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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on 6/10/22. A deficiency was cited.

This facility is licensed for the following service 
category: 10A NCAC 27G .1700 Residential 
Treatment Staff Secure for Children or 
Adolescents.

This facility is licensed for 4 and currently has a 
census of 3. The survey sample consisted of 
audits of 3 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 
failed to ensure the home was maintained in a 
safe, clean and attractive manner. The findings 
are:

Observation on 6/9/22 at 11:50 AM of the home 
revealed:
-Overgrown shrubs and weeds up to the windows 
on front of house.
-The house exterior and porch extremely dirty 
with dirt, spider webs and dead bugs.
-A black tarp covering siding above the steps 
going up to the porch.
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 V 736Continued From page 1 V 736

-Kitchen
- Faucet loose, missing the lift rod.
- 2 cabinet drawers were broken and off track 
leaning downward and unable to close

Bedroom #3 
-2 holes the size of a tennis ball beside the bed

Bedroom #2
-Several carpet strings unraveled leaving multiple 
gaps in the carpet

During interview on 6/9/22 the Qualified 
Professional stated:
-The kitchen faucet must have just broken will, 
get maintenance to fix
-Unaware of the kitchen drawers being broken
-Will ensure the holes get patched and painted
-Will make a list for maintenance and get these 
items fixed.

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