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 V 000 INITIAL COMMENTS  V 000

A limited follow up survey for the Type A1 rule 

violation was completed on 12/3/19.  This was a 

limited follow up survey, only 10A NCAC 27D 

.0304 Protection from Harm, Abuse, Neglect or 

Exploitation (V512) and G.S. 131E -256 HCPR 

Prior Employment Verification (V132) were 

reviewed for compliance. The following were 

brought back into compliance: 10A NCAC 27D 

.0304 Protection from Harm, Abuse, Neglect or 

Exploitation (V512) and G.S. 131E -256 HCPR 

Prior Employment Verification (V132). No 

deficiencies were cited.

This facility is licensed for the following survey 

category: 10A NCAC 27G .5600A Supervised 

Living for Adults with Mental Illnesses.
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