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INITIAL COMMENTS

An annual and follow-up survey was completed
3/5/20. A deficiency was cited.

This facility is licensed for the following service
category: 1T0ANCAC 27G .5600A Supervised
Living for Adults with Mental lliness.

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 interview the facility
failed to ensure the home was maintained in a
safe and attractive manner. The findings are:

Observation on 3/5/20 at 10:00 AM revealed:
-Kitchen sink facet was loose and detached
from sink area.
-The hot water nozzle on kitchen sink nozzle
rotated and difficult to determine hot or cold.

During interview on 3/5/20 Staff #1 stated:
-The sink faucet had been loose for a while.
-Not aware if the Licensee knew.
-Will let the Licensee know about the faucet.
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