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INITIAL COMMENTS

An annual survey was completed on December 7,
2018. Deficiencies were cited.

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

G.S. 131E-256 (D2) HCPR - Prior Employment
Verification

G.S. §131E-256 HEALTH CARE PERSONNEL
REGISTRY

(d2) Before hiring health care personnel into a
health care facility or service, every employer at a
health care facility shall access the Health Care
Personnel Registry and shall note each incident
of access in the appropriate business files.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to ensure that before employment of
personnel, the Health Care Personnel Registry
(HCPR) be accessed and each incident of access
be filed in the appropriate business file affecting 1
of 3 audited staff. The findings are:

Review on 12/7/18 of Staff #1's personnel record
revealed:

Job position: House Manager

Start date: 3/12/10

-3/22/18, HCPR accessed.

Interview on 12/7/18 with the Administrator/Owner
revealed:
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-No response regarding delayed access of the
HCPR.
V774 27G .0304(d)(7) Minimum Furnishings V774

10ANCAC 27G .0304 FACILITY DESIGN AND
EQUIPMENT

(d) Indoor space requirements: Facilities licensed
prior to October 1, 1988 shall satisfy the minimum
square footage requirements in effect at that
time. Unless otherwise provided in these Rules,
residential facilities licensed after October 1,
1988 shall meet the following indoor space
requirements:

(7) Minimum furnishings for client bedrooms shall
include a separate bed, bedding, pillow, bedside
table, and storage for personal belongings for
each client.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to provide the minimum furnishings for 3 of
5 client bedrooms in the facility that included
bedside tables. The findings are:

Observation on 12/7/18 between 9:55 am to
10:20 am of the facility revealed:

-No bedside tables located in 3 of 5 client
bedrooms.

Interview on 12/7/18 with the Administrator/Owner
revealed:

-When she took over ownership of the facility and
an initial licensing walk through was done, she
understood the clients' bed headboards could
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serve in place of the bedside tables;

-She had not been cited for not having the
bedside tables in past surveys;

-She would get bedside tables and place them in
the bedrooms.
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