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V 000 INITIAL COMMENTS

An annual survey wa s attempted on 12/11/18. 
Director revealed no clients had been served at 
the facility who received "27G .5100 Community
Respite Services. since May 2018."

This facility i s licensed for the following service
category: 10A NCAC 27G .5100 Community
Respite Services. 

Interview via phone an 12/11/18 with the Director
revealed: 
-Current client being served at the facility was
receiving emergency placement services 
authorized by the Managed Care Organization
(MCO) not Community Respite Services as
licensed to serve; 
-Client receiving emergency placement services 

had been admitted on 11/30/18 at approximately
7:00pm.

V 269 27G .5001 Facility Based Crisis - Scope

1 DA NCAC 27G .5001 SCOPE 
(a) A facility-based crisis service for individuals
who have a mental illness, developmental
disability or substance abuse disorder is a
24-hour residential facility which provides
di sability- specific care and tre atment in a 
nan-hospital setting for individual s in crisi s who
need short-term intensive evaluation, or 

treatment intervention or behavioral management 

to stabilize acute or crisis situations. 
(b) This facility is designed as a time-limited 
alternative to hospitalization for an individual in
crisis. 
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Rule not met based on

home was licensed for

Facility Respite Services

and Residential Supports

was provided due to

an emergency placement

occurred on 12/1/18

requested by Partners

and Phoenix Counseling.

Consumer was in an RHA

AFL placement prior and

RHA was able to place

consumer in the Respite

Facility due to facility [
was closed in May 2018.

Permanent placement was

found on January 2"d for

the consumer. Updated

treatment plan was

emailed on 1/17/19 and
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