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 V 000 INITIAL COMMENTS  V 000

An annual, follow-up and complaint survey was 

completed 4/18/19. One complaint (Intake # 

NC00144437) was unsubstantiated; the other 

complaint (Intake # NC00145475) was 

substantiated. Deficiencies were cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600C Supervised 

Living for Adults with Developmental Disabilities.

 

 V 736 27G .0303(c) Facility and Grounds Maintenance

10A NCAC 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:

 V 736

Based on observation and interviews, the 

governing body failed to assure the home was 

maintained in a safe and attractive manner. The 

findings are:

Observation on 4/18/19 between 11:00 - 11:17 

AM revealed:

- the accordion style closet door in client #3's 

room was off track and leaning against the wall

- the second drawer to the left of the dishwasher 

was off track

During an interview on 4/18/19, staff #1 reported 

she would inform the Owner.
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