PRINTED: 10/15/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
F
MHL096-271 B. WING 10/08/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1606 SALEM CHURCH ROAD
WINSTON
GOLDSBORO, NC 27530
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000 INITIAL COMMENTS V 000 VlHi lO]H!]%
| o S |duiuste g

A complaint and follow up survey was completed TB C\‘t}'& (' iw‘ \hﬁﬂﬁt d 5

on October 8, 2018. The complaint was ol g Widu € Ged an

unsubstantiated (intake #NC00142369). A \\( \(},\f\ ﬁd O \ﬂ)\}( uﬁ E\ PM}[&\&LL

deficiency was cited. un W

%Luitd
o - B&W&j%dﬂ Wl QT
i | d for the foll e
et ToANCACTTE HNGIS T colendonS T sbmkmd s

Living for Adults with Developmental Disabilities. ‘Q\i ¢ (\\%W d\ \\\g \V\ )\’h({_
V 114 27G .0207 Emergency Plans and Supplies V114 \\[\;‘\g @(} \f\\S\WL T\\Q Sﬁ( V\JQJ
10A NCAC 27G 0207 EMERGENCY PLANS WL gy TS &Md\/\\%ﬁ "

g';'ii::;'-:}f: plan for each facility and QJW\W\\,\!(\\(.M (Q\N“OU N

area-wide disaster plan shall be developed and Q\iu\j( JY() )\\(\Q. \MMSTO’) h%W\)..
::?rl]lol?ie:y :.slpproved by the appropriate local G‘(b\l() \,(UOU (U\d Sgh{dult’v

(b) The plan_shali be made available to all staff G\n\d\\\u\}[ ‘“\\S \,\J\\ C\\S\L\Q d(
e ol e St gt s aworcof
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shall be held at least quarterly and shall be
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This Rule is not met as evidenced by:

Based on interview and record review, the facility

failed to ensure fire and disaster drills were held CU{\UQXUQ'

at least quarterly and repeated on each shift. The

findings are: DHSR - Mental Health
During interview on 10/05/18 the Director of 0CT 252018

Operations revealed the facility had three shift.
1st shift was from 7:00am-3:00pm, 2nd shift was @ .
3:00pm-11:00pm and 3rd shift was Lic. & Cert, Section
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11:00pm-7:00am.

Review on 10/03/18 of the facility's documented
fire and disaster drills July 2018 to current
revealed no 1st or 3rd shift fire or disaster drill
had been completed.

This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.
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