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 V 000 INITIAL COMMENTS  V 000

An Annual Survey was completed 09/27/18.  A 
deficiency was cited.  

This facility is licensed for the following service 
category: 10A NCAC 27G 5600F Supervised 
Living/Alternative Family Living

 

 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 clean and orderly 
manner. The findings are:

Observation and tour on 09/27/18 between 
3:30P-5:30P revealed:

-Banister leading to the upstairs loose
-Carpet on banister steps worn and torn 

causing possible trip hazard

Interview on 09/27/18, the Licensee reported:
-She was aware of issues with the banister 

and carpet
-Estimates for repairs had been completed.... 

had not secured a date for repairs to be 
completed
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