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 V 000 INITIAL COMMENTS  V 000

An annual survey was completed on 7-23-21. 

Defeciencies were cited.

This facility is licensed for the following service 

category: 10A NCAC 27G 5600F Supervised 

Living in a Private Residence for All Disability 

Groups

 

 V 736 27G .0303(c) Facility and Grounds Maintenance

10A NCAC 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:

 V 736

Based on observations  and interviews the facility 

failed to be maintained in a clean, safe, attractive 

manner. The findings are:

Observation on 7-23-21 at approximately 8:30 am 

revealed:

-Some marking on the kitchen walls.

- 1/2 bath needs painting under the toilet 

paper holder

-Outside patio area has cracked pavement 

approximately 6 inches by 6 inches. Pavement is 

sunken. It is a possible trip hazard

-Upstairs carpet stained throughout.

-Bathroom tub very dirty, with scum/dirt 

covering the entire inside of the tub.

-Client #1's bedroom had a  hole in the wall 

behind the door and a  based board chewed and 
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 V 736Continued From page 1 V 736

destroyed

-Base board upstairs by the staircase chewed 

and destroyed.

-House needs painting throughout. 

Interview on 7-23-21 with the Alternative Family 

Living provider revealed:

-She could get the landlord to fix the patio 

area.
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