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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 
on October 2, 2018. The complaint was 
unsubstantiated (intake #NC00142780). A 
deficiency was cited.

This facility is licensed for the following service 
category: 10A NCAC 27G .5600E Supervised 
Living for Substance Abuse Adults.

 

 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 
failed to assure facility grounds were maintained 
in a safe, clean, attractive and orderly manner.  
The findings are:

Observation of the facility on 10/2/18 between 
12:00 pm and 12:10 pm revealed the following 
issue:
-Grass in front, side and back yard was 
approximately about 12-16 inches tall. 

Interview on 10/2/18 with the Facility Director 
revealed:
-Person that mowed her property had not come 
in.
-They were expecting him to come any moment.
-She would contact landscaping person to mow 
the grass this week.
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