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DIVISION OF STATE FIRE MARSHAL

Inspected premises located at

INSPECTION RE

3TATE OF OHIO ODPW SS-408

o0

2 < ¢ B

number st%eet or RR

f’{;/;’}ﬂ Y
o

PORT

(ORIGINAL TO OFFICE)

éity

’—7 l
Name of occupant/ C o8 Iy

11 (Jfoster home
19()unclassified
If Unclassified explain

State name and specific nature

of occupancy, past or present

county
STRUCTURAL FEATURES AND CONDITIONS

BUILDING ROOF FOUNDATION No. of Chimneys WIRING HEATING
CONSTRUCTION ) [ - ‘
1{ Frame 1 ¢)Composition .. ié Stone _ié Brick ()Conduit 1(;fﬁrnace
2()Brick 2()slate 2()Brick . 2( )Metal ()BX Cable = 2()stove -
3()c.Block 3§ Metal _ 3(9C.Block~ - Bg C.Block 3( omex 3(;Space heat
4L()Tile 4()Wood L()Tile ‘4()Transite L( )K&Tube L()Boilers =
5( )Metal 5( )Other 5()0ther 5()0ther 5(;0ther 5()Other
6()0ther 6()None 6()None - 6()None 6()None .
1()Excellent 1()Excellent 1()Excellent 1()Excellent 1()Ex 1ent 1()Excellent
2(9Good 2(30 d - Zégﬁfod 2( )Good 2(%CGoo 2()Good
3()Fair 3(7Fair 3()Fair 3(gFair 3( Fair 3()Fair
4()Poor 4()Poor 4()Poor - 4()Poor 4()Poor 4()Poor
If Other Explain ‘ =
FLUE _PIPE FUEL .. GENERAL
1 (IDirect 1(3Cas CONDITION
2(;Wa11 2()Coal 1§ Exeellent
3()Roof 3()oil 2(yCood '
u§ Window 4L()LP Gas 35 Fair
5()Partition  5()Electric 4()Poor

( )None 6()0ther GENERAL HOUSEKEEPING
lé Excellent 1()Excellent
2( )Good 2(9Cood .
3()Fair 3()Fair , .
4()Poor L()Poor
CHECK ONLY ONE TYPE OF OCCUPANCY IS BUILDING VACANT()YES( )¢
DVWELLING PUBLIC OCCUPANCY MERCANTILE. MISCELLANEOUS
1(JSingle family 20()Federal 40()office 6OEgManufacturing
2()two family side by side 21$ State big Small Retail 61 ()Manufacturing ¢
3()two family up and down  22()County 42()Large Retail . Retail
hg apartment 23()city L3()Restuarant 62(gAgriculture Bl
5{)lodging house 24()School LL()wholesale- . 63()Flammable Liqu:
6()hotel 25( )Church Ls()Storage Warehouse 64()L.P. Gas
7()motel 26()Hospital 46(§Mu1tiple Occupancy 65(§Other Gases
8(;rest home 27()Theatre 47()Dry Cleaning 66()Diversified
9()Day nursery 28(3As$emb1y Hall 48(gStore &Dwelling Manufacturing
10()trailer home 39()Unclassified  59()Unclassified

6?(gGrain Handling
68()0ut Building
69()Public Garage
70()Private Garage
71(gService Statio
72()Food Products
79()UNclassified



{-
ASEMENY e e e e L ¢ yss, () np—-
'verfused clrcults-cecemmmmmocae . *(%ﬁ/?. (¥ no
'verloaded circults--mmemcmcmem el *()yes, (Imo
s building dllapidated--e-mecmccommmmamcocccnno *()yes, (¥ Do
s building especlally liable to fire-----=-ewce-o()yes, (3 no

re explosives or other flammable

iaterials stored within exposure to

ther bulldings in feet-mreercocencecccc e cacaa()yes, (a'fo
‘umber of storiles 7 b

OTE: IF ASTERISK IS PRESENT WHERE CHECKED, EXPLAIN BELOW.

'1d you give an order -=----- --;-,.--_.._--_--__-___() yes, Q) “fo
ate of inspection [ — A -
Scosnended tinme of complispce (use botton half to ist harzardous conditic

nd recommendations)

'lzt))m did you consult relative to inspection. 1() Owner 2(%upant 3() Agent 4() Employee
()No one.

Roilool 4
‘ame of -that person |\ L 7~, / 73//)7,7/1 _ Inspectlon request made by 7 77 AL /71

ame of owner (print) /—C.,Jl f;h’/d ' /\/ or agent’ 7 bj?""-""- F M T Son
ailing address(print) “/d¢0 /) ‘&&:"‘6‘01/ /W A_C/x/ m(JZ, ﬂ‘%;{, S3 /2

The following hazardoug conditions exist(
(List all defects briefly)

State reconmendations for correction of all defects above listed.

'S_THERE AN _APPROVED EVACUATION PLAN? @{es- () no _

-F_THE ABOVE ANSWER IS NO, DID YOU ES S‘rt ONE? (Jyes, () no
i
INSFECTOR'S NAMEK_/’)F}//} w-'z’a % iz (az/u—‘(
\ Se—b/Z— /&J'—f

"




ursuant to Section 5123.20 O.R.C.

Instructions:

Inspector completes four copies and returns them 1o the
Regional Manager of Menta!l Health at the Regional
Office of Mental Health where this form was obtained.

Name & Address of Facility
hl
It CL7 e

b[".’z .()\,

e 1-/ e A ,./'/_* Lot e
LoApTEC T e e . R T
f 384 AR AN
County of Faciiity Type of Facllity No. of Residents

’

/7/7,«' }.?//" /7

Name & Address of Inspecting Agency
<J (/o /) .(/,/ A

Al i gt

Tvd. B

No. of Clienis

y S /
To Be Inspécted Under Code ' , Other,
{J Chapter BB-53, O.B.C. Ochapter BB57, 0.B.C. [K) Single Family Residence Oispecity)_
=l ' Dave of Visit
EorieclichihiotbeiE i Facility: K} Approved (1 Disapproved R R /

Jidr

{419) 592.8556

_nM SPEISER & SONS, INc.  *
|

ELECTRICAL CONTRACTORS

|
K] '

“JOHN" SPEISER

Vice-Presigent 665 BUCKEYE LANE

NAPOLEON, OHIp) 43545

)

Reasonable Compliance Time:

Days X

4

-
.‘){"

=
¥ _ 7 .

Signature of Inspecting Agent”

Date

s

You are hereby ordered to: Correct aﬁv vipolations by

comply, as the case may be, with the occupancy Iimitatiqns set forth above.
deny or revoke your license will-be instituted.

, 19 . and forthwith comply or continue to
it you fail to comply with this order, action to

Signaiure, Regionat Manager of Mgntal Health Date

1siribution:  Original to tacility. one copy
Division of Mental Heatth,

1o Regional Manager's Office; one copy to Inspection Agency; one copy 1o Central Office Licensure Section,




APPLICATION FOR LICENSE TO OPERATE A RESIDENTAL CARE FACILITY
Ohio Division of Mental Health

MH-LIC-001 6/81

Instructions: This application is to be filled out and returned to the licensure office
from which it was received or Room 2495, Licensure & Certification Section, Ohio Department
of Mental Health, 30 East Broad Street, Columbus, Ohio 43215. '

Name of Residence Date of Applicationm
HAYMAN HOME 1/23/84 :
Address of Residence (City, State Zip) County Area Code/Phone
802 So. Perry Napoleon, Ohio 43545 Henry (419) 592-9415
Name of Operator and Complete Address (if not living at residence) Area Code/Phone
Richard and Lynda Hayman -same-
‘M F ) To be licensed for:
2_or 2 # Adult clients to live at residence x__ 1 to 5 adults (2) ‘
0/0  # Clients.under 18 yrs old i 6 to 10 children/adolescents
171 # Staff (include operator) or 6 to 16 adults
0/0 # Family members other than operator . 11 or more children/adolescents
. # Others. or 17 or more adults
Date Plan
. Date - _
Building 1/19/84 A‘i“ff’;f‘éé“”“"ed For Official Use Only
License #
Heating 1/19/84 ' Date i
- , 1/a3/eq Type . Occup: - iD¥
Wiring 1/19/84  1/19/84 gadvers :
- - Variances
Fire - ' . ' Withdrawn (date)
1/19/8
AHIEE 1/19/84 Approval (date)

Water NA

Health (rg) 1/13/84 1/13/84
Physical—Exam"1/13/84

Ia;thg facility p:ovidinguclients: * X Accommodation Mental Health Services

Do you have a ; ' Food Service License # Expiration Date
Food Service License? ¥ X N
X Y - N Have you and your staff had tubercular tests within the last year?
X_Y N Does this residence have a written fire control and evacuation plan?
X Y N Are employees trained in the fire control and evacuation plan?
3 Months How often are fire drills held?
X Y_ N Is there written documentation of these drills?
:}E: Y N Does  the residence have an affiliation agreement with a mental health clinical

facility?

Number of staff-employed by residence other than operator. 0 Full time 0 Part time
Number of individuals operating the residence (include operator) 2

Describe Medicél and Psychiatric Back-up for the residence in case of a client emergency.

Henry County Hoébitél in Napoleon, Ohio; Maumee Valley Guidance Center's

satillite office in Napoleon; and Toledo Mental Health Center.




Application for license to operate a residential care facility

Page 2°
Has this residence previously been licensed by the: (check all that apply)
Y N Date Y N Date
no Health Dept ‘ Saos Welfare Dept . :
no Ohio Youth Commission no Ohio Dept of Mental ‘Retardation
no Ohio Dept of Mental Health no City or County Agency (specify)
no Other (specify)
Y X N Does this operator own or operate other residences licensed by any of these
aE s Bt agencies? Address Licensing Agency
X Y N Does the residence have a phone available for clients in the residence

If no, indicate where a phone is available for clients.

Lavatory/Toilet facilities - # of Lavatories (sinks) 2 # of Toilets
# of Showers (not in bathtubs) 0 # of Bathtubs 1

Please provide a rough drawing or sketch of the floor plan of the residence (living rooms,

dining rooms, activity rooms and bedrooms), and indicate the following dimensions of rooms

in the residence (excluding closet space, bathrooms and rooms not used by clients). ‘Attach
an outside photo of residence. (use additional paper if more space if needed)

No. of Length of ‘Width of Total Area Verif
Living Room Rooms Rooms | Rooms (in sq. ft.) y
8 / 20 - /! 220 -
h 5 ‘ i ¢ 1
Dining Room / /2.5 9.5 11895 v
Activity Rooms ' ;
(incl. recreation room) / [Co' 5.5 ¥ v
Bedrooms for | Floor No. of Length of Width of | Total Area Verif
No 1Clients Location | Beds Rooms Rooms' (in sq.ft.) ./z;
: l and { (5" 45" | yasi g
: - 3 Lo -4
No. 2 / _v &_’l_& e 1! af‘a/' 1%0.5 . /
No. 3 l
No. 4
No. 5
No. 6
No. 7
No. 8
No. 9
No. 10

RICHARD HAYMAN &
I, LYNDA HAYMAN operator of a residential care facility for mentally ill persons,
agree. to notify the Ohio Department of Mental:Health of any changes in this building and
its use or operation. To the best of my knowledge, the information contained in this

ﬁli}tion ate and complete. y 2311/
z M .
« / pE 258

Sighature _ Date




\VEYOR DISPOSITION AND SUMMARY

' surveyor 1s ready to send the complete application package to the licensure
)rdinator.

Overall condition of the residence (check all that apply)

b///fglean i::::g}derly “”/’g;fe

ongenial /warm L”,jueasant g,f”zp nTriate
" Excellent Adequate ﬁ_ingfﬂgggp
Fair Poor (Not Recommended)

Suitable for the following clientel (check all that apply)

¢’/’/’ erly ' Children , .
_[/g/monic «—" Handicapped (/l‘w\cFeAL)

L,”/hf ral - mentally 111 Independent living only
Ambulatory only
Minimal care only

Self-medicating only

Recommen for Licensure
Type A{ B,/C, D (Circle One
Total Residents B¢

Mental Health Clients (Beds) D

|

Non-ambulatory
No assessment made
A1l

11

Waive Rule No. JS/99.° 2-S -0 (A\
Variance, Rule No. =

Recommended with the following contingencies: jﬁ }(fﬁhﬂlh__

L —

Not Recommended (please fully explain) e

,f”’f’###fafr T

—

Rule No. Deficiencies

FOR OFFICIAL USE ONLY
License #

Expir Date

Type ~ Occup - ID#

Name

Address




"i1C-005 (Revised) Page 7

.FICIENCIES AND PLAN OF CORRECTION

NSTRUCTIONS: Upon completion of this checklist, the surveyor should list any
deficiencies noted during the on-site inspection and summarize them
below, indicating a reasonable time for compliance. The surveyor
should go over these deficiencies with the Operator or
other responsible person at the facility at the time of the survey.
The facility should be requireed to submit a plan of correction to
the Commissioner or Designee within a reasonable time of not completed
at the time fo the survey

Deficiencies Compliance Time : Operator Compliance/Plan of Correction

Aol %M cotssctiy

/¢7 2¢L1{ / ‘;;f7v44¢f71¢é$éﬁ/
W/ 1/13/ 4/\_,/’23'3’7’
nature of ‘Person Maling Survey /Dat Siggature of Operato Date |

- a

Title 21’ Person rﬁ&vn&&q:veg#‘z 7 bl u\“ E Uﬁ. j(%.%




REPORT. OF BUILDING SAFETY INSPECTION
01 Residential Care Facilities
MHMR-MH-LIC-004 4/79

Pursuant 10 Section 5123.20 O.R.C.

Ohro Department of Menial Health & Mental Retardation
Division of Mental Health
Instructions: Inspector completes four copies and returns them to the
Regipnal Manager of Mental Health at the Regional
Office of Mental Health where this form was obtained.,

Name & Address of Facility

Name & Address of Inspecting Agency

’5}14:714[> Wy ¢ /347 e

X :)‘Z /N ;"’Z:@ ' _
Nikeloon £hi v 3543 4
/"’JLLUWWU;‘; - /(,)L }11;‘,/5{' //"Lé;q',e:‘.z_;{)

County of Facility Type ot Facility

No. of Residents. No. of Clients (7

To Be Inspected Under Code

(JChapter BB-63, 0.B.C. [JcChapter BB-57, O.B.C.

Other,

£ Single Family Residence [ (specity)

Corrections to be Made:

Date of Visit

Facility: [ Approved (O Disapproved

L crZ2. ',,;,

Reasonable Compliance Time: Days

| /

Date

el

-,?3-&[1

Signature ot inspecting Agen

You are hereby ordered to: Correct any violations by

, 19 and forthwith- comply or continue to

deny or revoke your Iicer{se will be instituted.

comply, as the case may be, with the occupancy limitations set forth above.

If you fail 1o comply with this order, action to

Signature, Regional Manager of Mental Health

Date

Distribution: Original to facility; one copy to Regional Manager’s Office; one copy to !nspection Agency, one copy to Central Office Licensure Section,

Division of Mental Health,
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