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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 
on February 17, 2022.  The complaint was 
unsubstantiated (intake #NC00184639).  A 
deficiency was cited.

This facility is licensed for the following service 
category:  10A NCAC 27G .5600C Supervised 
Living for Adults with Developmental Disabilities.

The survey sample consisted of audits of 2 
current clients.

 

 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 observation and interview the facility 
was not maintained in a safe, clean, and orderly 
manner.  The findings are:

Observations on 2/17/55 at approximately 12:30 
pm revealed:
- A sheet of ice on the bottom of the upright 
freezer.
- Black matter that appeared consistent with mold 
or mildew around the inside and outside windows 
in the front door.
- Client #3 had black spots around the bottom of 
his window.
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 V 736Continued From page 1 V 736

During interview on 12/20/21 the Qualified 
Professional stated:
- She would complete work orders to to address 
the findings.  

This deficiency constitutes a re-cited deficiency 
and must be corrected within 30 days.
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