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Initial Comments

Report by Jonathan Gamsey

DHSR Construction Section conducted a Biennial
Follow-up Survey on May 8, 2024 from 10:50 AM
to 11:30 AM at the above-referenced facility. At
the time of the survey, not all deficiencies were
corrected therefore further action is required.
Additional deficiencies were also observed.

NOTES:

1.) At the time of our visit, we cited deficiencies
that require an acceptable plan of correction. All
deficiencies listed were discussed with onsite
staff during the exit interview. There were
previous deficiencies that were not closed out
from an open biennial survey, these deficiencies
were brought forward from the previous survey.

2.) Take actions to correct all listed deficiencies,
once completed provide verification in the form of
photos, receipts, invoices, etc. for all work
performed.

The cited deficiencies are as follows:

G.S 131D 21(1) Declaration of Resident's Rights

G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
(1) To be treated with respect, consideration,
dignity, and full recognition of his or her

C 000

Con

Monitor waiver forms attached to
corrections report indicate that POA
gave permission for staff to view
monitors for supervision and safety

individuality and right to privacy. _ 05/22/2024
purposes. Monitors have been
relocated to a staff only location out of
This Rule is not met as evidenced by: sight of public visitors, signs were
1.) At the time of the survey, it was observed that placed on each door to warn about
two camera monitors were in the living room that video/audio monitoring in progress.
viewed bedrooms. This is not compliant with the
rule. Take the necessary steps to only allow
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access to the camera feed to just family
members and provide written permission from the
family to DHSR.
{C 174} Building Equipment Maintained Safe, Operating {C 174}

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.) At the time of the survey, it was observed that
the fire sprinkler head in the dining room had a
penetration hole in the ceiling exposing an
opening that could allow the spread of smoke and
heat. This is not compliant with the rule. Take the
necessary steps to ensure that the sprinkler head
and escutcheon plate are working as intended.

2.) At the time of the survey, it was observed that
other fire sprinkler head-concealed escutcheon
had started to drop. This is not compliant with the
rule. Take the necessary steps to repair, it is
recommended to utilize a certified professional to
set the escutcheon back in its original state.

Sprinkler maintenance company came out and
resolved all cited deficiencies. See attached 05/28/2024
statement of job completion.
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RESIDENT MONITORING TECHNOLOGY DEVICE CONSENT
Resident: L_l !)Cb» C—OK
Facility: Mﬁﬂwmkcqﬁﬁ nes

Electronic Technology Device Information E
Make/Brand: // //() 160& \u

Characteristics of Device: (Check all that apply)
o Device is capable of capturing video
o Device is capable of capturing audio
o Device is capable of recording audio
o Device is capable of recording video
o Device is capable of being activated remotely

If device records or streams, who will have access? List the name(s)/relationships of these who will
have access:

Identify the intended use of the monitoring device:M%JMﬂ%

Identify the intended hours of operation of the monitoring device:
' Aurng Steep s,
IOy vy O “v

Identify the location of the monitoring device in the Resident’s room:

Redroom desser

Understanding

I acknowledge and understand that:

* As the Resident I can request to stop use of the electronic monitoring device in my room at any time.

* No person can access any video or audio monitoring created through my monitoring device without
my written consent.

* I agree that the video/audio monitoring device can be monitored by staff to ensure my safety.

* I agree that the use of the video/audio monitoring device is not violation of my privacy rights.

Signature

By signing my name below:
I consent to place and use a monitoring technology device that allows video/audio
access in my room or living unit.

Signature of Resident: Date:

If a Representative is signing on behalf of the Regident:
Print POA/Representative Name: ,“m A
Relationship to Resident: dall%

Signature POA/Representative: MM Date: ‘\D_LUQM

See Reverse Side For Withdrawing Consent

CamScanner


https://v3.camscanner.com/user/download

RESIDENT MONITORING TECHNOLOGY DEVICE CONSENT

Rculclcnl:m-m
racitiy: Jals Place at- Hentoge Poes

Make/Brand: y_éL/O @b{j

Characteristics of Device: (Check all that apply)
o Device is capable of capturing video
o Device is capable of capturing audio
o Device is capable of recording audio
(o]
o

Electronic Technology Device Information

Device is capable of recording video
Device is capable of being activated remotely

If device records or streams, who will have access? List the name(s)/relationships of these who will
have access: ,UILZ 0215‘ ot I'E.’C/Jfﬂ/

Identify the intended use of the monitoring device: ﬁwm&(%__—

Identify the intended hours of operat:on of the monitoring device:

alnng J/(qa /140/’5

Identify the location of the monitoring device in the E'dent S room;
resicr

Understanding
I acknowledge and understand that:
* As the Resident I can request to stop use of the electronic monitoring device in my room at any time.

* No person can access any video or audio monitoring created through my monitoring device without
my written consent.

* I agree that the video/audio monitoring device can be monitored by staff to ensure my safety.
* I agree that the use of the video/audio monitoring device is not violation of my privacy rights.

Signature

By signing my name below:

I consent to place and use a monitoring technology device that allows video/audio
access in my room or living unit.

Signature of Resident: Date:

If a Representative is signing on behalf of the Resident:

Print POA/Representative Name: M[d}_m___

Relationship to Resident:384) /]

Signature POA/Representative: / )7( 7}%@ Date: &/-/3 -JQQS

See Reverse Side For Withdrawing Consent

CamScanner


https://v3.camscanner.com/user/download

RESIDENT MONITORING TECHNOLOGY DEVICE CONSENT

Resident: /{ceﬁad'.)‘ — :
raciity: ks Place d’%/’/th@&gﬂﬂ’_

Make/Brand: _ﬁjmw

Characteristics of Device: (Check all that apply)
o Device is capable of capturing video
o Device is capable of capturing audio
o Device is capable of recording audio
o]
o]

Electronic Technology Device Information

Device is capable of recording video
Device is capable of being activated remotely

-
If device records or streams, who will have access? List the name(s)/relationships of these who will
have access: oé,lllé‘f e A [

Identify the intended use of the monitoring device: mm&[[@'__,_‘
Identify the intended hours of operation of the monitgring device:
- a&magz J,‘é(,e Autlrs

Identify the location of the monitoring device in thﬁmdent S roo

st

Understanding

I acknowledge and understand that:

« As the Resident I can request to stop use of the electronic monitoring device in my room at any time.

+ No person can access any video or audio monitoring created through my monitoring device without
my written consent.

« I agree that the video/audio monitoring device can be monitored by staff to ensure my safety.

- I agree that the use of the video/audio monitoring device is not violation of my privacy rights.

Signature

By signing my name below:
I consent to place and use a monitoring technology device that allows video/audio
access in my room or living unit.

Signature of Resident: Date:

If a Representative is signing on behalf of the Resident:

Print POA/Representative Name: MZ[{S S

Relationship to Resident:

Signature POA/Representative:, //%M/CP—,-/Z S Date: fi— //- QQ&J

See Reverse Side For Withdrawing Consent

CamScanner


https://v3.camscanner.com/user/download



