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INITIAL COMMENTS

An Annual and Follow Up Survey was completed
02/12/20. A deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 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 interview, the
governing body failed to assure the facility and
grounds were maintained in a safe and attractive
manner. The findings are:

Observation on 02/10/20 12:45 PM - 1:00 PM
revealed:

- First room: cluttered, sheetrock not flush
connecting walls

- Hallways: thick dust noted near air vent,
ceiling peeling

- Master bathroom: ceiling peeling near the
vent, water stain noted

- Third Bedroom: door damaged, light switch
broken

-Fourth Bedroom: hole in the door

-Hallway bathroom: ceiling peeling
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During interview on 02/10/20, staff #1 reported:
-She would report the concerns to
Maintenance
-Prior to interview, had not noticed the
identified violations

During interview on 02/11/20, the Qualified
Professional reported:

-She had contacted the facility's maintenance
department to resolve the violations identified.
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