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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on July 20, 1028.  Deficiencies were cited.

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

 

 V 736 27G .0303(c) Facility and Grounds Maintenance

10A NCAC 27G .0303 LOCATION AND 
EXTERIOR REQUIREMENTS
(c) Each facility and its grounds shall be 
maintained in a safe, clean, attractive and orderly 
manner and shall be kept free from offensive 
odor.

This Rule  is not met as evidenced by:

 V 736

Based on observation and interview the facility 
was not maintained in a safe and attractive 
manner.  The findings are:

Observation on 7/16/18 at approximately 9:30 am 
revealed:
- The ceiling fan light fixture in Client #1's 
bedroom was broken; only one light bulb in the 
three light fixture worked; there were no globes 
covering the light bulb or empty sockets.
- One light bulb in the two light fixture in Client 
#2's bedroom worked.
- Nails in the hall bathroom wall.
- The finish on the bureau in Client #5's bedroom 
was worn.

Interview on 7/16/18 the House Manager stated 
some of the light bulbs were burned out and were 
to be replaced.
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 V 738Continued From page 1 V 738

 V 738 27G .0303(d) Pest Control

10A NCAC 27G .0303 LOCATION AND 
EXTERIOR REQUIREMENTS
(d) Buildings shall be kept free from insects and 
rodents.  

This Rule  is not met as evidenced by:

 V 738

Based on observation and interview, the Licensee 
failed to keep the facility free from insects.  The 
findings are:

Observation on 7/16/18 at approximately 9:30 am 
revealed several ants crawling on the top of the 
dining room table.

Interview on 7/16/18 the House Manager stated 
they sometimes saw ants in the facility.  The ants 
would disappear after the exterminator sprayed, 
but they always returned.
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