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INITIAL COMMENTS

An annual survey was completed on July 20,
2018. Deficiencies were cited.

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

27G .0303(c) Facility and Grounds Maintenance

10ANCAC 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:

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

Observation on 7/18/18 at approximately 9:15 am
revealed:

- Baseboards throughout the facility were stained
and dusty.

- An unwrapped, cut watermelon on the bottom
shelf of the refrigerator.

- Heavy mildew in the grout in the walk in shower
and on the bottom of the shower curtain rod in the
hall bathroom.

- Access to Client #1's bedroom window was
blocked by boxes.

- Access to Client #4's bedroom window was
blocked by his bed.

- An approximate 1/2 - 3/4 inch open gap
between the end of the bathtub and the wall in the
bathroom near the "office area."
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Interview on 7/18/18 the Qualified Professional

stated Client #4 used the bathroom near

"office area." The Chief Executive Officer had
made extensive renovations to the facility.
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