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INITIAL COMMENTS

An annual survey was completed 5/8/19. A
deficiency was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.

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
governing body failed to assure the home was
maintained in a safe and attractive manner. The
findings are:

Observation on 5/7/19 at approximately 3:40 PM
of client 2's bedroom revealed a "C" shaped
crack on the inside, lower part of the bedroom
door, approximately 10 inches in length.

During an interview on 5/7/19, client #2 reported
the door had been cracked for about 2 years.
Client #2 reported he kicked the door and caused
the crack.

During an interview on 5/8/19, the House
Manager reported client #2 did cause the damage
to his bedroom door but it happen this calendar
year. The House Manager reported a work order
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will be sent to the landlord to replace the door.
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