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INITIAL COMMENTS

An annual and follow up survey was completed
on 2/7/19. A deficiency was cited.

The facility is licensed for the following service
category T0ANCAC .27G 5600C Supervised
Living for Developmentally Disabled Adult.

27G .0303(c) Facility and Grounds Maintenance

10ANCAC 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:

Based on observation and interviews the facility
failed to ensure the home was maintained in a
safe, attractive manner. The findings are:

Observation on 2/7/19 at 2:00 PM revealed the
following:

-Client bedroom had a cable wire laying
across floor where it had been ripped off the wall.

-Baseboard in client bedroom was rotted and
wood falling off.

-Baseboard in client bathroom was rotted and
wood coming apart.

-Metal plate in client bath tub was rusted and
had sharp edges.

-Coffee table in common area had legs
broken and barely standing up.

-Carpet down stairs was ripped and rippled
throughout the room.
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During interview on the Qualified Professional
(QP) stated:

-Had not been in the home in a while to
check on things.

-"lts my fault, | take full responsibility for not
checking in to make sure repairs are completed.”

During interview on 2/7/19 the Licensee stated:

-Had a repair guy to come out to the homes
to repair things.

-Had not followed up to make sure he
completed requested repairs.

-Need to make sure all repairs are completed
as requested before payment rendered.
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