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V 000, INITIAL COMMENTS V 000
|

A complaint and follow up survey was completed
on April 25, 2019. The complaints were [RECEIVED ]

unsubstantiated (intakes #NC00149864,
#NC00150438). Deficiencies were cited.

By DHSR - Mental Health Lic. & Cert. Section at 3:04 pm, May 06, 2019

This facility is licensed for the following service
category: 10A NCAC 27G .1900, Psychiatric
Residential Treatment for Children and
Adolescents.

V 105 27G .0201 (A) (1-7) Governing Body Policies V 105

10A NCAC 27G .0201 GOVERNING BODY
POLICIES

(a) The governing body responsible for each
facility or service shall develop and implement
written policies for the following:

(1) delegation of management authority for the
operation of the facility and services;

(2) criteria for admission;

' (3) criteria for discharge;

(4) admission assessments, including:

(A) who will perform the assessment; and

(B) time frames for completing assessment.

(5) client record management, including:

(A) persons authorized to document;

(B) transporting records;

(C) safeguard of records against loss, tampering,
defacement or use by unauthorized persons;

(D) assurance of record accessibility to
authorized users at all times; and

(E) assurance of confidentiality of records.

(6) screenings, which shall include:

(A) an assessment of the individual's presenting
problem or need; [
(B) an assessment of whether or not the facility ‘
can provide services to address the individual's
| needs; and

' (C) the disposition, including referrals and
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BEHAVIORAL HEALTHCARE CORPORATION
... lighting the way to new beginnings

May 2, 2019 via Certified Mail: 7015 1660 0000 1428 7064

Betty Godwin, Nurse Consultant

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, North Carolina 27699-2718

Re: Follow-up/Complaint Survey completed 4/25/19
Maplewood Facility, 2002-G Shackleford Road Kinston, NC 28504
MHL# 054-159; Intake #NC00149864; #NC00150438

Dear Ms. Godwin,

Attached you will find a plan of correction associated with your correspondence dated
4/30/19 along with the statement of deficiencies from the survey completed 04/25/19.

Should anything else be needed, please don’t hesitate to contact me.

Sincerely,
%ﬁb&%@ W)Q«U“'SJ 2
Kimberly R. Manning, RN
Director of PRTF Services
NOVA Behavioral Healthcare

Attachments: Signed and dated first page of the state form
Plan of Correction - Maplewood

PO, Row 2277 © Fbwniton, NC 28502 © Thone: (259 220797 * Faw (252 8907495



