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INITIAL COMMENTS

An annual and follow up survey was completed
on November 9, 2021. 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 observations and interviews, the
licensee failed to maintain the facility in a safe,
clean, attractive and orderly manner. The findings
are:

Observation on 11/09/21 at approximately
9:38am revealed:

- The kitchen floor had approximately 28 broken
and loose tiles.

- The dishwasher had a plastic bag over the front.
- The carpet on the steps leading upstairs were
soiled and stained.

- The bathroom upstairs had the toilet paper
holder missing and the bracket was attached to
the wall. The wall above the commode area had
dark substance on the surface.

- Client #4's room had dark stains on the carpet
and dusty furniture.
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- Client #3's bedroom had a missing drawer in the
dresser. The carpet was soiled and stained. An
unpainted repaired section on the wall
approximately 12 inch by 6 inch.

- Client #2's bedroom had soiled and dark
surfaces and a broken floor vent.

- The living room carpet had dark spots and
stains. The ceiling fan had dusty blades.

- The carpet on the steps going downstairs was
torn.

- The linoleum downstairs had red stains on the
surface.

- Client #1's bedroom floor had split linoleum.

- Client #5's bedroom had a globe missing off the
ceiling fan light.

-The blind near the dining room table had 10
vertical slats missing.

Interview on 11/09/21 the Licensee stated:

- She had recently purchased the facility.

- She had a contractor which had planned to
repair the tiles in the kitchen and replace the
carpet in the facility.

This deficiency has been cited 3 times since the
original cite on 04/25/16 and must be corrected
within 30 days.
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