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 V 000 INITIAL COMMENTS  V 000

An annual and complaint survey was completed 

on 1/30/23. The complaint was unsubstantiated 

(intake #NC00195916). A deficiency was cited. 

This facility is licensed for the following service 

category:  10A NCAC 27G .5600C Supervised 

Living for Adults with Developmental Disability.

This facility is licensed for 3 and currently has a 

census of 3. The survey sample consisted of 

audits of 3 current clients.

 

 V 111 27G .0205 (A-B) 

Assessment/Treatment/Habilitation Plan

10A NCAC 27G .0205       ASSESSMENT AND 

TREATMENT/HABILITATION OR SERVICE 

PLAN

(a)  An assessment shall be completed for a 

client, according to governing body policy, prior to 

the delivery of services, and shall include, but not 

be limited to:

(1) the client's presenting problem;

(2) the client's needs and strengths;

(3) a provisional or admitting diagnosis with an 

established diagnosis determined within 30 days 

of admission, except that a client admitted to a 

detoxification or other 24-hour medical program 

shall have an established diagnosis upon 

admission;

(4) a pertinent social, family, and medical history; 

and

(5) evaluations or assessments, such as 

psychiatric, substance abuse, medical, and 

vocational, as appropriate to the client's needs.

(b)  When services are provided prior to the 

establishment and implementation of the 

treatment/habilitation or service plan, hereafter 

referred to as the "plan," strategies to address the 
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 V 111Continued From page 1 V 111

client's presenting problem shall be documented.

This Rule  is not met as evidenced by:

Based on record review and interviews, the 

facility failed to ensure that an assessment was 

completed prior to the delivery of services 

affecting 1 of 3 audited clients (Client #3).  The 

findings are:

Review on 1/24/23 of Client #3's record revealed:

-Date of admission: 12/17/22;

-Diagnoses:  Autism Spectrum Disorder (d/o), 

Unspecified Trauma and Stressor Related d/o, 

Conduct d/o, childhood onset type with limited 

prosocial emotions, Attention Deficit Hyperactivity 

d/o, (by history), Unspecified Anxiety, Allergic 

Rhinitis, Other Forms of Dyspnea, Retention of 

Urine.  

-no admission assessment was completed prior 

to the delivery of services.

Interview on 1/24/23 with Client #3 revealed:

-the facility where she was living closed;

-moved to this facility "before Christmas" (2022);

-felt safe living at the facility. 

Interview on 1/26/23 with the Qualified 

Professional revealed:

-held a goal plan meeting with the guardian prior 
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 V 111Continued From page 2 V 111

to admission;

-completed the "IDD (Intellectual and 

Developmental Disability) Admission, Discharge, 

Transfer Notification Form" on 12/17/22 and it 

was signed by the guardian;

-did not complete an admission assessment 

when Client #3 transferred from the sister facility;

-will inform the Administrator that an admission 

assessment must be completed when a client 

transferred between sister facilities.
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