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INITIAL COMMENTS

An annual and follow up survey was completed
on 9/5/24. A deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 27G .5600C Supervised
Living for Adults with Developmental Disability.

This facility is licensed for 5 and currently has a
census of 3. The survey sample consisted of
audits of 3 current clients.

27G .0304(d)(7) Minimum Furnishings

10A NCAC 27G .0304 FACILITY DESIGN AND
EQUIPMENT

(d) Indoor space requirements: Facilities licensed
prior to October 1, 1988 shall satisfy the minimum
square footage requirements in effect at that
time. Unless otherwise provided in these Rules,
residential facilities licensed after October 1,
1988 shall meet the following indoor space
requirements:

(7) Minimum furnishings for client bedrooms shall
include a separate bed, bedding, pillow, bedside
table, and storage for personal belongings for
each client.

This Rule is not met as evidenced by:

Based on observation and interview the facility
failed to ensure clients' bedrooms had minimum
furnishings. The findings are:

Observation on 9/4/24 at 1:05pm of the facility
revealed:
- 2 empty bedrooms without the following:
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- aseparate bed, bedding, pillow, bedside
table and storage for personal belongings

During interview on 9/4/24 & 9/5/24 the Facility's
Director reported

- one client moved out a week ago and the
other client 5 months ago

- the furniture belonged to the clients

- on 7/5/24, the Facility Director said furniture
was ordered today (7/5/24) for both bedrooms
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