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V000 INITIAL COMMENTS V 000

An annual survey was completed on 9/10/24. A
deficiency was cited.

This facility is licensed for the following service
category: 1T0ANCAC 27G .5600A Supervised
Living for Adults with Mental lliness.

This facility is licensed for 6 and has a current
census of 5. The survey sample consisted of
audits of 3 current clients.

V 736 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.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
was not maintained in a safe, clean, attractive
and orderly manner. The findings are:

Observation on 9/9/24 at approximately 9:20am
revealed:

- asingle high-pitched chirp every 60 seconds
originating from a smoke detector in client #5's
bedroom

- ablind in a living room window that was
detached at the top on one side and hanging
down

- awindow in the living room covered with a
solid colored off-white blanket that was attached
to the top window frame

- ablack substance covering the wall
approximately 10 feet wide and 2 feet high
between the top of the shower and the ceiling in
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the upstairs bathroom

Interview on 9/9/24 staff #1 reported:

- told the Licensee about the chirping smoke
detector last month

- told the Licensee about the broken blinds

- the Licensee's son did some maintenance
around the facility

Interview on 9/9/24 the Licensee reported:

- the landlord for the facility was responsible for
repairs

- her son helped with other things, such as
changing light bulbs

- asked her son to change the batteries in the
smoke detector

- called the landlord about the blinds in the
living room
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