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 V 000 INITIAL COMMENTS  V 000

An annual and follow-up survey was completed 

on Novemer 30, 2023.  A deficiency was cited.

This facility is licensed for the following service 

category: 10A NCAC 27G. 5600E

Supervised Living for Substance Abuse Adults

The 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 

failed to ensure the facility was maintained in a 

safe, clean, and attractive manner. The findings 

are:

Observation on 11/29/23 at 11:00 a.m. revealed: 

-There were black spots on the ceiling and the 

top part of the shower wall in the joining 

bathroom.

-There were dark stains on the carpet in the three 

bedrooms.

Interview on 11/30/23 with the Facility Manager 

revealed:

-If the owner of the facility did not buy a new 

carpet, they would get it cleaned.

-They cleaned the black spots on the bathroom 
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 V 736Continued From page 1 V 736

ceiling and walls before, but it came back.

-They would have the bathroom area assessed 

and fixed.
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