVED FIRE E)CFJNJGUS R4 e § PROPERLY LOCATED: E:]/‘;Es [TNG  PROPERLY MAINTANED: E";'ES Cing

PROPER TYPE FIRE EXTANGUISHERG.# B8 [ NO Pgﬂsi;:-m,é;rmu,w%wmqqsi_a a@ (150 : : :
s SMOKEDETECTION SYSTEM: PIYES ([T HoO bt APPROVED: E{{ps ijai I MANTENANSE CONTRAGT: [ YES .

KANUAL FIRE ALARM: CiNo|  Tyee:__ Pyl siation : ‘ i IN WORKING OROER E?E? C]Nc : A

EVACUATION PLAN POSTED: 1968 [1180 FIRE ORILLS: m'éa CINo : % H;QWQFTEN:_W?W :,SA{ pra

NUKIBER OF APFROVED TYRE FIRE ESCAF ES: 4 :=chen;§uem:qf z’vg FING sﬁmmzasmjm | vssé Ira¥ e

FIRE RATING OF WALLS AND PARTITIONS: __[#en.8 CEAIS; ’,Lféii.s____,_;;m_* FURNACE ROOM WALLS AT cELNGS: 0. |

INTERIOR STARWELLS NCLOSED: (I YEs Fho N/A lrt?m;zsswmeczun B@i jm ]t ‘ i :

DOORS UNLOGKED AND READILY OPENAE L€ FROM INSIDE: (B(YES [INO. (UL, ENERGENCY LIGHTING IN CORRDORS: [@IFER [INo -

TYPE OF EQUIPMENT PROVIDED FOR EME RGENCY FOWER: - CONDITION, ' :

CONDITION OF BASEMENT: N/A j . LSE; r:\I!A _

CONDITION OF ATTIC: Good o | : ue,_aAlA
o CONDITIONOF BULDING: [ SATSFAGTCRY LIUNSATISFACTORY ;- : : _ f

HEATING ' ELECTRICAL S E

Hocrman Eoamiitn | || e & sl R :

S N N -1

E Mpdhigeate EXLLiohY [ storaga of and Gardsn Tragor

Smaking of Rogidants

g

LOGATION OF HAZARDS Foun: D €v e A /P e

T
i

REQUIREMENTS 10 CORREGT ABOVE ANT PROVIDE ADEQUATE SAFETY, ,_;,S'c'c:'; o3 ey ol "‘g{ i
INSPECTOR: _ﬁ__agv 2. P e | MeDowel)| County Fire Inspegtar :
Anprese: 60 East Court St Marian NG 28752 ) iDATE OFlf“sPEGTEGN ‘ I Yier

. : X '

1
T FRE INsPECTION VAL UNTL @R e (26, 9 o asE !
g o 7. o

' i

]

DSS-1514 (Rev. 11508) ' ;




Fire & Safety Code
Quiside i _
1. Repair the steps leading out from the activityroom

Guest res ' room : ;
-2.Replace or repair ground fait outlet,

Kitchen |
3. Type! ventilation hood tq be cleaneq each and every 6 mariths to
rempre grease accmnuiaﬂi&ns, Written records shall be maintained

of the hood cleaning. Alsaihave|the i},ervice person attachithe old ;

Fire| 1 nks that are removed with thejinspection card at the pull |

statio 1. |
Other :
4. Comp istible storage in sto
inches of ceiling

ey

age rooms not permitted with ini24

2

Testing of Fire Alarm :
The Fire |Alarm was tested with/all the door magnetic locking devises |
releasir:g on activation, doo N also release with activation af Bxit -
button .1t the door. Aﬂ magnetic leckljg devises released dn|loss of

POWeL.

Thank You |

McDowell County Kixe Inspe tir.'ns

Gerald Silvemﬁ —_— i NG f
1D# 8317 o ? :
Certification # 19302

7|
W. Oren Benfield 69 ) il
iD# 15894 1 ::
Certification # 19414
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