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REGULATORY OR LSC IDENTIFYING INFORMATION) 

V 000 INITIAL COMMENTS 

An annual and follow-up survey was completed 

on April 23, 2024. 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 118 27G .0209 (C) Medication Requirements 

10A NCAC 27G .0209 MEDICATION 

REQUIREMENTS 

(c) Medication administration:

(1) Prescription or non-prescription drugs shall

only be administered to a client on the written

order of a person authorized by law to prescribe

drugs.

(2) Medications shall be self-administered by

clients only when authorized in writing by the

client's physician.

(3) Medications, including injections, shall be

administered only by licensed persons, or by

unlicensed persons trained by a registered nurse,

pharmacist or other legally qualified person and

privileged to prepare and administer medications.

(4) A Medication Administration Record (MAR) of

all drugs administered to each client must be kept

current. Medications administered shall be

recorded immediately after administration. The

MAR is to include the following:

(A) client's name;

(B) name, strength, and quantity of the drug;

(C) instructions for administering the drug;
(D) date and time the drug is administered; and

(E) name or initials of person administering the

Division of Health Service Regulation 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 

STATE FORM 

ID 

PREFIX 

TAG 

vooo 

V 118 

6899 FL3N11 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

TITLE 

(X5) 

COMPLETE 

DATE 

(X6) DATE 

If continuation sheet 1 of 3 

dvreeves
Text Box
RECEIVED BY MHL & C 5/21/24






	CCF_000313
	CCF_000314
	CCF_000315



