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DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF HEALTH SERVICE REGULATION

ROY COOPER MANDY COHEN, MD, MPH
GOVERNOR ) SECRETARY
MARK PAYNE
DIRECTOR
SECOND NOTICE
Febtuary 7, 2018
Charles Bradshaw
6659 Private School Road

Oxford, NC 27565

RE: Heritage Meadows Long Term Care Facility - HA Biennial Construction Survey
6659 Private School Road
Oxford Granville County
FID #940532  Hal039001

Dear Mr. Bradshaw:

The Division of Health Service Regulation (DHSR) - Construction Section conducted a Biennial Survey of your
facility on 11/08/2017. As a result of this survey, deficiencies were cited which required an acceptable Plan of
Cotrection that was to be returned to our office by 12/01/2017.

On 12/20/2017 and 02/06/2018, Suzanna Fay, a DHSR-Construction Surveyor, spoke with Charles Bradshaw
regarding the Plan of Correction that has not been returned to DHSR-Construction Section.

CONSTRUCTION SECTION
WWW . NCDHHS. GOV + WWW.NCDHHS.GOV/DHSR
TEL 919-855-3893 « FAX 919-733-6592
LOCATION: WILLJAMS BUILDING, 1800 UMSTEAD DRIVE « RAT EIGH, NC 27603
MAILING ADDRESS: 2705 MAIL SERVICE CENTER. + RALEIGH, NC 27699-2705
AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



03-06-"18 10:03 FROM-

Diviston of Health Service Requlation

9196333 743

T-634  POOOL/0012 F-933

PRINTED: 02/07/2018
FORM APPROVED

STATEMENT OF DEFICIENGIES
AND PLAN OF CORREGTION

HAL029001

(1) PROVIDER/SUPRLIER/CLIA
|IDENTIFICATION NUMBER:

B. WING

(X2} MULTIFLE CONSTRUCTION
A, BUILDING: 01

(¥3) DATE SURVEY
COMPLETED

11/08/2017
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES

PREFIX

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LAC IDENTIFYING INFORMATI(ORN)

Iz
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {X5)
{EATH CORRECTIVE AGTION SHOULD BE GOMPLETE

CROS3-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

C 009 Initial Comments

2017.

Eighty (80} Beds. Based on the above

More Beds; and the 1978 North Carofina
Building Code Section 409.1- Group 1.

C 101
SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .03
PHYSICAL PLANT REQUIREMENTS

care home shall be applied as follows:

facilities shall meet licensure and code
change in service or bed count, addition,

the requirements for any licensed facility

"Minimum and Desirad Standards and

Health Service Regulation at no cost;

This Rule is not met as evidenced by:

Report of a Construction Section Biennial Survey
by Suzanna Fay conducted on November 08,

Records indicate that the building was originally
constructed as a school and was first licensed as
a Home for the Aged on or about July 1, 1981 for
information, the facility is required to mest the
1977 Homes for the Aged and infirm Minimum

and Desired Standards; the applicable portions of
the 2005 Rules for Adult Care Homes of Seven or

Existing Licensed Fac- No less than '71 Rules

APPLICATICN OF
The physical plant requirements for each adult

{2) Except where otherwise specified, existing
licensed facilities or portions of existing licensed

requirements in effect at the time of construction,
renovation, or alteration; however in no case shall

ne addition or renovation has been made, be tess
than those requirements found in the 1971

Regulations" for "Homas for the Aged and Infirm",
copies of which are available at the Division of

1. Based on observations, the facility has failed

C 000

State

¢ 101

where

Convleted

Division of Health Service Regulation

LABORATORY D R'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE

s,

—/6 ,éu'&( $losnr

(X6) DATE

2-28-26lY

TITLE

A X
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BEYG

55502
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TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
C 197| Continued From page 11 C 197
¢ 197| General Lighting ¢ 197 C@w@m‘\.\/
SECTION .0300 - PHYSICAL PLANT WJ/W
T0ANCAC 13F .0311  OTHER \ o
REQUIREMENTS z/
{f) In addition to the required emergency lighting,
minimum lighting shall be as follows:
{1} 30 foot-candle power for reading,;
(2) 10 foot-candle power for general lighting; and
(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (&)
which shall not apply to existing facilities.
This Rule is not met as evidenced by
1. Observations revealed that the facility did not
provide the minimum lighting required.
Findings on November 8, 2017: “ V4
a. Room 17 - 3 of the 4 overhead florescent
lights were not working leaving the area dim. et p -
b. Room 16 - the overhead lights in the back Wi P
(window side) of the room were not working.
G188 Exhaust Ventilation C 199
SECTION 0300 - PHYSICAL PLANT N Ll Wy ed
10ANCAC 13F 0311 OTHER Al - 0.c 2155
REQUIREMENTS Che e § bl endh
{g) The spaces listed in this Paragraph shall be ‘ l y ww
provided with exhaust ventilation at the rate of I‘"~ UQ"“ o Asve (LY
two cubic feet per minute per square foot. This
requirement does not apply to facilities licensed m’“"’“‘\’ 1%, 204
before April 1, 1984, with natural ventilation in W_}
these specified spaces: WM
(1) soiled linen storage; .
(2) soil utility room; /Yu,(/m Ao l/f-ﬁM Lepar
(3) bathrooms and toilet rooms; ey
(4) housekeeping closets; and s 3,(& - g 'y ¢
(5) laundry area. -3
s lomvfran]
Division of Health Service Regulation Oyn

STATE FORM €ED0 8235021 If continuation sheet 12 of 13
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C 189 | Continued From page 9 C189
Findings on November 8, 2017: >
a. Room 18 - the corridar door was propped C@“?ﬂm
open using a c¢hair.
b. Room 17 - the corridor door was propped WA o

apen. v ¢

Further observation revealed that many of the
sleeping room doors are equipped with torsien
hinges. Sleeping rcom doors in an I-2 Institutional

Occupancy are not required to be self closing.

3. Based on observation there is a failure to
maintain the facility's fire safety equipment in a
safe operating condition. Occupants in the smoke
compartment could be exposed to smoke or fire if
doors do not completely cloge and latch to help
limit the spread of smoke or fire to the area of

origin,

Findings on November 8, 2017: Corvup it MMQ .
a. Room 19 - the door latch is heavily damaged A - l““ o
and the door does not close and latch. 7 (L QEE ¢ o

b. Room 17 - the corridor door does not latch. B \‘X

c. Room 5 - the door hardware is loose. The C’ Conadatid \”‘a t b

door catches an the frame and does not lafeh.

4, Based on observation the facility did not
maintain slectrical emergency/safety lighting
equipment in safe operating condition. This could
effect occupants of the facility if egress paths and
exits were not illuminated during a power outage.

Findings on November 8, 2017: N e W/

a. West wing TV Room - the emergency light did .y An

not illuminate when tested. % y “w Al & it woleadaw
b. The emergency light by Room 15 had a very W BELE Cliedd 2’4,15'
weak illumination. v k

¢. Nurse's office - the emergency light did not 0 & W hoeglar
illuminate when tested.

Division of Health Service Regulation :
STATE FORM BRT) 885021 If continuation shaat 10 of 13
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PREFIX
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COMPLETE
DATE

C178

C 185

Continued From page 7

Findings on November 8, 2017:
a. Overhead lamps were found to beé damaged
or missing in the following rooms:

1.) Room 16 - the bed light is missing.

2.) Room 15 - the left front and the back right
lamps are broken.

3.) Room 5 - the front lights are broken and
the back lamp is dangling.

4.) Room 6 - the 2nd bed light is broken.

Fire Safety-Rehearsals on Each Shift

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F 0309 PLANFOR
EVACUATION

{b) There shall be rehearsals of the fire plan
quarterly on each shift in accordance with the
requirement of the local Fire Prevention Code
Enforcement Official.

{c) Records of rehearsals shall be maintained
and copies furnished to the county department of
social services annually. The racords shall
include the date and time of the rehearsals, the
shift, staff members present, and a short
description of what the rehearsal involved.

(f) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Review of records revealed that the facility
was not conducting rehearsals of the fire plan
quarterly on each shift.

Findings on November 8, 2017:

a. For the first quarter of 2017, there were two
rehearsals conducted, both on the first shift. For
the third quarter, there was a record of only one
fire rehearsal which took place on the third shift.

C 176

C 185
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GOMPLETE
DATE

C 168

C173

Continued From page 5

1. Observations revealed that the facility was not
maintained free of all hazards.

Findings on November 8, 2017:

a. The handrail outside of Room 17 ig loose and
could cause a fall.

b. Room 11 - there are three unsecured oxygen
bottles in the back right closet.

¢. Room 18 - the light switch cover plate is
broken leaving wires exposed. The hole was
covered with duct tape.

2. Observations revealed that the facility was not
maintained in an uncluttered manner, free of
ocbstructions.

Findings on November 8, 2017:

a. Activity Room - the front portion of the room
had nurmerous cardboard boxes of decorations
stored In the room. The boxes make the room
¢luttered. The administrator indicated that the
hoxes were christmas decorations that had
recently been pulled out of storage.

Housekeeping-Bedroom Furnishings, Bed

SECTION .0300 - PHYSICAL PLANT
T0ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

{b) Each bedraom shall have the following
furnishings in good repair and clean for each
rasident:

(1) Abed equipped with box springs and
mattress or solid link springs and no-sag
innerspring or foam mattress. Hospital bed
appropriately equipped shall be arranged for as
needed. Awater bed is allowed if requested by a
resident and permitted by the home. Each bed
shall have the following:

C 166

C 173 %M e
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" CROSS-REFERENCEDR TQ THE ARFROPRIATE

FROVIDER'S PLAN OF GORREGTION (%5}
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C 164

Continued From page 3

Findings on November 8, 2017

a.) Shower room across from 15 - there were
stains on the tile above the foilet,

b.) Room 16 - there were a number of stained
and sagging ceiling tiles in the room.

¢.) Room 14 - there were several stained tile in
the hack of the room, behind the window boxing
and in the back left closet.

d.} Room 4 - there was a heavily stained ceiling
tile in the left closet.

e.) Room 10 - the back left closet has a
damaged and stained ceiling tile,

f.) Kitchen electrical rpom - has several heavily
stained ceiling tile,

g.) Kitchen water heater closet - the ceiling tile is
stained and there is a hole in the tile where the
pipe penetrates the ceiling.

h.) Female bath across from laundry - there are
stained ceiling tiles at the skylight opening.

i.} Kitchen - the finish on the ceiling trim (tees)
was flaking and falling off.

j-} Female gang bathroom across from laundry -
a section of the ceiling trim was missing in the
skylight well.

2. Observations revealed that the walls were not
kept clean and in good repair.

Findings on November 8, 2017:

a. Shower room across from 15 - the floor base
files are cracked around the perimeter of the
room.

b. Shower room across from 15 - the door frame
is damaged at the right bottorn of the frame.

¢, General - the tile on the shower walls has a
build up of soap scum and mildew stains. The
tops of the tile surrounds are coated with dust.
d. Room 18 - the thru wall unit has been
removed at the outside wall leaving a large
opening in the wall that allows for pests to enter

C 164
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0
¢ 101 | Continued From page 1 ¢ 101 Wﬁ;@ -
to meet Licensure Rule requirements in effect at
the time of change of use from a Schoolto a
Home for the Aged.
Findings on August 31, 2016: e "
a. Records indicate this facility was originally N?S S V' Wi /
constructed as a school and was first licensed as , W@“J‘“‘”“
a Home for the Aged on July 1, 1981. Tha Homsa b"\( £ Wud & B
for the Aged Minimum and Desired Standards i
and Regulations effective January 1, 1977 (C. 3. Yo fproart i Qg
h (1)) state all corridors shall have smoke doors - J_&&m
and smoke partitions extending from floor to roof llrp\w “Yaear &""”" hl
deck and building outer wall to outer wall at
distances not fo exceed 150 feet. AUQ g@ﬁtu B, V.C.
Observation of the wall extending from the cross
carridor doors up to the roof deck and outer walls T aowans V3, Zovg
revealed the partition is not sealed at the top -
where the wall meets at the bar joists and at the Tk, Cune Clond, Slndtns
roof decking.
g LT ¥ A.:E{ﬂﬁ,
Findings on November 8, 2017:
a. Atthe time of this survey, the joints were filled Ga At e
with mineral wool, but sealed with a foam fire
block material. The foam material does not meet
the requirements for a fire rated agsembly.
C 111 Must Have Current San. & Fire Safety Reports | € 111 Yie D}»\—W o TS
SEGTION .0300 - PHYSICAL PLANT Witng v QK Aufr Yoy
10ANCAGC 13F .0302 DESIGN AND Peikotd Lo ¢ T
CONSTRUCTION{ . , ;
f) The facility shall have current sanitation and W § Qe -
fire and building safely inspection repotts which
shall be maintained in the home and available for
review.
This Rule is not met as evidenced by:
1. Raview of records revealed that the current
fire safety inspection report was not maintained in
Division of Health Service Regulation
STATE FORM Lo 555021 if continuation sheet 2 of 13
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C 199} Continued From page 12 C 199

(K} This Rule shall apply to new and existing
facilities with the exception of Paragraph (&)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:
1. Observations revealed that the facility did not
provide exhaust ventilation in required areas.

Findings on November 8, 2017:

a. Shower room across from 15 - the fan is not
working.

b. Tub room across from 15 - the fan is not
warking.

¢. Housekeeping closet - the fan is not working.
d. Tub bathroom across from 1 - the fan is not
working.

e. Shower room East wing across from 6 - the
fan is not working.

f. Large bathrooms (male and female) across
from laundry - the fans are not working.

g. Housekeeping supply closet across from

laundry - the fan is not working.

i
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162 838 01.30 06:49 00:44 1 G3 501 F oK
163 840 01.30 09:59 00:33 1 3365951078 EC 603 F 0K
164 841 01.30 16:11 09:28 15 9197552875 G3 511 F QK
165 845 01.31 09:26 00:36 1 G3 501 F 0K
166 846 01.31 14:27 01:41 2 12526310637 G3 510 F OK
167 849 02.02 04:55 00:42 1 - EC 802 F 0K
168 851 02.0209:18 00:40 2 8012921621 EC 602 F oK
169 853 02.02 19:36 00:40 1 EC 501 F OK
170 856 02.03 10:29 01:03 2 Omnhicare EC 612 F QK
171 857 02.0310:40 00:35 1 Omnicareg EC 612 F 0K
172 858 02.0310:4 00:32 1 Omnicare EC 612 F OK
173 860 02.05 10:40 01:25 6 EC €03 F OK
174 861 02.0513:12 00:50 2 Omnicare EC 612 F OK
175 862 02.06 10:23 00:37 1 8889974780 EC 602 F OK
176 863 02.06 10:37 - 00:41 1 G3 501 F OK
177 864 02.07 09:59 00:30 1 7144826747 EC 602 F 0K
178 865 02.08 09:04 00:41 1 G3 501 F 0K
179 866 02.08 09:56 00:35 2 9105215654 EC 603 F oK
180 870 02.08 15:54 00:31 3 252444340554 EC 603 F OK
181 871 02.0911:17 00:35 2 EC 603 F 0K
182 873 02.12 13:02 11:23 27 Covisint EC 512 F OK
183 875 02.1410:10 00:32 1 5884895446 EC 503 F OK
184 876 0214 10:29 Q27 1 7144826747 EC 602 F 0K
185 877 02,15 08:24 00:29 1 Omnicare EC 612 F 0K
186 873 02.15 10:09 00:55 1 G3 511 F NG 00B2
187 87% 02.1510:23 06:09 9 G3 511 F NG 00B2
188 880 0215610:38 00:51 1 G3 511 F NG QOB2
189 881 02.1510:51 12:27 19 G3 11 F 0K
190 882 02.15 11:09 01:40 1 8008254914 EC 602 F OK
191 884 02.18 09:13 00:33 1 Omnicare EC 612 F oK
102 a8s 0218 09:18 00:36 1 Omnicare EC 612 F 0K
193 887 02.181b:32 02:18 2 Omnicare EC 612 F 0K
194 888 02.18 12:05 00:32 1 Omnicare EC 612 F OK
195 88 02191019 00:27 1 EC 603 F oK
196 893 Q220 10:31 00:32 1 8774997009 EC 503 F 0K
197 894 02.2011:06 01:35 5 FaxServer EC 612 F OK
198 805 02.2012:14 00:37 1 EC 501 F 0K
199 903 02.20 13:21 00:40 1 EC 502 F 0K
200 904 02201418 02:26 3 18133337383 G3 510 F OK
201 905 0221 16:20 00:41 1 G3 501 F OK
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C 11| Continued From page 2 c 111 Covprited

the home and available for review,

HERITAGE MEADOWS LONG TERM CARE FA(

Findings an Navember 8§, 2017:
a. The facility did not have a current fire safety
inspection report available for review.

C 184) Housekeeping and Furnishings-Clean, Repaired | € 164 Cg\v&jM"/

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

{a} Adult care homes shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

(2) have no chronic unpleasant odors;

(3) have furniture clean and in good repair;

(e} This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Observations revealed that the roof was
leaking resulting in ceilings not kept clean and in N Lot
goed repair. oo Reotgy bas bee g

\ » .
Findings on November 8, 2017: [N C’l’m Tt st
Al the fime of survey a light misty rain had . ‘
ing 1o the po g Qs O Oy

persistently been falling to the point where water

was ponding on the roads and presumably on the Mw m gt 10 gha

fiat roof of the facility. ok .
a.) Men's staff bathroom - has a wet ceiling tile . P YT - Uq,\:m,q
presumably fram a roof leak. g MU(‘-' v
b.) Corridor outside of med room - therais a WD UM“\) 1V M s PN 2

moisture leak at the ceiling tile by the air supply

vent. C_}@

2. Observations revealed that ceilings were not
kept clean and in good repair.Water stains were
found on the ceiling tile throughout the facility.
These staing appear to no longer be active leaks.

Divisian of Health Service Regulation
STATE FORM 6809 S550M If continuation sheet 3 of 13
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€ 164 | Continued From page 4 C 164

the facility as well as the elements. ¢ (?WDIM‘/ TR av s
€. General - there was a build up of dust and dirt 7 M-@
behind the beds and other furnishings throughout e )QJ.&WW“

the facilty. ¥ Coppterd W
f. Room 17 - there are brown liquid stains W

running down the walls behind the beds. ”WW

i

3. Observations revealed that the shower/iubs
were not maintained in good working arder.

Findings en November 8, 2017: /
a. Two out of the shower/tubss had hand held O@lw L\ \
ot Pl widasd

spray nozzles. The nozzles did not have mounts

to secure the heads, making them difficult to use. v
b. Several other shower/tubs would not generate

a sufficient spray to shower in. E\'/
c.

4. Observations revaaled that the rooms were
not maintained clean and free of pests.

Findings on November 8, 2017 P'A;L WM | e
el o, : [
a. Room 3 - live roaches were aobserved at the odentiy 4o [)’UKUL'" ¥
ceiling. Bug casings and droppings were found in W/“*‘"h
the dresser drawers. Coth prblorw N
C 166 JD'O/WM Lplsid oy ‘“’W"’M'

C 166 Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a} Adult care homes shall:

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

Division of Health Service Regulation
STATE FORM 6ag3 88501 If continuation sheet 5 of 13
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(A) at lzast one pillow with clean pillow case; p .
(B} clean top and bottom sheets on the bed, with A SR e Svrpry pooes
bed changed as often as necessary but at least ) Wadtioed
once a week; and & WA Clmm eding
i
(C) clean bedspread and other clean coverings o Aoty & ety Sisaia.
as needed;
(e} This Rule shalt apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Observations revealed that all of the bedroom
furnishings were not in good repair and clean for
each resident.

Findings an Novermnber 8, 2017: M~ N A et
a. Room 17 - the bed linens are stained and & m M %ﬂm&
appear dirty, (Currently unoccupied.)
b. Room 5 -the mattress is splitting open in rodily aurtddy Yoy
several places,
C 176) Bedroom Furnishings-Light Overhead or Lamp | C 176 Cropploted. v’
s

SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(b) Each bedroom shall have the following
furnishings in good repair and clean for each
resident;

(8) alight overhead of bed with a switch within
reach of parson lying on bed; or a lamp. The light
shall provide a minimum of 30 foot-candle power
of illumination for reading.

{e) This Rule shali apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Observations revealed that each resident did
not have a working overhead light or lamp with a
switch within reach of the person lying on the bed.

Division of Health Service Regulation
STATE FORM 6330 856021 If continuation sheat 7 of 13
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C 189 Building Equipment Maintained Safe, Operating | C 189 G@w}tﬁd*’

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS

(&) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and
operating conditian,

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (&)
which shall not apply to existing facilities.

HERITAGE MEADOWS LONG TERM CARE FAC

This Rule is not met as evidenced by:

1. Based on observation fire safety equipment
has not been inspected to assure it has been
imaintained in a safe and operable condition.
Qccupants of the facility could be effected if fire
safety equipment in the smoke compartment did
not operate when needed to provide fire
protection,

Findings on November 8, 2017; Gﬂ‘%m"“f

a. The fire extinguishers throughout the facility -
did not have their current annual inspection tags.
Also, staff was not performing manthly service b
checks on the extinguishers and logging in the
date of the inspections,

b. Kitchen - the range hood suppression system
was not being inspected monthly by the staff.

v’
2. Based on observation there is a failure to W

maintain the buildings's fire safely components in
& safe operating condition. Any unapproved
device used to keep a door open is an
impediment to quickly closing the door. The
oceupants in the facility could be effected if doors
cannot be closed as required so as to limit the
spread of smoke and/or fire to the area of origin.

Division of Health Service Regulation
STATE FORM G464 888021 If cantination sheat 9 of 13
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5. Based on abservation the facility did not
maintain electrical emergency/safety lighting
equipment in safe operating condition. Occupants
of the facility could be effected if the signs
indicating exit paths could not be seen in the
event of an emergency evacuation.

Findings on November 8, 2017:

a. Four of four exit light/signs did not illuminate
on battery backup. Most of the exit lights did not
have the emergency light bulbs installed.

b. The exit light at the resident room side of the
cross corridor doors was facing the wrong
direction for egress. The light should face the
corridor so that residents know to exit through the
cross corridor doors if the side door is hlocked.

6. Based on ohservation there is a failure to
maintain the building's fire safety systemsina
safe condition, Holes or gaps at penetrations
through fire resistant rated ceilings could allow
fire and smoke to spread beyond the area of
arigin.

Findings on November 8, 2017:

a. West wing TV room - the ceiling tiles behind
the window boxing are missing or broken off at
the trim leaving large holes in the ceiling.

7. Observations revealed that the building
'envelope’ was not maintained in an operating
condition. This allows for pests to enter the soffit
area.

Findings on November 8, 2017.
a. Front entry - a section of the exterior soffit was
loose and falling from the framing.

it
974

&V
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Enclosed is a copy of the Statement of Deficiencies You will need to type or print clearly your correction
action and then SIGN, DATE AND RETURN the Plan of Correction to DHSR-Construction by February 22,
2018. Failure to return the signed Plan of Correction within this time period could potentially cause a
suspension of admissions, provisional license or license revocation. The Provider may copy form(g) to be
retained for your files,

Your Plan of Correction can he:

Mail to: DHSR Construction Section
2705 Mail Service Center
Raleigh NC 27699-2705

Fax to: (919)-733-6592

Email to: DHSR.Construction, Admin@dhhs.ne.gov

Sincerely,
Chnis Studen
Chris Sluder

Biennial mstitutional Team Leader
DHSE - Constraction Section

ce: DHSR - Adult Care Licensure Section
County Building Inspection Department-(via e-mail only)
Granville County DSS8-(via e-mail only)
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