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V 000, INITIAL COMMENTS V 000

An annual and follow up survey was completed
on February 16, 2024. 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 4 and currently hasa |
census of 3. The survey sample consisted of ~‘
~audits of 3 current clients. i
|

V736 27G .0303(c) Facility and Grounds Maintenance V 736

10ANCAC 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.
RECEIVED
' This Rule is not met as evidenced by: _ o
Based on observation and interview, the facility '
. was not maintained in a safe, clean, attractive ,

and orderly manner, free from offensive odor.
The findings are:

DHSR-MH Licensure Sect

' Observations on 2/15/24 between 1:00pm and
1:30 pm revealed:

- The siding over the front stoop eaves was -The siding over front stoop has been 4/1/24
- detached, exposing openings above both sides of secured.

the front entry door. 5 -Dust was removed from the ceiling above 4/1/24

- Dust was visible, adhered to the textured ceiling the dining table ceiling fan.

above the dining table ceiling fan.

| - The kitchen sink faucet was loose from the
counter top.
- Stains and buildup were visible on the top of the | | -The microwave has been removed. 4/1/24
microwave over the stove top. ' !
- The kitchen cabinets extending over the stove
and microwave were separating from the ceiling.
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-Kitchen sink faucet has been secured to |
the countertop.

-The kitchen cabinets extending over the
stove have been secured to the ceiling. | 4/1/24
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- An unidentified pungent odor was present upon
entry into the rooms of client #1 and client #3.

- The wall paper in bathroom #2 was peeling
around the door and window.

| Interview on 2/16/24 the Qualified Professional
stated:
| - She would ensure repairs were completed.

This deficiency constitutes a re-cited deficiency
| and must be corrected within 30 days.

-The odor upon entry to client #1 and 4/1/24
client #3 rooms has been addressed and

is no longer present.

-Wall paper in bathroom #2 has been
removed and wall has been painted.

All deficiencies in this report will be
listed as items on the quarterly Health
and Safety Home checklist to ensure
they remain in compliance and signed
off on by the Qualified Professional.
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