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 V 000 INITIAL COMMENTS  V 000

An annual and follow-up survey was completed 

on August 22, 2019.  Deficiency was cited.

This facility is licensed for the following service 

category: 10A NCAC 27G. 5600A 

Supervised Living for Adults with 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 ensure facility grounds were maintained 

in a safe and attractive manner. The findings are:

Observation on 8/22/19 at 11:00 a.m. revealed:

- The dining room floor was scratch and stripped 

and the chairs were stained.

Interview on 8/22/19 with the Administrator 

revealed:

-She was renting the use of the facility and unable 

to change the floors.

-The dining room chairs scratches the floor.

-She would place a large area rug on the floor to 

prevent further damage.

-The dining room chairs were often cleaned.

-She would purchase cushions to put on top of 

the chairs to prevent further staining.
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