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CFR(s): 483.475(a) FOO4

This deficiency will be corrected by the 2 /1 / -
following actions: , 2,}
This deficiency will be corrected by the

The {facility] must comply with all applicable
Federal, State and local emergency
preparedness requirements. The {facility} must

deveiop establish and maintain & comprehensive following actions; ;
emergency preparedness program that meets the 1. The Area Supetvisor will develop '
requirements of this section. ’ and/or update the EP plan to

include all pertinent information

The emergency preparedness program must ‘
regarding the facility’s evacuation

include, but not be fimited to, the foliowing Ve

elements: locations in the event of flood,

(a) Emergency Plan. The [faciity] must develep fire, tarngdoes, hi‘.mcan.es’.wmter
storms, bio terrorism, missing

and maintain an emergency preparedness plan

+*f that rmust be [reviewed], and updaled at feast residents or ather information.

| every 2years. The plan must do all of the: K. The Area Supervisor and the Site
fo!lownng. ‘Supervisor will be responsibie for
Tl | Forfosptals at g2 A ana CAS A | L | 7 imSenicngstaffontheupdated )
Tl e 1§485.825(a] Emergéney Plan. The [hospital or o EPplan and provide e
v+ | CAH st coimply withi all applicable Federsl, i i documentation of doirg so. oo F o

.
—
.

State, and local emergency preparedness ' | A member of the Administrative

requiremants. The [hospital or CAH] must team. or a designated

develop and maintain a comprehensive ! . & ? i

emergency preparedness program that meets the representative, will monitor

N requirements of this section, utilizing an, : Creekway at least once per month ‘ ,

{ . |all-hazards approach. AR “%  through-the Site Review procéss. RN B
‘ gf“‘ . ““"\.u ) ' ‘ "

* [For LTC Facilities at §483.73{a);] Emergency '

Flan. The LTC fapilify must develop and maintain

an emargency preparedness plan that must be

reviewed and updated af lsast annually.

* {For ESRD Faciiities at §494,62(a).] Emergency
Plan. The EBRD facility must develop anc
maintain an emergency preparedness plan that
must ba [evaluated], and updated at least every 2
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i) 16 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF GORREGTION e
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£ 020 Continued From page 3 E 020
Review on 11/16/2020 of the facility's EP plan
revesled the plan did not include accurate
information in regards to the facilify’s evacuation
locations in the event of flood, fire, tornadoes,
hurricanes, winter storms, bio terrarism, missing
residents or other emergencies. Further review
revealed there were instructions to refocate to
one {ocal high school, but directions to a tofally
different iocal high schoat.
During an interview on 11/16/2020, staff reported
they were not sure whers the home would
gvacuate if they needed to during an emergency.
During an intervisw on 11/16/2020, the home
manager (HM) canfirmed the EP plan did not
HiLiude ausurale information periaining to
alternate evacuate locations. Further intarview . )
. revealed the current information could confuse . " o ‘ N
staff if they nepded to evacuate. = . . {0 S e s
JPRR R, P e W, Ty ‘. I o i S P A
- During af’interview or+16/2020, the executive A + 4 AR Fe
director revealed she was unaware the EP plan o o
dich not include accurate information pertaining to £030
alternate evacuate locations. . .- .
. This deficiency will be corrected by the I
E 030 | Names and Contact Informatio B O30 com ey ected ™l
U | CFR{s): 4BIATSE)) ., . . 14 o L
K : . . g A D." The Areg Stpervisor will update .
“wv, | lfe) Tha [facility must develop and maintain an - , the EP plan to include all pertinent °
emergency preparedness communication plan ’ information regarding the names
that complies with Federal, State and local laws on o of staff
and must be reviewed and updatad at least every ané_ t?ontact ‘,n?mmaﬂ?ﬁ- taw' i
2 years (annually for LTC).] The communication entzt“ies providfn_g S?WICES, aswe
plan must include all of the following:] as clients physician's and legal
{1 Names and contact information for the representatives.
f"“"‘({‘;"sf{;ﬁ E. The Area Supervisor and the Site
i . . s
(ii) Entities providing services under §upervjs§:r will be responsible for
in-servicing staff an the updated
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X4} 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {%5)
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TAG REGULATORY OR LEC IDENTIFYING INFORMATHON) TAG CROSS-HEFERENCED TO THE APPROPRIATE DATE
DEFECIENCY}
E 030 | Continued From page 4 E 030 EP plan and provide
arrangement. docurnentation of doing so. 2
(ii} Patients' physicians F. Amemberof the Administrative &) f
(W)\?fhﬂ [facilities]. team, or a designated
(V) Volunteers. representative, will monitor

Creekway at least once per month

“[For Hospitals at §482.15(c) and CAHs at
through the Site Review process,

§485.825(c)] The communication plan must
include all of the following:
{1} Names and contact information for the
following:

{i) Staff.

{ii) Entities providing services under
arrangemeni,

(i} Patients’ physicians
. (iv) Other thospials and CAlls].
( {v) Voluntesrs.

*[For RNHCs at §403.748(c)] The
: communication plar must include alt of the LT .
T Hollowing: . ’ P , .
e (1) Names ‘ano cop!am mforma@nn or the | T A TS A |
fﬂHOWinQ = i . J” N " ) C oy ‘;-5 i . H

(i) Staff, | P o

{ii) Enfities providing services under
arrangement,

{ili) Next of kin, guardian, ozcustoduan
S {iv) OtherRNHCES SV o 1T oo - )
Bof g e {v) Vofuntwm - - * R ' S L

*[For ASCs at §416 45(0) ‘1 The communication
plan must include all of the following: .
(1) Names and contact information for the '
followirg:

(i) Staff.

{if} Entities providing services under
arrangement,

{iily Patients' physicians,

{iv) Volunteers.
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{X4) Id BUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION (X8}
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 88 COMPLET N
TAG REGULATORY OR L8C IDENTIFYING [NFORMATION) TAG CROSE-REFERENCED TO THE APEROPRIATE bare
DEFICIENCY)
E 030 Continued From page 6 E 030
The facifity’s EP plan di¢ not include an updated
face shest.
Review on 11/16/2020 of the facility's EP plan had
the wrong contact information. Further review
revealed the face sheet had the contact
information for a client who was decreased.
Additional review revealed a client who was
adritted on 8/27/2019 information was not
included. Also, the EP pian included former staff
and not the new staff, _ﬁ 037
o _ This deficiency will be corrected by the 2{
During an interview on 11/16/2020, the executive following attions: H 2}
director sonfirmed the face sheet for the fazility A. The Area § . dthe Si
( contained the incorrect information, - 1TI€ Ar&a supervisor an t_ e Site :
ED37| ER Training Frogram E 037 SBFJEW?SC"" will be re&pons;bla for
the'initlal training/ in-servicing of

~
N
by

CFR(s). 483.475(d)(1)

. 1"[For RNGHIs af 403,748, ASCs at §416.54,
., o I Hospitils 21§482.15, ICFAIDS at §483.475 HHAs |
* Tlar'§484.102, "Organizations” under §486.727, .
"1 OPOs-at'§486 360, RHC/FQHCs at §491.12) (1)
Training program. The {facility] must do all of the
following:

poiities and procedures o all new and exisfing
staff; individuals providing  sefvichs ander
arrangement, and volunteers, congistent with their
expected rolpz. S

at least every 2 years.

preparedness fraining.

amergency procedures,

and procedures are significantly updated, the

{1} Initial training in emergency preparedness

(i)} Provide emergency p}epz;zrednesa fraining
(it} Maintain documentation of all emergency
(iv} Demonstrate staff knowledge of

{v) If the emergency preparedness policies

. S
(T

all new and existing staffon the -0

" plan prepatednéss for thé home
and provide documentation of
doing so. .

B. The Area Supervisor and the Site
Supervisor training will be
responsible for conducting this "
training annually for all staff and l
provide documentation of doing |
%0, ” o

C. A member of the Administrative
team, or a desighated
representative, will monitor
Creekway at least once per month
through the Site Review process.

updafed EP plan and emergéncy” o
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0:281
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346228 B. WING 11/25/2020 .
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 7P CODE ‘
424 CREEKWAY DRIVE
VOCA-CREEKWAY FUQUAY VARINA, NG 27626
x4 10 SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF GORRECTION )
" PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX, . {EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG cﬂassunemnencag TO THEARPROPRIATE DATE
DEFICIENCY)
E 037 Continued From page 10 E 037
emergency preparedness training at least every 2
years.

This STANDARD is not met as evidenced by;
Based on inferviews and record review the
facility fafled to ensure direct care staff in the
home were adequately frained on the faciiity's
emergency plan (EP). This potentiaily affected all
the clients residing in the facifity. The finding is:

Management did not provide training for af the
direct care staff who work in the facility,

Revisw on 11/16/2020 of the facility's EP plan
revealed there was a training held on 6/24/2020.

) Additioral review revaealed only four or seven staff
( had been trained. Further review revealsd there
were no other frainings held,

W iz25 .
During an interview on 111612020, the home f s . o .
7 - [mahager (HM) confirmed onfyfour of séven staff | - | This deficiency-wil be cdrrected by the . .
% ¢ lhave h@a@,&raine&i inthe EP plan, . Further , &,{““ kN w__.‘gffqlﬂﬂwmﬁﬁ'ét'fi’*’ﬁi e 2, S
e o hiAntervigw révealed the three staff just were not IO A W he'clinifgfa'i gfunervisq’r ofithe /[l
Y ftained, | . ' home will initiate contact with a 2l
. C . family member and inquire
Durin k 17162020, the exi :
uring an interview on 1 20 & axecutive whether he/she wants to seek

difector was not aware only four of seven staff
... '{ have completed the' EP plan training. N . legal guardianship of client #6, if
W 128) PROTEGTION OF CLIENTS RIGHTS -~ - WH281" not, the Clihical Supervisor of the

‘| GFR(s): 483.420(2)(3) home will initiate the processing

The facility must ensure the }rights of af clients. ofap p lving for State Guardianship
for client 86,

Therefore, the facility must allow and encourage
individual clients fo exercise their ights as clients | - B. The Program Manager will follow
of the faciiity, and as citizens of the United States, up on the status of this process
including the right fo file camplaints, and the right until the guardianship process has
to due process. : .

been completed and client #6 has

This STANDARD is not met as svidenced by

Based on record review and interview, the facility been assigned an LRP to advocate

for him,
FORM CME-2687(02-99) Previtus Versions Obsolute Event 1B WAWNTI Facility i, 821718

If continuation sheet Page 11 of 17

-




01-04-"21 12:57 FROM-

DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

T-322 POOIE/0022 F-310

PRINTED: 11/30/2020
FORM APPROVED
OMB NO. 0938-0391
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3403228 B. WING 11/26/2020

NAME OF PROVIDER OR SUPPLIER

VOCA-CREEKWAY

STREET ADDRESS, CITY, STATE, 24P COUE
424 CREEKWAY DRIVE
FUQUAY VARINA, NG 27526

(%4} D
{PREFY
TAG

SUMNARY STATEMENT OF DEFIGIENCIES
., (EACH DEFIGIENGY MUST BE PREGEDED BY FULL
AEGULATORY OR LSC FDENTIFYING INFORMATION)

(5]
PREFIX
TG

PROVIDER' PLAN Ut GURKECTION ;

{EAGH CORRECTIVE AGTION SHOULD BE
- GROSE-REFERENCED TO THEAPPROPRIATE
DEFICIENGY)

vy
COMPLETION
DATE

W 126

W240

.company was not aware of theformer. fibme:
1 mangers sctions. Additional ihterview revealed

Cantinved From page 11

faited to ensure regarding client (#6) with a need
for fegal guardianship appointed by the caurt,
This affected 4 of 4 audit clients. The findings
are:

Client #6 does not have tiocumentation of a legat
guardian,

Review on 1174612020 of client #6's record
revealed there is no documentation of
guardianship. Further review of client #6's
individual program plan (\PP) dated 7/28/2020
revealed his uncle has been signing his consents;
including a behavior support plan (BEP).

During an interview on 11/16/2020, the axecutive
director stated on 7M7/2019 the former home
manager went fo court to declare client #6 was
not incompetent arid would not need a legal
guardian. Further interview, revealed the o+

client #6 does require alegal guardian, due to
him being Tegally declared incompetent,
INDIVIDUAL PROGRAM PLAN

v

{ CFRI{s); ?53.449(c)(6)(i)

1 The individus! program plan mustdescribe

retevant interventions to support the individual
foward independence.

This STANDARD is not met as evidenced by:
Based on obsenafions, inerviews and record
reviews, the facility fatied to ensure 1 of 4 audil
cliants (#1) individual program plan (IPP) included
specific information to address the usage of
washable incontinence pads. The finding is:

W 125

Ny
sl

W 240

. W .
ff . D e e
R N - . A

ff A ;
W 240
This deficiency will be corrected by the
following actions: ‘
A. The Clinical Supervisor will be

N

responsible for updating'Client ? n/i IZJ .

#3175 IPP and BSP to include and
address all information regarding
the usage of the incontinence
pad’s for client #3.

8. The Clinical Super ahd the Site

. Supervisor will be responsible for
providing al! staff with an in-
service on the updated
information,

T 8

FORM GME-2587(02-88) Previous Version Obsolato

Event 1D WWVANY

Facility iD; 821718
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DEFICIENCY)
W 240} Continued From page 12 W 240
| Glient #1s 1BP did not include guidelines to
- { ‘address the usage of washable incontinence
pads,
During observations in the home on 9.26am,
when the surveyor entered the home there where
two washable incontinence pads on a couch.
Furiher observations revealad client #1 sitiing on
the washable incontinence pads.
Review on 11/16/2020 of client #1's (PP dated
3/13f2020 revealed there was no information in
regards 1o the usage of washable incontinence
pads, Further review ievesled there was nio
information regarding the use of a washable
incontinence pad mentioned in client #1's
behavior support plan (BSP), ‘
¢ |During aninterview on 11/162020rStat 8 | b oL P R
" | révpaled the use of thewashable incontinence <7 . PRI WaB b e i e R
o ppelle’is partof client #1's BSP, Furtlier interview: R déficierilc#y wilt be.porrected by the - :
revealed cliont #1 wears disposable briefs, following actions; ~ - 2 {{/
. . . AHSP's wi i
During an interview on 11/25/2020, the home A JS Pj will bzr&wewed and 2—’
manager (HM) revealed client #1 does have a revised as needed to ensure that
~ »|.behavior of urinating on herself. : . - all objectives. are met.
W 249 PROGRAM IMPLEMENTATION "% = | Wa240(b. - B Community and Home tife
CFR(s): 483.440(d){(1) - - : - Assessments will be reviewed and”
As soon as the interdisciplinary téam has c u;:dated for acc;uraf:y.
formulated a client's individual program plan, Alf current goals will be assessed,
each client must receive & continuous active modified, updated, or
treatment program consisting of needed discontinued to meet the areas
a0 Toqoney 1o Seppot i oo Tuber (dentified in assessments
objectives identified in the individual program D. Goals will be m]p ‘eme”t“f after
plan, the team meeting addressing
need of the copsumer
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FORM CME-2567(02-58) Provious Versipns Obsolels

(X310 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION e
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATIDN) COTAG - CROSSREFERENCED TO THEAPPROPRIATE . - DATE

‘ DEFICIENCY)
W EAE ) S dinsued Feons page 10 W aan F Al penple served will be afforded
the opportunity to be 2
independent as possible / | / Z |
. ) F. The Clinical Supervisor and the
This STANDARD is not met as evidenced by: Site Supe av'sefw‘ii be responsible
Based on observations, interviews and record ite Supervisor will be respo
reviews, the facility failed to ensure each client for in-servicing and updating staff
received a continuous active treatment program on active treatment and client ‘
f;""‘"ﬁ?ﬁ';g °:h“e?‘:j‘?",;“tﬁ“’e"“°"s a:xd s(?;gv):gs engagement in all activities in and
identihed ih the naiviaua pmgram pian n .
ihe area of self help skills for 1 of 4 audit clients outside of the home. X
(#2). The finding is: G. The Site Supervisor will monitor
one time a week, per shift and
Client #2 was not prompted to wash his clothes. complete an observation sheet.
: . H. ember of ministrative
During chservations in the home en 11162020 f\ e t,hi p;d p
at 4:53pm, the executive director (ED) was ‘team, ora les;g ?f' @ .
ohserved sorting and placing client #2's clothes representative, will monitor
into the washing machine. Further ohserations Creekway 8 least ance per month
‘ . | revealed the ED putting thedetergentintothe | . N through the Site Review progéss.
X .} achine and furning fon, Atno time was client. -+ L AT X o
&0 L#2 propripted to walalgfﬁis' cwn clothas, ,-.ﬁf'gi‘f* SET “ \i‘:gﬁ?", SR U b
vk I A e . pe s Sl p
Raview on 1171872020 of client #2's
communityfhome life assessment dated 8/1/2020
revealed he needs verbal cues fo sort his laundry,
meagure correct amount of soap, sed dials and
turn on' washing machine, (- ‘. b
During an interview on 11/25/2020, the ED "as -
revealed she was just “trying fo help' client #2
with his Jaundry. : \
W 436 | SPACE AND EQUIPMENT W 436
CFR(s): 483.4T0(0)(2)
The facility must furnish, rmaintain in gooed repair,
and teach clients fo use and to make informed
choices about the use of dentures, syaglasses,
hearing and other cormunications aids, braces,
Evant ID: WV 11 Facility 10: 921719 If contlnuation sheet Page 14 of 17
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W 438 | Continued From page 14 W 436| W 436
and other devices identifisd by the This deficiency will be corrected by the
interdisciplinary team as needed by the client. following actions: 2[ '
A, The Clinical Supervisor and the ” 2}
Site Supervisor will be responsibie
This STANDARD is not met as evidenced by: for ensuring that all staff are in-
Based on ocbservations, record review and served on each individual 1PP’s,
interviews, the facility failed to ensure Cwhi i
fecommended equipment specifically eyeglasses whrch’wﬂ! mc.lmﬁe the use of any
were furnished for 2 of 4 audit clients (#2, #6), adaptive equipment to be used or -
The findings are: - worn by the individual. .; ’
_ B. The Clinical Supervisor'and Sité
::\1. :J!Ients‘a#z and #6 were not prompted to wear Supervisor will be responsible for
BT eyeglasses. monitoring the implemeantation of
(" 1. During observations af the home on information in everyone's (PP
- 11/16/2020, from 9:26am unti) 1:03pm and regarding the use of any adaptive
- 1 3:30pm until 7:30pm, client #2 was not prompled equipment 10 be used or worn
. J v jlawear his eyeglasses. I o . and this will be documented.an
-y 3 AP e . W : b T TN
AN Review.on 11/16/2000'of dlient #2's individust Cfass L ,}We ©bservation sheeta:, AR &
LT ] programiplan (IRP) Batell 9/17/2020 revealed, ¢ .- - it C. PA membér of the Agmihistrative 7 :

“"Adaptive Equipment; Eveglasses; assist with
vision and wear during awake hours.”

During an interview on 11/24/2020, the home
manager (HM) stated she was not sure if client

#2 wore syeglagses. . 1 - Yo

During an interview on 11/25/2020, the execitive
director (ED) stated she was not aware if cfient 2
ware eyeglasses.

2. During observations at the home on
11/16/2020, from 9:28am unti! 1:03pm and
3:30pm until 7:30pm, client #6 was not prompted
to wear his eyeglasses.

Review on 11/16/2020 of client #5's IPP dated

g

“team, or a designated’
representative, will monitor
Creekway at least once per month
thrgugh the Site Review process.

FORM CHS-2567(02-99) Provious Versions Obsolele
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PREFIX,
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
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o
PREFIX
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(5
COMPLETION
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DEFICIENCY)

W 436

" | 7/28/2020 revealed he has eyeglasses which he

W 441

I Fire drills third shift were not conducted at varied
times. cen g L

Continued From page 19

712812020 revealed, "Adaptive Equipment:
Eyeglasses.” Additional review of client #0's
community/Home Life Assesament dated

wears independently,

During an interview on 11/16/2020, the HM sfated

client #5 chooses not to wear his eyeglasses.
Further interview revealed client #8 naeds verbal
prompts to wear his eyeglasses,

During an interview on 11/25/2020, the ED stated
she was not aware if client #6 wore eveglasses.
EVACUATION DRILLS

CFR{s). 483.470()(1)

The facility must hold evacuation drills under
varied conditions.

; -
m [ t
‘ H

L . e R I
“This STANDARD ismatimetigs évidenced by: - .
. Based dn'féview of fira dilfréports and inferview,

the facility failed to ensure fire evacuation driils
wera conducted at varied times. This affected afl
clients residing in the home, The finding is:

Review of fire drill reports on 11/16/2020 revealed
the following:

Eleven tire drills were conducted on third shiff,
3:43am, 4:10am, 4:08am, 3:47am, 4,10am, 4am,
2:30am, 1:30am, 4am, 1am, and 4am.

During an interview on 11/16/2020, the executive
director confirmed the fire drills conducted on

W 436

WV 441
W 441

g A.
T L

o

This deficiency will be corrected by the
following actions:

241/2,

Fire Drills will:be condycted in the -
pebe L

th'ﬁﬁé .;' o :qt

.nl“
|7 B,

Fjre 'Ibriiis wilt be conducted with% RN
the appropriate documentation,
at varied times 1%, 2™, and 3"
shifts including weekends

Fire Drill will be conducted
Monthly o
Site Supervisor will monitér one
time a week '

Clinical Supervisor will monitor 1
time a week
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-Hhird shift were notvaried, Futhisrinternview
teveated third shift hours are 41pm until 8am:

S

3 s . 4 - s P . . . i i L
. T PP - » A .. ay s N . . ™ Mr (A 5 ' . ."I .
o :;“‘M «3:’\‘“"1' B L T LI S I ORPRTRN L T A at” .;,.M . :.ff;f;--"f‘ ifs 1 EE Ar
: et ERVAN " S VU P ] A B 5 P ‘ A R AT S S
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PHONE: (919)387-1011 it
FAX: (919)387-1130 Altermatives-NC
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AN gh  Frome /ol Q£

To: | (1307 g/ )
Fax: |41 / 6’_, ,..’., ¥ @y  Pages: /0 (inghdding coer)
Phone: ﬁ[ 4. p;lnw &;’ Date ® o
¥ L B ] L/ g L4
Re: [Y #@;’0 \wﬁ ’ ’!‘?.cc:
OO Urgent O Forfeview Please Comment I Please Reply [ Please Recycle

: CONFIDENHALITY NOTICE: This fax is for the sole use of the intended recipient(s) and may contain
| ‘ confidential and privileged information, Any unauthorized review, uge, disclosure, or distribution is
prohibited. If you are not the intended recipient, pleass contact the sender immediately and deslroy

! all copies of the original message.
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December 24, 2020

Eugenia Barnes
Facility Consultant 1

Mentai Health Licensure & Certification Section
2718 Mai Servica Canrer

Raleigh, NC 27699-2718
2192.812.8182M
919.715.8078F

Re: Survey Completed November 25, 2020
Survey Conducted November 16™ & November 25
Creekway Group Home
424 Creekway Drive
Fuquay Vartina, NC 27526
Provider Number 34G065
MHL#-092-102

Dear Mrs. Barnes

We appreciate the courtesy extended by you while surveying the Creekway Group Home, North
Carolina.

As Indicated the Plan of Correction, we have will have the deficiencies corrected for the Annual
survey Conducted on November 25, 2020, it will be completed by February 1, 2021,

. We are.committed to providing the highest possible care for the peopie we serve at Creekway
Group Home. :

If you have any questions, please contact Cynthia Bradford, Associate Executive Director at
984.205.2630 ext. 238.

Kind Regards,

Y | -
7 Bra :
Aunity Alterratives North Carolina- Raleigh Region

01 Navatrio Drive, suite 101
Raleigh, NC, 27609
2762528193
984.205.2630 ext. 4032

Cynthiabradford@rescare.com




