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P 10 . BUMMARY STATEMENT OF DEFICIENCIES o PROVIDESES PLAM OF CORRECTION {%8)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY DR LSC MENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE OATE
DEFCIENGYY
E 006 | Plan Based on ANl Hazards Risk Assessment E 006|{E 006 : ' .
CFR(s): 483.475(a){(1)(2) This deficiency will be corrected by the  02.16.2021
. following actions *
i(2) Emergency Plan. The [facliity] must develop A. The facility wi develop and
and maintain an emergency preparedness plan ‘ maintain @ emergency
that must be reviewed, and updated at least every . : preparedness plar and it will be
2 vyears, The plan must do the following:] ‘ reviewed and updated annually,

) Eh S LCCIHDS WHE LI IICHLHITW Viad
facitity-based and community-based risk ‘ will implerment strategies the
QSSE}SSmE}nL Ut”i:‘:ing an E}!bhazal'ds appl’oﬁ{:h.‘ evﬁ.nt Qfan ﬁmergancy

C. The emergency preparedriess
(2} Include stategies for addressing emergency plan will imclude a plars for
events identified by the risk assessment, Hospice care.
. o 0. Strategies wifl e identified via
Flan. The LTC facifity must gevelop and mainiain will implement strategies the
reviewed, and updated at least annually, The plan include but nat limited to all
must do he following: potential risk that would directly
(1) Be based on and include a documented, . impact a person in Hospice
| facitity-based and community-based risk ) e Care.
assessment utilizing@n all-hazards approach, D ‘ E. Amethod of communicating
including miSSEfIQ resiclents. ! : ' SPECiﬁC needs of the pﬁﬂple
{2} Include strategiss for addressing emergency served on site wili be addressed
events identified by the risk assessment, F.  Maragement will implement
e ' 3. Management will in services
[For ICEAIDs at §483.475(a)1)] Emgrger{cy Staff or the plan annually
Plan, The ICGFAD must develop and maintain an ] M. Management will have the plan
emergency preparedness plan that must be updiated annally
reviewad, and updated af lbast every 2 years. The :
plan must do the following:
{1) Be based on and include a documented, !
facility-based and community-based risk
assessment, uiilizing an ali-hazards aprroach,
inchuding missing clients.
(2} Include strategies for addressing emergency
events identified by the risk assassment.
i * [For Hospices at §418.113(a)}2)) Emergency |

{ .
- LAB‘?S\TORY BIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE YIFLE X5} RATE
w4

UNTHIB BRIPID ,  Asst. EXccufive_ etz 2/6/02]

Ay G&ﬁ(ﬂ&ﬁcy statement ending with an asteriek (*) denotes 3 deficiensy whish the insfitution may be exeused from conecting providing 3 is deterdined that
ather safeguasds provide sufficient protection to the patierts . {See inshructions.) Except for aursing homes, the findings statgd sbove ste disciosatie 30 days
following the date of survey whethsr or not a plan of cofrection is provided. Far nursing homese, the above findings and pians of correction are disclosable 14
days following the date these documents are made aveilable to the faciily. if defiviensies are Cited, an approved HRIN of CONERION IS feauisie to continued
program particioation.
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Plan. The Heospice must develop and maintain an
ematyency preparedness plan that must be
reviewed, and updated at least every 2 vears. The
plan must do the following:

(1} Be based on and include a documesnted,
facility-based and community-based risk
assessment, ufilizing an all-hazards approach.
(2) include stratagies for addressing emergency
events identified by the risk agsessment,
including the management of the consequences
of power failures, natural disasters, and other
emergencies that would affect the hospice’s
abifity fo provide care,

This ETANDARD is not met as svidenced by:
Based on policy review and stalf interview, the
facility failed to develop an emergency
preparedness (EP) plan ingluding and based
upon a community and facility<based risk
assessment utilizing an ali-hazards approach.

& This had the potential to affect-al cisan’ts (w2, #3

#4, #5 and #6). The ﬁndnng i . <

Rawew on 12115/20 of the faciity's EP plaﬂ, last
revised on May 2020, revealed the plan did not
provide specific information in regards to a
facility-based risk assessment utllizmg an
all-hazards approach,

tnterview on 12/16/20 with the resident marager
(RM) revealed when she looked through the EP
she could not focate @ risk assessment and frad
not pamaspm&d in deveropang one,

Interview on 12/16/20 with the qualitied
infellectual disabilities professional (QIDP)
revealed that the RM coordinated EF aclivities for

the home and that the program manager (PM)
reviawed the content.

STATEMENT OF DERIGIENCIES (X1} PROVIDERSUPPLIESR/CUA (X2) MULTIPLE COMSTRUCTIDN {X3) DATE SURVEY
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DEFICIENGY}
W 104 | Continued From page 2 W 104
W 104 | GOVERNING BODY W 104 bz 16,2021

CFR{s): 483.410(a}{(1)

The governing body must exercise general policy,
“budget, and operating direction over the facility,

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the goverming body and management
failed to exercise genargl policy and operating
direction over the facility by failing to ensure
maintenance of the home's sidewalk and
driveway, 50 that it remained in good repair, Thig
hiad the ability to affect 4 of 5 audit clients (#2, #3,
#5 and #6). The finding is:

During cbeervations of the home on 12/15/20 at

front door entrance, had large cracks anda » -
1 raised surface where the sidewalk and driveway -
were joined. There was an attempt to bridge-the -
gap of the surface, by adding a cement filler at

the end of the sidewalk,

Review on 12/15/20 of the facility's fire -
drifovacuation reports listed 15 instances since
Februiry '20 that sta¥f were challenged ralfing the
wheelchairs over the cracked surface. The dates
inciuded:

On 2720720, 3131120, 4128120, 5/25/20, 5130720,
6/15/20, 7/9/20, 810/20, 978/20, 1010720,
12TIZ0, 176720, 11A6/20, 1117/20 ang
1271720, An additonal review of the reports
-acknowledged a work order or infention to make
repairs on the following dates: 526120, 7/28/20,
§ B/10/20, 911720 and 10/30/20.

2:00 pm, the driveway. dnd sidewalk leading to the .2

i
i

W.104

This deficiency will be corrected by
the following actions:

A

The home will be well
maintained with necessities -
ensuring the maintenance of
homes sidewalk and
driveway.

The driveway will be in good
repair to ensure that the safe
of all people being served are
able to safely havigate in and
out of the home. Free from
trip/fall hazards

If warranted restrictions will
he added and reviewed at
Human right committee
Management will ensure
horme side walk and driveway
are functional with out
hazard.

Site Supervisor will monitor
one time a week.

Qualified Professional will

monitor one time & week.
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Ky 10
FREFIX
TAG

SUMMARY STATEMENT OF RFFICIFNCIFS
{EACH DEFICIENCY MUST BE PRECEDED &Y FULL
REGULATORY OR LB IDENTIFYING INFORMATIOM)

gl
PREFIX
TAG

PROVIDER'S PLAN OF OORRECTHN
- {EACH CORRECTIVE ACTION SHOLKD BE
CROSS-REFERENGEDR TO THE AFPROPRIATE
DEFICIENCGY)

sy
- COMPLETION
DATE

W04

Continued From page 3

Review on 12/16/20 of service orders revealed on
B/14/20 & management employee submitted an
urgent written reguest noting “driveway is uneven
and cracked in the middie portion of the driveway
{conciete). This needs to be escalated.” On
9/24120 contact was made with a vendor with a
propasal forwarded fo management on 10/25/20.
On 1115720 management learned that a 2nd
vendor only served industrial cllents, On 12/3/20,
the 3rd vendor was contacted and would make a
vigit to the home the following week,

Interview on 12M5/20 with staff A and D revealad
that the cement filler had not heiped navigate the
clients wheelchairs over the raised surface, when
conducting fire drills, Bofh staff menfioned that
someone came to the home last week to look at
the driveway but they did not knew if repairs were
ordefed. ' ' A

v v

1 Interview on 12/46/20 with the resident manager 4|

(RM) revealed that she has been aware of staff's
congemn with the cracked sidewalk since
transterring to the home in July, She subrmitted &
waork orger, speke with a vendor who
recommended that the enfire driveway be

tesurfaced. Staff rocentlyinformed the RIM that
=t @another vendor came o the home fast week fo

look at the sidewalk,

Interview on 12/116/20 with the gualified
inteltectual disabilifies professional (QIDP)
revealed that the driveway had cracks in it for the
past year however around May 2020, the cracked
became raised, creating hazards for stumbling,
The QIDP recalied asking the previous RM to
submit & work order, tate Spring. The QIDP did
not recall a response from management '

W 104

S,
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W84 | Continued From page 4 W 104
regarding the repair,

Interview on 12/16/20 with the assistant executive
direclor (AED) revealed that she became aware
of a work order fo repair the sidewalk/driveway at
the home in September 2020. The order was
written as urgent on 8/14/20 and that status
required 3 proposals frorn vendors before
'presenting to capital expenditure. One vendor
was sent i the home in October and sent &
proposal; and then another vendor went to the
home last week and they have not receaived their
proposal. Ordinarily the program manager was
handling the work order but he was on leave.,
W 227 | INDIVIDUAL PROGRAM PLAN W 227
CFR(s): 483.440(cH4)

The individual program plan states the specific
objectives necessary 10 meet the client's needs,
as identified by the Compreliensive assessment i
-regired by parégrapq (c}(3) of this section. ar :

This STANDARD iz not met as evidenced by:

Based on record review and staff interviews, the

| facility failed to ensure 1 of 5 audit clents (#5)
indtividual program plan GPP) included training k<
meét the client's ne&ds, with complying with
evacuating during fire drillsy The finding is:

n .

Review on 12/15/20 of the IPP for client #5 dated
5820 revealed that there was no identified
pragram that addressed non-compliance
specificaly with fire ddlle. Ao updated behavior
support plan, dated 5/8/20 had a goal of 1 or less
nen-comphance episodes within a 12 month
tonsecufive peried, Inthe event that chent #5

FORM GME-2567(02-08) Frevipus Versions Obaolete Event iD:WMENT Faglity itz 88747 If continuation sheet Page 54113
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an area or remained standing in the hall, staff
were directed to offer redirection, no more than
30 seconds infarvals, up 10 b minutes.

Review on 12/16/20 of the facility's monthly fire
drili reports revealed multiple incidents of client
#5 nan-complying with evacuating from the home.
Staff conducting the drills had to physically assist
client #5 from the home instead of issuing verbal
cues. Client #5 was noted to nesd physical
assistance during these fire drills:

On 322720 a1 6:34 PM, clignt #5 refused io
avacuate from her roorn, until staff redirecied her.
The former RM met with client #5 and counseled
her on why it was important to go owdside during
the drill.

O 326720 at 708 AM, client #5 began

sereaming during the drili and did notwantto

comply, i

On 10718720 from 2: 29 P‘M 241 PM, client #5
was in her room resting when the fire alarm
sounded. Client #5 refused fo move and began
screaming. Staff had to physically prompt her to
evacuaie the home. Staff noted fo follow up with
the-qualified intellectual disabilitiss profpssipnat
(DR, A respon&e from the CHDP wasg not i,
recorded. L
On 12114720 at 414 PM, client #5 refused fo
evacuate the home from the living room. Staff
hag to physically prompt ciient #5 0 leave and
counseled her on the importance of fire drills.

Interview on 12/16/20 with the resident manager
(RM) revealed that she was assigned to the home
an 701120, On 12/14/20, she was working in the
hore and withessed client #5's noncompliance
during a fire deill that they conducted at 4:14 PM.

A, Al ISPS will be reviewed and
revise as needed to ensure
objectives of all safety needs are
met.

B. Community home jife
assessments will be completed
on all people served.

~ €. Alicurrent goals will be
assessed, modified, update or
discontinued. Team will make
that decisions

L. Coals wilt be implemented after
team meeting.

E. Mwarranted behavioral suppart
guiddelines will be implemented
o &dd supports during safety
dritfs,

F. Al restrictions wili be reviewed
at Human right committee

. Formal objectives will be
impiemented to address
norcompliance guring safety
drifls.

H. Staff will be in serviced on all
safety needs, goals and
abjectives—to enswre
compliance with all the peopie
served/

I Site Supervisor wilt monitor one
time a week.

4. Qualified Professional will
MoIor One time 2 week,

STATEMENT OF CEFICIENCIES (X1) PROVIDERSUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDIG COMPLETED
246382 B. WING 120162020
NAME OF PROVIDER OR SLIPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE '
: 200 LAYRELWODE DR,
" VOCA-LAURELWOOD
' SMITHF!ELD NG 2TSTT
4D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION 5)
FREFIX ({EACH DEFICIENCY MUST 8E PRECEDED BY EULL BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LEC IPENTIFYING INFORMATICON) TARE CROSE-REFERENCEDR TO THE APPROPRIATE DATE,
DEFICIENEY?}
W 227 | Continued From page 5 w ooy |W.227
refused to honor stalf's requests, refused o loave This deficiency will be correﬂted by the ©02.16.2021
following actions:
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DEFICIENCY)
W 227 | Continued From page & W 227
She stated that client #5 began to seream, pull on
her hair and would not move. Staff had to assist
client #5 from the home, Afterward the RM
emailed the QIDP and made her aware of the
incident and requested behavioral supports. The
QIDP responded that the psychologist would be
contacted.
Interview on 12/16/20 with the QIDP revealed that
she did not review the fire drill reports or know
untit 12/14/20 that clent #5 sometimes reguired
physical prompts from afaff, She further siated
thiat client #5 atready had a BSP to address her
behavior of noncompliance. The QIDP
acknowledged that during a fire drill, staff shoudd
not wait & fminutes for client #5 to comply with w368 02 162021
their request to evacuate the home. This deficiency will be corrected by the
W 368 | DRUG ADMINISTRATION W 368 following actions:
CFR(s): 48346000901} ! ‘ A. Al physicians orders will be
‘ S o . reviewed,
The systern for drug adiministration must assure B. There will e current orders for
that all drugs are adrministerdd in cumplnarace wum‘ ’ 4 all medication in the person
the physician's orders. serve records.
. The team wili ensure that all
orders are impiemented
This STANDARD is not met as evidenced by: D, Allthe O:derspwill be reviewed
Based on observations, record reviews ang " and discussed at the monthly
interviews, the facility failed to ensure the system core teamy/quarterlies/annual
of administrafing medications as ordered was ISP
implemented. This affected 2 of 5 audit clients E Thém will be supporting
(#3 and #4). The finding is: documentation for all Orders
. , . i in-serviced on ai
A. During morning madication administration in F fr:iz;\;ftigr? ;}r ders
the home on 12/16/20 at 7-10 am, staff A assisted G RN will review.m o}}thly
Client #3 to pop 5 whold pifls Slt of biister packs H‘ Site Supervisor will monitar one

into a container of yogurt. The pilis were stirred
into the foad, and then ingestad by client #3,
Client #3 also received an antacid tablet, which

FORM CME-2657(02-38) Peevious Versions Obsalste
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FREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE FREGEDED 8Y FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

(¥}
PREFIX
TAG

© PROVIDER'S BLAN OF BORRECTION 5

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROFRIATE

_ DEFICENTYY

COMPLETION .
DATE

W 368

Wddy

Continued From page 7
she chewed,

Review on 12/16/20 of client #3's physician
orders dated 11720720 revealed instructions,
"medications crushed in applesauce of nectar
thickened liguids." it was noted that clisnt #3 was
diagnosed with dysphagia,

B, Duirinn morning madication adminictration in
the home on 12/16/20 at 7:39 am, staff A assisted
client #4 to pop 10 pills info a container of yogurt.
The pills were stirred into the food, and then
ingested by client #4. Client #4 received a
nutritionat shake afterwards,

Review on 12/16/20 of client #4°s physician
orders dated 11/20/20 revealed instructions,
"medications crushed in applesauce or pudding

During an interview with staff A on 12/16/20, she
revealed that she has never grushed pllls before

3 giving to clients #3 and #4 during medication o

administration. Staff A stated that she was frain fo
only review the blister pack container of the
medication and the electronic physician order.,

She never noticed any language before today that
instructed her to crush medications before giving, .,
untit she made a thoroughr review of the electronic
physician order again and saw those instructions.

During an interview with the quatified intellectual
disabilities professional (QIDP) on 12/16/20
revealed that earlier this year, client #3's
physician orders changed o crush medications.
The previous resident manager {RM) gave an

[in-sevice to all staff to stard crushing her

medications,
EVACUATION DRILLS

W 368

W a47
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W 447 | Confinued From page 8 W 44T |W 447
‘ | CFR(s): 483.470()(2)(iif} This deficiency will be corrected by the  102.16.2021

following actions:
The facility must file a report and evaluation on

each evaguation drill, A, Fire drill will be conducted in thel
Hotre

B. Fire drilis will be conducted with
This STANDARD is not mat as evidenced by: ; appropriate documantation, at
Based on record review and interviews, the varied times 1%, 20 and 3
facility failed to implement corrective measures shifts including weekends
after problems with fire drills were repaatedly ! C. Fire drill will be conducted
identified. This had the potantial to affect all 5 monthly
clients (#2, #3, #4, #5 and #6). The findings are: i 0. Recommendations will be added

to the drilis to address any
irmmediate issug which wolld
ihclude non compiiance with

Review on 12/15/20 of the facilily's fire
drilfevacuation report revealed the foliowing

m

irregularities: drilis.
Recommendaton will address

O 2/29/20 at 7:.08 am client #5 was f improving how to effectively

nencompliant with staff's request to evacuate the evacuate home with wheelchair

home independently during.a-fire dritf. There was bournd individuals

no response from management with | e F. staff will be inserviced on safety
Jecommendations, o St drills

G. Site Supervisor will mornitor one

On 3122120 at 6:34 pim client #5 was time a weel,

noncompliant with staff's request to evacuate the H. Quaiified Professional wili

home independently during a fire driil. There was monitor one time a week
| no response from management with ‘ |
! recommendations. w, RS * , ’ »:,

On 313120 at 10:00 pm staff reporied that it took
10 minutes, 3 seconds to evacuate 4 clients using
wheelchairg from the home. There were no
recommendations for improvernent from
management,

On 4/29/20 at 5:32 am gtaff reported that i took S
minutes, 18 secunds to physically assist 4 out of
6 cliznts from evacuating the home. There were

ne racommendations for improveiment from :

FORM CMS-2587(02+99) Previpus Versians (bsalete © Bveont WS Faility 10: 955747 If continuation sheet Page 8 of 13
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management.

On 7/8/20 at 10:55 am staff reported that the
broken and uneven pavement made if hard for
wheelchairs to roll, Staff and clients had stumbled
over ungven pavement, There was &
recommendation to submil a work order and
nofify upper management. The pavement
remained broken at the time of survey.

On 8/18/20 at 4:03 pm staff reported that they
exited the back door because of the nurnerous
frip harzards at the front of the house.
Recommendations for improvement suggested
that repairs need to be made to the driveway and
sidewalk of the home. The pavement ramained
broken at the ime of the survey.

O 8/28/20 at 10:20 pm staff reporied that if ook

18 minutes to physically assist 4 aut of 6 chients ™ =
from evacyating the home. Fhere werg no o
recemmemfmwns for imprevement fram
maaagemenf

On 10/8/20 at'8:45 am staff reported that it took
10 minutes to conduct fire drill. Staif stated
“difficuity evacuating 4 clients requiring phys:cal
Msssmnce for 2 staff persong,”

On 10/10/20 at 3:26 pm siaff reporied that it took
12 minutes to physically assist 4 out of G clienls
from the home. The sidewalk was noted o be
uneven. A recommendation to folow up with work
order was the response from the resident

manager {RM), :

On 10/12/20 at 10:25 pm staff reported that it
taok 12 minutes to physically assist 4 out of §
clients from the home. The RM reaponded fo
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. 0D D
VOCA-LAURELWOOD 200 LAURELWOGD DR
‘ SMITHFIELD, NG 27577
X4} I3 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5
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fotiow up with the work order.

On 10/18/20 at 2:29 pm client #5 was
nencompliant with staff's request o evacuaie the
home and was physically assistad by staff. A
recommendation to follow up with the qualified
infeifleciual disabiliftes professional (QIDP) was
noted. :

On 10/27/20 at 10;28 pm staff reported that it

took 12 minutes to physically assigt 4 out of 6

clients frony the home. The RM responded fo .
follow up with the work order,

On T1/6720 ot 4:00 pm staff reported that it took
17 minutes (o evacuate clients from the home,
i to unaven surfaca of the driveway and
sidewalk that made it hard {o operate the
wheelchairs. The pavement remained broken at
the time of the $urvey L S P

Intﬁ:maw on 12f1 B/20 W|[h th&r RM revealed that » o L ’ o
she was unaware of an ideal timeframe to '

evacuate clients while conducting fire drills, Also
the RM stated that management had not made
her aware of progress on the sidewalk repair.

Infesview on 12/16/20 with the QIDP revealed that
she did not know the status of any repairs to the
sidewalk. She further gtated that she only

became aware of issues with client #5 becoming
nencamphiant during fire drills this week, The

QIDP stated that the RM handled all training with

the group home staff.

W 481 MEENUS ‘ ' W 481

Menus for food actually servad must be kept on
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This STANDARD is not met & evidenced by: " || This deficency will be corrected by
Based on observations, record review and the following actions:
interviews, the facilily failed {0 keep a record of
food substitutions for the home. This had the A, All menus will be reviewed.
potential to affect all clients (#2 ¥3, #4, #6 and B. Dietitian will be consulted if
#6}. The finding is: warranted to address food
During lunch observations in fhe h items that are listed— that may
ryatons in g home on 1 i
‘ not be readily available
12016120 at 12:40 pm, &l of the clients ware C. Dietitian to );ovi de health
served scrambled eggs, spinach, wheat bread - e ) p I Y
and jello. ‘ alternatives/ substifution
D. A record will be kept of all food
During dinner observations in the home on substitutions  for the home,
12/15/20 at 5:40 pm, all of the clients were . E. Staff to be in service on client
offered baked pork loin, cream potatoes, peas of rights—to have a well balance
spinach. meal,
F. Staff to be in serviced on menu

B

During breakfast observations in the home on

| 12116/20 at 6:45 am, all of the clients were

oifered leftover sarambfed eggs, fed egg and -
oatmedsl,

Review of the December 2020 menu revealed the
following meals:

1215120 for lunch
egg.muffin bake
Calffornia blend
seasonal fruit of choice
pudding cups

1216120 for dinner

glazed baked pork loin
while rice

sarrats o
canned fruit of choice

12/46/20 for breakiast

#

PLI

*.items and substitutions list and

. Site Supervisor wilt monitor one

. Qualified Professional will

documentation, This training
will inciude, but not be limited
to diets, proper meal
preparation, and appropriate
meal substitutions.

time a week,

monitor menthly
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&gg
whaole wheat breac
whole milk

Interview with the resident manager (RM) on
12116/20 revealed that she substituted lungh on
12/15/20 because she did nof know how fo make
an egg muffin and {o print the recipes took too
many pages, The RM alse commented that the
menu items werg substituted because she did not
have a chance to refurn fo the grocery store to
purchase the toms. Initially, the RM suggested
that any menu substitution was supposed fo be
recorded in the communication og, but whan
presented thete were no recent entries. The RM
also aciknowledged thaf she did not make her
Area Supervisor aware that the meny was
substituted,

Inferview with the qualified intéilectual disabilities.
professional (QHDP) on 12/16/20 revealed that the
RM received an elecironic copy of the medu and
recipes every Wednesday. The expectation was
for the RM to'purchase food for the home based
on the weekly menu. The QIDE stated that menu
substitutions should be communicated to the area
! supervisor, '

i

-

-

Ty

¥

b
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January 7, 2021

Esther Moore, BSW, QIDP RN

Facility Survey Consultant }

Merttal Health Licensure and Certification section
NC Division of Heaith Services Regulations

2718 Mail Service Center,

Raleigh NC 27699-27 18

919.855.3750 office

919.715.8078 fax

RE:  Annuail Survey
Survey conducted: December 15-16, 2020
VOCA- Laurelwood Group Home
200 Laurelwood Drive, Smithfield, NC 27577
Provider Number 34G282
MHL# 051-037

Dear Ms. Moore,

We appreciate the courtesy extended by you while surveying the VOCA- Laurelwood
Group Home, North Carolina.

As indicated on the Plan of Correction, we will have the Deficiencies corrected for, the
Annual survey conducted On December 15-16, 2020, it will be completed February 16,
2021. o

We are committed to providing the highest possibie care for the people we serve at
VOCA- Laurelwood Group Home.

If you have questions, please contact JerMaine Kearney, Program Manager
984.205.2630 ext 403

an::erel);%[ﬂ/ & /(//97 &/ %/(_/

Cyrnthia Br adford MSM, Asst. Executive Director
Community Alternatives North Carolina- Raleigh Region
1007 Navaho Drive, suite 101

Raleigh, North Caroling, 27609

[919) 387-1011 office

[276) 252-8193 cell

Cynthiabradford@rescare.com




