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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 

on 12/28/21.  A deficiency was cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600C Supervised 

Living for Adults with Developmental Disability.

The survey sample consisted of audits of 3 

current clients.

 

 V 131 G.S. 131E-256 (D2) HCPR - Prior Employment 

Verification

G.S. §131E-256 HEALTH CARE PERSONNEL 

REGISTRY

(d2) Before hiring health care personnel into a 

health care facility or service, every employer at a 

health care facility shall access the Health Care 

Personnel Registry and shall note each incident 

of access in the appropriate business files.

This Rule  is not met as evidenced by:

 V 131

Based on record reviews and interviews, the 

facility failed to access the Health Care Personnel 

Registry (HCPR) prior to hiring 2 of 3 staff audited 

staff (Staff #2 and the Qualified Professional). 

The findings are:

Review on 12/10/21 of Staff #2's personnel 

record revealed:  

-date of hire was 10/26/20

-hired as a paraprofessional

-HCPR accessed on 10/30/20
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 V 131Continued From page 1 V 131

-the last 4 digits of Staff  #2's social security 

number did not match the last 4 digits of the 

HCPR results filed in Staff #2's personnel file.

Review on 12/9/21 of the Qualified Professional's 

(QP) personnel record revealed:

-date of hire was 7/12/21

-HCPR accessed on 7/14/21.

Interview on 12/10/21 with the Director of 

Operations (DOO) revealed:

-she was not aware that the last 4 digits on the 

HCPR results did not match Staff #2's social 

security number and she will look into it.
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