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 V 000 INITIAL COMMENTS  V 000

An annual, complaint and follow up survey was 
completed on 2/29/24.  Complaint Intake  
(#00211579) was substantiated.  A deficiency was 
cited. 

This facility is licensed for the following service 
category: 10A NCAC 27G .5600A 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 currents 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 2/27/24 at 10:30 AM revealed:
-A package of hamburger meet with no covering 
in the freezer.
-Baseboards throughout the home were this with 
dust.
-The laminate flooring in the bathroom was 
separated and raised up by the bathtub.
-A black hook sticking out in the hallway.
-Shower had black substance throughout the 
grout.
-Client bedroom had a strong smell of cigarette 
smoke.
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 V 736Continued From page 1 V 736

-Client had trash and empty drink cans under his 
bed with cigarette ashes in them.

Interview on 2/27/24 the Licensee stated:
-The home did need to be cleaned and some 
repairs.
-Client #1 appeared to have been smoking in his 
room, which he denied.
-Very upset and called client #1's guardian to 
come speak to him regarding his smoking in the 
home.
-The designated smoke area was outside.

This is a recited deficiency and must be corrected 
within 30 days.
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