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 C 000 Initial Comments  C 000

Report of a Biennial Construction Complaint 
Survey by Tod Hancock conducted on March 26, 
2025.

Records indicate that this facility was first 
licensed on October 6, 1972, for 53 beds. Based 
on this information, we are requiring the facility to 
meet the 1967 Edition of the North Carolina State 
Building Code for Group D-2 Institutional, the 
1971 Minimum and Desired Standards and 
Regulations for Homes for the Aged and 
Disabled, and the applicable portions of the 2005 
Rules for the Licensing of Adult Care Homes of 
Seven or More Beds.

The complaint alleged that the facilities plumbing 
fixtures were inoperable. 

The complaint was unsubstantiated.

No Deficiencies were cited. No further action is 
needed.
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