PRINTED: 12/16/2019

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Bl i, COMPLETED
MHL047-160 E.ANiNG 12/13/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
906 EAST PROSPECT AVENUE
AMAT GROUP HOMES LLC RAEFORD, NC 28376
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
V736 Continued From page 1 | V736 facihry waide] nit fudt Close 12 ,/ ,5/,?
the facility would not fully close, allowing outside ‘ [Gllowing psd s1de Ceid &rio ontat
cold air to enter room. Window also could not be | Foving w.nglc w- cdse could net
locked as top and bottom frame did not meet | 7 coned oo
together. ‘ "f‘”b“"“ Clit Mgt mee T Jugefhar.
. | ¢S 10 i placed g cqugl{ el v
Observation on 3/12/19 at 4:20 AM of i v 736 tone by 1L "‘sbfn&te
gar?]ge-convertgd bedroom to the right of the f o Bein we wil rul)QS/{(f’ et fov .
kitchen revealed: i '15/;6
2 . 'd - [ [ I :j-
- Both wardrobes/cabinet's for storage of client's | Siv “q < ( Clrend’s ¢ leitene ] !
clothing had loose doors with the door on one | hacl fb[_)k clec s wilth foe=
cabinet discqnnec‘ted and completely loose from | ¢ ?t:-;‘ F 9N one Cabinet .
the top and right side of the unit. ‘ (“5 CCilpetty u; dnef (¢ .1},1.;{. |&e
. | ﬁfcap LT Ciwl Vit c ‘-fu_
Observation on 3/12/19 at 10:25 AM of bathroom | n top cod ri 2 aect n
i : ! L»Lhi ¢ 2e w-,vq}{ b clona Hh'-vé(lmbj/
located in the hallway revealed: | [by e e
- Bathtub and shower stall had mildew/mold [ F i
i — L | {[5 oL o }(-L( JT‘!J
around the edges and on the tile. ; Gadataly g i e /15 )ff]
-Wall next to the toilet had several dark stains. i [yl L\,»'rn” [d areead qle ug'jc)
) | lifl‘h‘f €n fle File?
Observation on 3/12/19 at 10:27 AM of the i fe e tuifet lind
hallway between two bedrooms revealed: J WELA e T
- Carpet in bedroom to the right backside of the davp Gtoanse Qi '
e 1 . [ {1 vdv_x_ 1= ‘J .
facility was stained and/or contained large spots ‘ V1L . droc v fie ’flld
were the color was removed as if bleached. ; V13 [(earpet b b o
- Baseboards and areas behind beds in both \ bewkSicic of 412 faliby wees \]1}23//7
bfadrooms on right‘ side of facility contained visible{ S Uz d Gnd [0 <en fena el [r.wij .
dirt, dust and debris. | Sprcs were 1k o T
[ i l&c Aed? 7 Mt g, de K-
Interview on 3/12/19 with the Licensee revealed: A5 1f bieached Bt s U i
-She was aware of the above problems. : F B & borweels dnel avias Diind bl i 3/
- The facility is a rented facility and she has | in hojta beclron.ws @ a vignt Side & 2511
placed work orders for several items such as j {wfn'. g contevne d Visde dirt
~ cleaning of the carpets and painting of walls. ‘ Mok ol be 0ri s 1 will e menghrad
- She plans to make some of the repairs herself j .
so the facility will be maintained in a safe, clean, | vV 1361 {.1( il f Y5 o iéwlid /xmh)
| attractive and orderly manner. | !(,,\(, am“ el coclers .- (lva YVt a0 f
. , £ st P ),/JJ 4
| e comrpet ™™ Lowpet WS g v/
This deficiency constitutes a re-cited deficiency | v 126 _ i
and must be corrected within 30 days. [ 5 aF |‘ i A EPCAS WIS < bn2 eomc . Il'!fc
' va\\.pl,-{x«,\-e 4 ,
Division of Health Service Regulation
STATE FORM 6859 FVUX11 If continuation sheet 2 of 2

DHSR-Mental Health

Lic. & Cert. Section



PRINTED: 12/16/2019
FORM APPROVED

Division of Health Service Regulation

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED

MHLO047-160 B. WING 12/13/2019

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

906 EAST PROSPECT AVENUE

AMAT GROUP HOMES LLC RAEFORD, NC 28376

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE

DEFICIENCY)

V 000 INITIAL COMMENTS V 000

An annual, complaint and follow-up survey was ;

completed on December 13, 2019. The complaint | |
was unsubstantiated (Intake #NC00158371). ‘ '
Deficiencies were cited. 1 ‘

This facility is licensed for the following service |
category: 10A NCAC 27G .5600A Supervised :
Living for Adults with Mental lliness. [
|

|

V736 27G .0303(c) Facility and Grounds Maintenance | V 736 ‘
T0ANCAC 27G .0303 LOCATION AND "
EXTERIOR REQUIREMENTS
(c) Each facility and its grounds shall be I -
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 facility
failed to assure facility grounds were maintained ‘
in a safe, clean, attractive and orderly manner. !
The findings are: [ ‘
|
\

-Observation on 3/12/19 at 10:06 AM of the I
kitchen area revealed: !
- Cabinet's top second drawer from the left was | VT3 {
not aligned in place and was out of track. [ -

- Sink was stained and being used to thaw frozen, |
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- Window sills in all rooms contained visible dirt | i J

and dust and needed cleaning. f |

- Window in bedroom to left front upon entry to
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