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 V 000 INITIAL COMMENTS  V 000

A limited follow up survey for the uncorrected 
Type A1 was completed on May 21, 2018. This 
was a limited follow up survey, only 10A NCAC 
27G .0209 Medication Requirements (V118) was 
reviewed for compliance. The following was 
brought back into compliance: 10A NCAC 27G 
.0209 Medication Requirements (V118).  No 
deficiencies were cited.

This facility is licensed for the following service 
category: 10A NCAC 27G .5600C Supervised 
Living for Adults with Developmental Disabilities.

 

Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM WKZU11


