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 V 000 INITIAL COMMENTS  V 000

An annual survey was completed on November 2, 
2022. A deficiency was cited.

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

This facility is licensed for 6 and currently has a 
census of 6. The survey sample consisted of 
audits of 3 current clients.

 

 V 738 27G .0303(d) Pest Control

10A NCAC 27G .0303 LOCATION AND 
EXTERIOR REQUIREMENTS
(d) Buildings shall be kept free from insects and 
rodents.  

This Rule  is not met as evidenced by:

 V 738

Based on observation and interviews the facility 
failed to keep the facility free of insects. The 
findings are: 

Observation on 11/02/22 at approximately 
9:30am revealed:
- The food pantry had 3 bugs crawling on the top 
shelf.
- The shelves in the food pantry and several 
kitchen drawers had rodent droppings.

Interview on 11/02/22 staff #1 stated the facility 
had been treated for insects and rodents.

Interview on 11/02/22 the Quality Assurance 
Supervisor stated:
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 V 738Continued From page 1 V 738

- An exterminator had been spraying at the 
facility.
- She had not seen rodent droppings.
- The Administrator is in the process of changing 
the pest control contract.
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