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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 
on 1/17/23. The complaint was substantiated 
(#NC00195107). A deficiency was cited.

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

This facility is licensed for 6 and currently has a 
census of 5. 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 
was not maintained in a safe, clean, attractive 
and orderly manner. The findings are:

Observation on 1/17/23 at approximately 2:38pm 
revealed the following:
- Kitchen
- cobwebs in the right top corner of the window
- several tears in the floor tile next to the 
dishwasher

Hallway Bathroom
- floor tile had tears as long and as wide of a 
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 V 736Continued From page 1 V 736

dollar bill 
- shower/tub combination had build of of residue 

Bedroom #2 
- window screen laying against the wall in the 
bedroom 
- blinds had 3 broken spindles and 1 missing 
spindle

Bedroom #3
- bathroom had no window covering 
- 3 out of 4 light bulbs were out 
- cobwebs in the top of the window 

Interview on 1/17/23 with Staff #1 stated:
- Clean the house over the weekend
- Will do more cleaning to make sure the house 
was clean
- Will put in a work order to fix the floors
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