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Review on 1/24/19 of Fire Drill log revealed: 
-"6/19/18- 12:03 AM 
-6/28/18-7:15 AM

-7/29/18-6:00 PM

-8/23/18-7:00 AM 

-11/2/18- 7:30 PM
-12/21/18- 5:00 PM
-1/19/19- 7:30 AM"

During interview on 1/25/19 The Licensee stated: 
-Her staff were to complete Fire/Disaster

drills monthly.
-The drills were to be completed on the same

I day.
-Not aware the drill had not been completed

on third shift. 
-Will follow up to ensure drills are completed

on each shift as required. 

V 512 270 .0304 Client Rights - Harm, Abuse, Neglect 

10A NCAC 270 .0304 PROTECTION FROM 
HARM, ABUSE, NEGLECT OR EXPLOITATION 
(a) Employees shall protect clients from harm,
abuse, neglect and exploitation in accordance
with G.S. 122C-66.
(b) Employees shall not subject a client to any
sort of abuse or neglect, as defined in 1 0A NCAC
27C .0102 of this Chapter.
(c) Goods or services shall not be sold to or
purchased from a client except through
established governing body policy.
(d) Employees shall use only that degree of force
necessary to repel or secure a violent and
aggressive client and which is permitted by
governing body policy. The degree of force that
is necessary depends upon the individual
characteristics of the client (such as age, size
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