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

This Rule is not met as evidenced by:
Observations on 11/1/22 of the facility at

-A cabinet under the sink in client #2's bathroom
sitting on the floor to the right of the cabinet. \

Client #2's 5 drawer was missing the left knob on |

the first drawer and the third handle on the third | OP"M"’(‘OID
drawer. ‘

-Client #1's 3 drawer nightstand was missing . |

/-\knobs on all three drawers and there was fabric I
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from the living room couch on his floor.

| Interview on 11/1/22 the Qualified
Professional/Director of Operations stated:

| -The facility would be getting a new couch soon.
-He would check into the cabinet door in client
#2's bathroom. ‘
-He understood the facility was required to be
maintained in a safe, clean, attractive and orderly
manner.
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