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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction 
Survey by Suzanna Fay conducted on May 14, 
2025.

There are deficiencies from the Biennial 
Construction Survey that remain to be corrected.

 

{C 189} Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0311 OTHER 
REQUIREMENTS
(a)  The building and all fire safety, electrical, 
mechanical, and plumbing equipment in an adult 
care home shall be maintained in a safe and 
operating condition.
(k)  This Rule shall apply to new and existing 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

This Rule  is not met as evidenced by:

{C 189}

1. Based on observation and interview, the facility 
failed to maintain the fire safety equipment in a 
safe and operating condition. This could affect all 
occupants if a fire was not suppressed.

Findings on May 14, 2025:
a. The Fire Alarm Control Panel (FACP) was 
indicating trouble at the time of the follow-up 
survey. The panel was indicating Zone 5 sprinkler 
low air and Zone 4 sprinkler tamper indicating the 
sprinkler system is down.  Interview with facility 
staff confirmed the sprinkler system had a leak, 
so it was turned off and they are waiting on the 
vender to come out to repair the system.
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