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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 

on 5/31/19.  A deficiency was cited.  

This facility is licensced for the following service 

category:  10A NCAC 27G .5600C  Supervised 

Living for Individuals of all Disability 

Groups/Mental Illness.

 

 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 interview the facility 

failed to maintain the building in a clean, 

attractive, and orderly manner.  The findings are: 

Observation on 5/31/19 at 9:50am of the windows 

located in the dining room revealed: 

- Trim around bottom of the left window was 

crumbling, areas of approximately 9 inches and 

10.5 inches, then another area about 3 inches. 

-Trim around the bottom of the right window was 

crumbling, areas of 29.5 inches and 10.5 inches.  

-The areas had the appearance of termite 

damage, no active pests observed.  

Interview on 5/30/19 with Staff #1 revealed: 

-The window trim had been this way for "awhile."

Interview on 5/31/19 with the Operations Manager 
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 V 736Continued From page 1 V 736

revealed: 

-He acknowledged the damage to the window 

trim on both windows in the dining room.  

-The facility had no current work order for repair. 

-The facility was treated for termites regularly and 

there were no active pests.
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