
















Division of Health Service Regulation 
STATEMENT OF DEFICIENCIES PROVIDER IDENTFICA. TKJN NUMBR: (X2) Multiple Construction 

A. Building: 01
AND PLAN OF CORRECTION 

MHL # 043-050 

NAME OF PROVIDER: 

SIERRA'S RESIDENTIAL SERVICES, INC. 

SUMMARY STATEMENT OF DEFIOENOES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY ORLSC IDENTIFYING INFORMATION) 

V 118 27G .0209 (C) Medication Requirements 

This Rule is not met as evidenced by: 
Based on record reviews and interviews the facilit� 
failed to ensure medications administered were 
recorded on the MAR's immediately afte1 
administration for2 of 3 audited clients (#1 & #2). 

8. WING ________ _

STREET ADDRESS, CITY, STA TE, ZIP CODE 

665 Lake Ridge Drive Cameron, NC 28326 

PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTIONSHOULD BE 

CROSS- REFERENCED TO THE APPROPRIATE 
DEFICIENCY\ 

V 118 SRS' Staff will review its medication polic� 
and adhere to the Agency's Medicatior 
Protocol. 

2 

SRS Group Home Manager (Qualified 
Professional) will provide SRS' Staff "A 
Refresher of MAR In-Service Training". 

SRS Group Home Manager (Qualified 
Professional) or Designee will review SRS's 
Consumer MAR(s) before leaving thE 
Pharmacy to ensure Accuracy. 

In the Event of Identifying an Error, SRS 
Group Home Manager or Designee wil 
correct the MAR by notifying the Pharmacis1 
of Error, Making the Correction by Marking 
through the Error, and by Handwriting the 
Correct Information, accompanied with the 
SRS' Staff's Initial. 

SRS Group Home Manager (Qualified 
Professional) will monitor the SRS 
Consumer 'MAR Activities on a Daily Basis to 
ensure Compliance. 

SRS' Quality Management Team o 
Designee will Randomly conduct an Audi1 
Review of SRS Consumer's MAR Activities 
on at Least a Quarterly Basis to ensun: 

Compliance. 

Please See Attachments: 

• Medication Administration Class Re­
Training and Sign-in Sheet

(X3) DATE SURVEY 
COMPLETED 

01/17/2022

(XS) 
COMPLETE 

DATE 

01/17/2022
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Division of Health Service Regulation 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

PROVIDER IDENTIFICATION NUMBR: (X2) Multi pie Constn.ction 

A Building: 01 MHL # 043-050 

NAME OF PROVIDER: 

SIERRA'S RESIDENTIAL SERVICES, INC. 

SUMMARY STATEMENT OF DEFIOENOES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY ORLSC IDENTIFYING INFORMATION) 

V 296 27G .1704 Residential Tx. Child/Adol - Min. 
Staffing 

This Rule is not met as evidenced by: 
Based on observation and interviews the facilit� 
failed to provide the minimum number of direct carE 
staff required. 

Division of Health Service Regulation 

B. WING ________ _

STREET ADDRESS, CITY, STATE, ZIP CODE 

665 Lake Ridge Drive Cameron, NC 28326 

PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS- REFERENCED TO THE 
APPROPRIATE DEFICIENCY) 

V 296 Qualified Professional will assure that al 
shifts are covered by two Staff Members. 

3 

Qualified Professional understands thal 
there are Two Staff to One, Two. Three 
and Four Consumers. 

If there should be any Callouts, the 
Qualified Professional (C1) will work on 
that shift until a Replacement (OP, AP 
and/or PP) is able to relieve OP (C1) frorr 
the Shift. 

SRS Office Personnel or Designee wil 
follow up with random House Audits to 
assure that the Qualified Professional has 
implemented and is following all Policies 
and Procedures regarding the minimum 
number of direct care staff required. 

(X3) DATE SURVEY 
COMPLETED 

01/17/2022 

(X5) 
COMPLETE 

DATE 

01/17/2022 





STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

PROVIDER IDENTIFICATION NUMBR: 
(X2) Multiple Construction 

B. Building: 01 
MHL # 043-050 

NAME OF PROVIDER: 

SIERRA'S RESIDENTIAL SERVICES, INC. 

SUMMARY STATEMENT OF DEFIOENOES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULA TORY ORLSC IDENTIFYING INFORMATION) 

V 366 27G .0603 Incident Response Requirements 

This Rule is not met as evidenced by: 
Based on record review and interview the facility 
failed to implement written policies governing their 

response to incidents as required. 

B. WING ________ _

STREET ADDRESS, CITY, STATE, ZIP CODE 

665 Lake Ridge Drive Cameron, NC 28326 

PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS- REFERENCED TO THE 
APPROPRIATE DEF ICIENCY) 

V 366 SRS' Staff will report All incidents tc 
Qualified Professional. SRS Group HomE 

Manager (Qualified Professional) wil 
notify the Legal Guardian and Other 
Responsible Parties (Law Enforcement, 

Medical Personnel, etc ... ) Immediately 
upon Notification of a Level II or Level II 
Incident and the SRS QP (Group Home 

Manager) or Designated OP will Enter All 
Level II and Level Ill Incidents into the 
IRIS System within a 72 Hour lime 

Frame. 

4 

SRS Group Home Manager (Qualified 

Professional) or Designee will providE 
SRS' Staff "A Refresher of lnciden 
"Reporting In-Service Training". 

SRS Quality Improvement Committee will 
Randomly conduct an Audit Review of 

SRS Consumer(s) Incident Reporting 
Documentation/Records on at Least a 
Quarterly Basis to ensure Compliance. 

Please see Attachments: for Verification. 

1. SRS Policy and Procedure
2. Incident and Incident Reporting
Training and Sign-in Sheet

(X3) DATE SURVEY 
COMPLETED 

01/17/2022 

(X5) 
COMPLETE 

DATE 

01/17/2022 



Division of Health Service Regulation 

PROVIDER IDENTIFICATION NUMBR: 
(X2) Multiple Construction 

C. Building: 01 STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION MHL # 043-050 

NAME OF PROVIDER: 

SIERRA'S RESIDENTIAL SERVICES, INC. 

SUMMARY STATEMENT OF DEFIOENOES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY ORLSC IDENTIFYING INFORMATION) 

V 367 27G .0604 Incident Reporting Requirements 

This Rule is not met as evidenced by: 
Based on record reviews and interview, the facility 
failed to report incidents to the Local Management 
Entity as required. 

B. WING ________ _

STREET ADDRESS, CITY, STA TE, ZIP CODE 

665 Lake Ridge Drive Cameron, NC 28326 

PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS- REFERENCED TO THE 

v 367 All Level II Incident Reports will be 
reported to the IRIS System within 7� 
Hours of the Incident. 

5 

SRS' Staff will report all incidents to 
Qualified Professional. 

The Qualified Professional (CT) will notif'y 
the Legal Guardian and Othe1 
Responsible Parties (Law Enforcement, 
Medical Personnel, etc ... ) lmmediatel>y 
upon Notification of a Level II Incident and 
the QP (Cl) or Designated QP will Ente1 
All Level II AND/OR Level Ill Incidents 
into the IRIS System within a 72 Houi 
lime frame. 

Please see Attachments: for Verification. 

1. SRS Policy and Procedure
2. Incident and Incident Reporting

Training and Sign-in Sheet

(X3) DATE SURVEY 
COMPLETED 

01/17/2022 

(X5) 
COMPLETE 

DATE 

01/17/2022 

































Division of Health Service Regulation 

PROVIDER IDENTIFICATlONNUMBR:
(X2) Multiple Construction

D. Building: 01 
STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION MHL # 043-050 

NAME OF PROVIDER: 

SIERRA'S RESIDENTIAL SERVICES, INC. 

SUMMARY STATEMENT OF DEFIQENOES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY ORLSC IDENTIFYING INFORMATION} 

V 736 127G .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.

ITTiis Rule is not met as evidenced by: 

Based on observation and interview the facility
ii ·1 d t 

' 
a, e o ensure facility were maintained in a safe

lclean, attractive and orderly manner.

6 

B. WING ________ _

STREET ADDRESS, CITY, ST ATE, ZIP CODE

665 Lake Ridge Drive Cameron, NC 28326 

PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS- REFERENCED TO THE 

v 736 The repairs regarding the aforementioned 
were completed by SR$' Maintenance 
Person on 12- 2 · 2D2.1 

All Maintenance Orders will bE 
immediately turned into SRS' Office and 
will be completed within 72 Hours upor 
the Office receiving the Work Order. 

Group Home Manager. (QP) Qualifiec 
Professional or Designated Staff wil 
conduct Safety Checks on a Daily Basis tc 
ensure Compliance. 

SRS'. Personnel or Designee will provide
Ong_oing. Monitoring of the Level IllResidential Facility on a Random and
Quarterly Basis to ensure Compliance

Please see Attachments of repairs foVerification. 

1. Photos of Repairs

(X3)DATESURVEY 

COMPLETED

01/17/2022 

(X5) 
COMPLETE 

DATE 

01/172022 
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