(1) PROVIDER/SUPFLIERICLIA
IDENTIFICATION NUMBER:

NAME OF PROVIDER OR SUPPLIER

R & 8 INDEPENDENT HEALTH BERVICES, INC BURLINGTON, NC 27217

V000 INITIAL COMMENTS

o An annual survey was completed on April 2.
2024, A dsficiency was cited.

This facility is licensed for the following service
_ category: 10A NCAC 27G. 5600A
e | Supervised Living for Adults with Mental lliness

ﬂmfndurylslmedfmanndwmnﬁyha's-'

census of 6.
The survey sample consisted of sudits of 3

curreni dlients.

v 131 G.S. 131E-256 (D2) HCPR - Prior Employment V131

| Varification

Health care personnel HCPR check
. issue
G.S. §131E-256 HEALTH CARE PERSONNEL has been resolved.
REGISTRY Health careregistry has been
| (d2) Before hiring health care personnel into a checked and pcrsonncl file upda!.:
health care facllity or service, every employer at a with health care regis le fi ;
| health care facility shall access the Health Care p : gistry file for 4/2/24
| Personnel Registry and shall note each incident QP's employee file.
| of access in the appropriate business files.
|
I
[

Audit of each personnel file will
be done each quater by

owner, gp and staff member.

This will be done to ensure that all
personnel files are in compliance

|
|
| This Rule Is not met as evidenced by: f
| Based on record review and interview the facility : g
| failed to access the Health Care Personnel g

| Registry (HCPR) prior to employment for the
| Qualified Professional (QP). The findings are:

! Review on 4 of the QP'g personnel record
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v oool‘ INITIAL COMMENTS V 000
| An annual survey was completed on April 2,
2024 A deficiency was cited.
} This facility is licensed for the following service
category: 10ANCAC 27G. 5600A
Supervised Living for Adults with Mental lliness
The facility is licensed for 6 and currently has a
census of 6.
The survey sample consisted of audits of 3
| current clients.
|
|
V 131/ G.S. 131E-256 (D2) HCPR - Prior Employment V131
| Verification Health care personnel HCPR check
‘ issue has been resolved.
| G.S. §131E-256 HEALTH CARE PERSONNEL ssu :
| REGISTRY Health careregistry has been
| (d2) Before hiring health care personnel into a

checked and personnel file update
health care facility or service, every employer at a

i i file fi
health care facility shall access the Health Care with health pare TEgistry tho fos 4/2/24

1
| Personnel Registry and shall note each incident QP's employee file.
| of access in the appropriate business files.

| Audit of each personnel file will
be done each quater by

owner, qp and staff member.

| This will be done to ensure that all

personnel files are in compliance
| This Rule is not met as evidenced by:

| Based on record review and interview the facility
| failed to access the Health Care Personnel

| Registry (HCPR) prior to employment for the

| Qualified Professional (QP). The findings are:

Review on 24 of the QP'g personnel record
revealed: ‘

-Hired d 2!23
-H gh as aqoes d §/2/24.
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V 131 Continued From page 1

| -There was no evidence of the HCPR prior to
J employment.

Interview on 4/2/24 with the Owner revealed:
| -He checked with the slaff responsible for

| assessing the HCPR.

| -The QP's HCPR was assessed prior to

| employment but they were unable to locate it.
| -He would perform an audit going forward to

J‘ ensure compliance.

r’

L

Division of Health Service Regulation
STATE FORM

ZXRH11

If continuation sheet 2 of 2



