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INITIAL COMMEMTS

An annual, complaint and follow up survey was
completed on August 13, 2024, The complaint
was unsubstantlated (intake #NC00220038).
Deficiencies were cited.

This facility is livensed for the following sarvice
category: 10A NCAC 27G 8600A Supervised
Living for Adults with Mental lliness.

This facility is licenged for 6 and has a current
census of 5. The survey sample consisted of
audits of 3 cumrant cliants,

276G .0205 (C-D)
Assessment/ Treptment/Habilitation Plan

10ANCAC 27G 0205  ASSESSMENT AND
TREATMENT/HABILITATION OR SERVICE
PLAN

(¢} The plan shall be developed based on the
assessment, and in partnership with the client or

| lagally responsible person or both, within 30 days

of admission for clients who are expected to
raceive setvices beyond 30 days.

{d) The plan shall include:

(1) client outcome(s) that are anticipated to be
achieved by provision of the service and a
projected date of achievement;

(2) strategies;

(3} staff responsible,

(4) aschedule for review of the pian at least
annually in consultation with the client or lagally
responsible person or hoth;

(5) basis for evaluation or assessment of
outcome achiavement; and

(6) written congent or agreemsnt by the client or
responsible party, or a written statement by the
provider stating why such consent could not be
obtainad,
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This Rule is not met as evidenced by:

Based on record raviews and interview, the
facility failed to have a Person Centered Plan with
written consent or agreement by the responsible
pasty, or a written statement by the provider
stating why such consent could not be obtained
affecting two of three cfients (#1, and #2). The
findings ara: ‘

Review on 8/13/24 of Client #1's record reveaied:
~Admigsion date of 5/31/23 o
-Diagnoses of Impulse Control and Conduct -
Disorder; Moderate Imtellactual Disorder;
Hypothyroidism; Morbid Obesity

~Client #1 had a legal guardian.

~Clent #1's Person Centered Plan had no current
written consent or agreement by the responsible

party.

Review on 8/13/24 of Client #2's record revealed:
-Admission date of 3/5/24. .

-Diagnoses of Dyslipidemia; Gastroesophageal
Reflux Disease; Atrial Fibrillation, Learning
Disability; Egsential Hypertension, Benign,
-Client #2 had a lsgal guardian,

-Client #2's Person Centersd Plan had no current
written consent or agreement by the responsible
patty.

Interview over the phone on 8/13/24 with the
Pivision of Health Sarvice Regulaiion
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Qualified Professional revealed:;

-5he had sent out the information from the
treatment plans to their guardians.

-Some of the guardiang had signed the treatment
plans for the clients and Information was placed
in their folders,

-She did not know what may had happened and
why the information was not in their folder.

-She would resend the Information to Client #1
and Cllent #2's legal quardians to be signed.

Interview on 8/13/24 with the Administrator
revesaled:

-They had some issues in getling the legal
guardians sign the paperwork.

-Sometimes, the information is brought in to the
facllity, but somehow, it is lost. They will look into
finding other ways ta secure the information.
-She confirmed that the Person Centered Plans
for clients #1 and #2 had no written consent or
agreement by their regponsible parties.

Thiz deficiency constitutes a re-cited deficiency
and must be correctad within 30 days.

273G 0206 Client Records

10A NCAGC 27 .0206 GLIENT RECORDS

(a) A client record shall be maintained for each
individual admitted to the facilily, which shall
cortain, hut need nof be fimited fo:

(1) an identification face sheet which includes:
(A) name (last, first, middle, maiden);

(B} client record number;

{C) date of birth;

(D) race, gender and rmarital status;

(E) admission date;

(F} discharge date;

(2) documentation of mental illness,
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developmental disabilitles or substance abuse
diagnosis coded according to DSM Iv:

(3) documentation of the screening and
asgassment;

{4) treatment/habliitation or service plan;

(5) emergency information for each client which
shall inciude the name, address and tefephone
number of the person to be contacted in case of
sudden liness or accident and the name, address
and talephone number of the client's preferred
physician;

(6) a signed statement from the client or legally
responsible person granting permission 1o seek
emergency care from a hospltal or physician;

(7) documentation of services provided;

(B) documentation of progress toward outcomes:
(9} if applicable:

(A) documentation of physical disorders
diagnosis according {o International Classification
of Diseases (ICD-9-CM);

(B} medication arders;

(C) orders and coples of lab tests; and

(D) documentation of medication and
administration etrors and adverse drug reactions.
() Each facility shall ensure that information
refative to AIDS or related conditions is disclosed
only in accordance with the communicable
disease laws as specified in G.S. 130A-143.

This Rule Is not met as evidenced by:

Based on record reviews and interviaw, the
facility falled to ensure records wers complete
affecting 3 of 3 current clients (#1, #2 and #3),
The findings are:

Oivision of Health Service Regufation
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Review on 8/13/24 of Client#1's record revealed: - .
-Admission date of §/31/23, Dee “G shaff
~Diagnoses of Impulse control and conduct ) _ ' i
disorder; Moderate Intellectual Disorder; Vas C\ O Cuarrye~He. g
Hypothyroidism; Morbid Obesity. < . .‘ )
~Client #1 had a legal guardian, “H‘\ Tl @ pﬂf} eSS pf&““mm ;&
-There was no documentation of a signed i : ‘ ( i+ -
statement from the client's legally responsible +@ 'Vh el \ < Q-:) 5. C! ol {5/ 1N
person granting permission to seek emergency arey e '
care. order | 1O res 'H,\ 'S ;:m"\‘”}
BN
;Z?f;ﬁq ::3 no documentation of progress toward {}f(:)g ol {_‘g:rr"} mﬂ ‘ A d o)
-Client #1 did not have a completed emergency v | H (ExE0D b b= o U
contact information sheet In chart. «»

Review on 8/13/24 of Client #2's record revealed:
~Adimission date of 3/5/24. .

~Diagnoses of Dyslipidemia; Gastroesophageal
Reflux Digease; Arial Flbriliation, Learning
Disability, Essential Hypertension, Benign.
Client #2 had a legal guardian,

-Thare was no ducumentation of a signed
statement from the client's legally responsible
person granting permission to seek emergency
care,

-There was no documentation of progress toward
outcomes,

~Thare was no documentation of a mental liness
diagnosis.

Review on 8/13/24 of Cllent #3's record revesled:
~Admission date of 11/30/22,

-Dlagnoses of Diabetes Mellitus Type I, Milg
Intellectual Disability; Hypertension;
Hyperlipidemia; Tremors, Episodic Mood
Disorder,

~There was no documentation of a signed
staternent from the client granting permission to
seek emergency care,
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f" s
-There was no documentation of progress toward D EC Q‘ 6”\ 1 Cﬂ'\rhl‘iﬁf’
outcomes, aSsu e ‘H/WO&JL’ f:}((
Interview on B/14/23 with the Administrator .
revealed: Uorgrans //‘O YE,
-They had some issues [n getting the legal P .
guardians sign the paperwork. - -Hq ! @f 5 9 WW@
-Sometimes, the information is brought in to the
facillty, but samehow, it is lost. They will look into i,Q CLC‘}}@ / ar C'En(_j d UCMWW/C
finding other ways ta secure the information, ‘ f
-She confirmed there was no documentation of a —H'/m N )f(. S b@
signed statement from the dlients or their legally
responsible person granting permission to seek Tary C{ “, C,f}_ \W’i %&%g
emergency care for ollents #1, #2 and #3. m
-She confirmed there was no documentation of xj; C‘!
progress toward outcomes for clients #1.82 and 1‘ F: Sy HT};S& g ol m /
3. V10 qu
Y il YEvie ! ‘
This deficlency constitutes a re-cited deficiency b 8 /
and must be corrected within 30 days, Cl S S A /& HH/W Oj\fl G('f
V 18] 27G 0209 (C) Medication Requirements vis | VM formerho OIS N
10ANCAC 27G 0208 MEDICATION C/tl erd S | Sy,
REQUIREMENTS ~ - I
(¢) Medication administration: ﬁj “Pfj (S red ‘]Lﬂ;{“) UD
(1) Prescription or non-prascription drugs shall i k NO f b
only be administered to a client on the writter; i t ( ( N \ %
order of a person suthorized by law fo prescribe UJ < o
drugs.
(2) Medications shall be self-administered by Om { 5 S U_Q_/ ‘
clients only when authorized in writing by the
slient's physician. C‘V C/
{3) Medications, including injections, shall be i
administered only by licensed persons, or by .
unlicensed persons trained by a registerad nurse,
pharmacist or other legally qualified persan and ‘8\/;1// wo;? Cf/
privileged 1o prepare and administer medications.
{4) A Medication Administration Record (MAR) of
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all drugs administered to each cilent must be kept
current. Medications administered shall be
recorded immediately after administration. The
MAR is to includs 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 Inltials of person administering the
drug.

(3) Client requests for medication changes or
checks shail be recorded and Kept with the MAR
file followed up by appointment or consultation
with a physician.

This Rule is not met as evidenced by:

Based on observation, records reviews and
interview, the facility falled to keep the MAR
current affecting one of three audited cllents (#3) .
The findings are:

Review on 8/13/24 of Client #3's record revealed:
~Admission date of 11/30/22,
-Diagnoses of Diabetes Mellitus Type If, Mitd
Intellectual Disability; Hypertension:
Hyperlipidemla; Tremors, Episodic Mood
Disorder.
-Physician orders dated 4/3/24 for the following
medications:

-Gabapentin 300 milligrams {mg)- Take one
capsule twice a day,

Vitamin D 1.25 mg- Take 1 capsuie once a
week.

Divigion of Health Service Regaiation
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QObssrvation on 8/13/24 at about 12:00 pm of D Cﬁ (7.' AJCL 0 ié’_ﬁ P
Client #3's medications revealed: m ~ f"\(\—fj}a oY % ar {{
“~Gdbapentin 300 mg was packaged in bubble
packs for the week. Package contained both a 6 R
morning and an svening daily dosage. g\(‘*‘f pL . {D h ONCD
-Vitamin D 1.25 mg was packaged in bubble ' .
packs for the week. Package only contained one h*’fi«l CL (A C(_/\ RS Q’ A ()
dosage for the wesk, h d
Review on 8/13/24 of Client #3's MARs for June Of‘\ G O CU\.["YW&L%' .
1, 2024 through August 13, 2024 revesled: A
e preerty ond i an
-Vitamin D was marked as administered daily < ~
fr}o:;\y 6/1-6/30. Overs| 9 Yt repsa el
~Juty: ,
-Vitamin D was marked as administered dally M {"Y\’C‘dei CQJj MAL pm PL
from 7/4-7/30. B
~August: v _!__7 M
“Vitamin D was marked as administered daily My CL( AP d -
from 8/1-8/13. ] g e h
-Gabapentin 300 mg- Staff did not Initial the j‘i/\,%"l" 5 ((3 M S0 e s HAd
medication ag given from 8/1-8/12 @ Bpm. ‘*b d, - f
o ont rad
Review on 8/13/24 of www.webmd.com revealed: . U\”” ’
-Gabapentin was used in the treatment of 1 - f " -
seizures. @-C{!‘Y'; (7 ot ] hened
-Vitamin D was used as a supplement and
treatment of Vitamin D deficlency. Fyia, ‘{""}’) / (/'D QSSUre. %
Interview on 8/1324 with the the Administrator \”(7 "‘ ' =y r
revealed: ! 6 C)V 6 79 /Tj“
-She was not aware staff had not been initialing
the Bpm dusage of Gabapentin for Chient #3. é CCur &9(‘1 -
-She was not aware that staff had been marking '
the Vitamin D as dafly for Client #3.
~She was sure that Client #3 did receive his _
medications as he was supposed to, but staff had g? vﬁ?‘ ! "J‘;"
made the mistakes on the MAR.
-She acknowledged that facility staff failed to C
maintain an accurgte MAR for Client #3,
Division of Heglth Service Heguiation
BTATE FORM Bin If sontinuation shoet 8 of 14
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10A NCAC 27G 5601 SCOPE

(a) Supervised fiving is a 24-hour facliity which
provides residential services to individuals in a
home environment where the primary purpose of
these services ig the care, hablitation or
rehabifitation of Individuals who have a mental
iiness, a developmenial disabillty or disabilities,

or a substance abuse disorder, and who require

supervision when in the regidence.

(b) Asupervised living facitity shall be licensed #
the facility servas sither:

(1) one or more mingr clients; or

(2) two or more adult ellents,

Minor and adult chents shall not reside in the
sama facility.

(¢) Each supervised living facility shall be
licensed to serve a specific population as
designated below:

{1} "A" designation means a facility which
serves adults whose primary diagnosis is mental
liness but may also have other diagnoses;

(2) "B" designation means a facility which
serves minors whose primary dlagnosis is a
developmental disability but may also have other
diagnoses;

(3) "C* deslgnation means a facility which
serves adufts whose primary diagnosia Is a
developmental disability but may also have other
diagnoses;

4 "D" designation means a facility which
serves minors whose primary disgnosls is
substance abuse dependeancy but may also have
other diagnoses;

(53] “E" designation means a facility which
serves adults whose primary diagnosis is
substance abuse dependency but may also have
other diagnoses; or

(6} "F* designation means & facility in a

; ) ' FORM APPROVED
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private resldence, which servas no more than

three adult clients whose primary disgnoses is
“| mental ilness but may also have other

disabilities, or three adult cifents or three minor
clients whose primary diagnoses is
developmental disabilitles but may also have
other disabilities who live with a family and the
famlly provides the service. This facllity shall be
exampt from the following rules: 10A NCAC 276G
0201 ()(1).(2).(3),(4),(BYA)A(B); (6); (7)
(A).(B(E),(F)(G).(H); (8); (11); (13); (15); (16);
(18} and (b); 16A NCAC 27G .0202(a).{d),(g)(1)
(i3 TOANCAC 27G .0203; 16ANCAC 270G 0205
(a).(h); 10ANCAC 27G 0207 (b),{c); TOANCAC
276G 0208 (b),(e); 1T0ANCAC 275 L02009[(cH{1) -
non-prescription medications onlyj (d)}(2),(4); (e)
(1HANDLE){g); and 10ANCAC 274 .0304
{(b)(2),(d}{4). This facility shail also be known as
alternative family living or assisted family living
(AFL).

This Rule is not met as evidenced by:

Based on record reviews and Interview, the
faciiity falled to meet the scope of a 5800A facility
which servad adults whose primary dlagnosis is &
mental iliness for one of three clients (#2). The
findings are:

Review on 8/13/24 of the facility's license
revealed the facility was licensed as a 5600A
Suparvised Living Facility. Review of the Rules
for Mental Health, Davelopmental Disabilities and
Subsfance Abuse Facilities and Services
revealed "A" designation means a facility which
serves adults whase primary diagnosis is a
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STATEMENT OF DEFICIENCIES (¢1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BULEING: COMPLEYED
R
MHLO01-134 B. WING 08/13/2024
NAME OF PROVIDER OR, SUPPLIER STREET ANDRESS, CITY, STATE, ZIP CODE
DEE & G ENRICHMENT #2 ;fﬂi?;g‘g’g ﬁg’gz .5
X4) 1D SLIMMARY STATEMENT OF DEFICIENGIES ID FROVIDER'S PLAN OF CORRECTION (s}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE,
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GRQSMEPERENGHEZE?\IQ‘%E APPROPRIATE DATE
DE
V 289 | Continued From page 10 V 289 { o e /d.
e ¥ O~ BEnmchrotd—
mental Hiness but may also have other .
diagnoses. INOS Ao CCJ{ d HAis
Review on 8/13/24 of Client #2's racord revesled: , I
-Admission date of 3/5/24, . d f‘l( 1 e G G MQ
-Diagnoses of Dyslipidemia; Gastroesophageal
Reflux Disease; Atrial Fibrillation, Learning m} mf—- b C,k,
Disability; Essentlal Hypertenslon, Benign,
~Client #2 had no documentation that indicated & M
diagnosis of a mental iliness. f MG (\?/ A
Interview on 8/13/24 with the Administrator QY BN V’
revealed: L.
-She was not aware that Chient #2 did not have a A d {} }M::;
diagnoslg of a mental ilness, M 'i"' { f’"’ }-\
-Client #2 was going to be moved to one of their d LD
family care homes facilities. d Hee Ao CALDJ’
-She confirned there was no documentation of d WQ{‘ s FLIZ
client #2 having a primary diagnosis of a mental . Y/
iliness. }’\ as be TFY /w“ﬁ
V 738 27G .0303(¢) Facility and Grounds Maintenance | V 736 m (S‘-? C‘,Z - ’“0?_/ ¥4 /é’ Z?d ;)Cf
f
10A NCAC 27G .0303 LOCATION AND P A //
EXTERIOR REQUIREMENTS 77\13 /;LC[”L 2 i:f y
{c} Each facility and ite grounds shall be G
maintained in a safe, clean, attractive and orderly Ef <A U/\) H,\ i@llf
manner and shall be kept free from offensive ’H")
oo Acsare AN z\zf vl
This Rule is not met as evidenced by: d@,ﬁ@r‘)
Based on observation and interview, the facility a
failed to ensure the facility was maintained in a rCoceu / .
safe, plean, and aftractive manner. The findings !/, é%
are: ? ""””;
Observation on 8/13/24 at 3:30 pm revesled: “Q 74,;;2 y
-Kitchen:
-Counter top next to the range was cracked
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‘ PRINTED: 0B/14/2024 -
. ‘ FORMAPPROVED
Rivision of Health Service Reaulation
STATEMENT OF DEFICIENGIES (Xt} PROVIDER/ISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBEE?: A, BUILDING: COMPLETED
R
MHLOD1-131 B. WiNG 08/1372024
NAME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, BTATE, ZIF CODE
DEE & G ENRICHMENT #2 :ﬁnﬁ;f;rg‘g ',:2‘;’73 .5
1
o) 1 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS»REFERESE&%;?{&E APPROPRIATE DATE
V736 Continued From page 11 v7se Dee. @ (G~ /‘:}dmm’w &?“f‘od‘c)/
and hroken. \ ’ ‘
-Hall Bathroom: has codfalie Hhe %wu”‘/
-Tub lining was peeling off. i { (2
-Hallway leading to Bedrooms in the back: A hs ‘H"’Q/‘“ b A Y
~Right side corner of the carpet was lose and {“D -Hq ﬁ;@]
lifted, creating a trip hazard. d@ i @p Qs —f;"
interview on 8/13/24 with the Administrator % W '@“M : m’” A
revealed:
~Bhe did not awn the property. Qkfu A dﬁ_ﬂ/p Clea f N
-Landlord had not been very cooperative in the . l WO
past, Heo e ﬁj ,
-Plans were to not ranew the license for this " 5 4 %
particular facility and move the clients to openings AT
at slster facilities by the end of ihe year. 5@’ v {“Lﬂo - Cﬂmﬂgg :
~She acknowledged the facility was not g,—
maintained in a safe, clean and attractive w&% L‘W‘ Ef)i/?) CAL- }\ .
manner. : { j EA.Q_-«
0 [ean WOy Fact {
V 750 V7
276G .0304(b)(3) Maintenance of Elec., Mech., & 50 S0 I A

Water Systems

T0ANCAC 27G 0304 FACILITY DESIGN AND
EQUIPMENT

{b) Safety: Each facliity shall be designed,
constructed and equipped in a manner that
ensures the physical safety of clients, staff and

This Rule is not met as evidenced by:

Based on observation and interviews, the facility
falled to maintain electrical systems in safe
operating conditions, The findings are:

F
e

, NGy

visifors. h
(3 Electrical, mechanical and water /h 3
systems shall be maintained in operating EW”\, f *'L’/F-)Cl
condition.
J AR Y
e fud o

fﬁ]«w reedl

NERLD

g@\@
lefe.

TAR
assurd s pﬁ/@?::..-m

Wl voF re %%G

Ens
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LW
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‘ PRINTED: 08/14/2024
. ' FORM APPROVED
Division of Health Serviee Regulation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA %2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION INENTIFIGATION NUMBER: A BUILDING: COMPLETED
R
MHLOO4-134 B.WING 08/13/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
207 FRIENBLY ROAD
DEE & G ENRICHMENT #2 BURLINGTON, NC 27215
X4 b $UMMARY STATEMENT OF DEFICIENCIES i i PROVIDER'S PLAN OF CORRECTICN (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY CR LEC IDENTIFYING INFORMATION) TAG CRQSB&EFE&EBJ{E:E%"E?J gy}e APPROPRIATE bATE
V750 Continued From page 12 V 750 De-e G 6~
Enmch ‘
Observation on 8/13/24 from 10:00 am to 4:30 h as CQ\LJ—@/Q)‘-@ QL dd\)
pm of the facility revealed: [‘
-Smoke detectors locatad by the kitehen, hallway O m .
to client's bedrooms in the front and haliway - I 'ﬁa‘*i’l”’ C’ H'C M
leading to clients bedroom in the back of the QML ')Lf\&ﬂ
house made the alarm warning nolses {chirping ({»p { @ Lf\ CL
sounds) indicating that the batteries needed olg. O e@j{—é
replacing. 6 ™ /«‘J
{
Interview on 8/13/24 with the Administrator ‘{"1(\ C& r {.-1, I\J en) a
revealed: J’ﬂq F,F
-She did not know why the smoke detectors were LN
chirping. The batteries had been recently 0,{ M
changed L&éﬁ 1D 50‘%‘”’ .
-She had contacted the maintenance person to )Zn / 5 P
see if the smake detector would need to be fixed a/? ITdAR H)\[ ﬁ <
or replaced. bz_
-She acknowledged the faciity failed to ensure ' D b fm M ?
the smoke detectors were malntained in ﬂ‘\ S ‘O
operaling corditions. ‘ w cf’,,ﬁj(;l a
V752 27G .0304{b){4) Hot Water Temperatures V742 ( A4 (/ N O ]/ é’if C} CC ?"U, 4
10A NCAC 27G .0304 FACILITY DESIGN AND ‘Hﬁ 1% D /*e/jt_
EQUIPMENT : 0 G
(b) Safety: Each facility shalt be designed, T’L g &M ﬂ
constructed and equipped In a manner that ]\fﬂ '
ensures the physical safety of clients, staff and
visitors.
{4} In areas of the facility where cllents are
exposed to hot water, the temperature of the . A (J/
water shall ke maintained between 100-116 - % 7 /
degrees Fahrenheit.
This Rule is not met as evidenced by:
Based on observation and interview the facility
failed to maintain the facility water temperature
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approximately 3:30 PM revealed :

-The kitchen sink water temperature was 128
degrees Fahrenheit,

-The hall bathroom's sink water temperature was
126 degrees Fahrenheit,

~The water temperature on the bathroom sink
located batween client #5 and clients #1 and #3's
bedroom was 128 degress Fahrenheit.

Interviaw on 8713724 with the Administrator
revealsd:

«5ha did not realize the water temperaturs in the
kifchen sink was over 116 degrees Fahrenheit.
-She believed a staff may had messed around
with the temperature of the water heater as
clients did not have access to it

~3taff assisted clients with their showers and
normally adjusted the water temperature for them

-~She had already lowered the temperature, but
stilt would have somaone adjust the water
heater's temperature to be between 100-116
degrees Fahrenhsit,

-She confirmad the facility falled fo maintain the
facility water temperature between 100-116
degreas Fahrenhait.
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NAME OF FROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP C0DE
; 207 FREENDLY ROAD
i
DEE & G ENRICHMENT #2 BURLINGTON, NC 27215
oD SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFDX {EACH CORREGTIVE AGTION SHOULD B GOMPLETE
TaG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICENGY)
V752| Continued From page 13 V762 - " h )
between 100116 degrees Fahrenhelt, The Dee » G Fyas
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Observation of the facility on 8/13/24 at U\_;Qu_;\ﬁw 0
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