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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on February 13, 2025.  A deficiency was cited.

This facility is licensed for the following service 
category:  10A NCAC 27G .5600C Supervised 
Living for Adults with Developmental Disability.

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

 

 V 736 27G .0303(c) Facility and Grounds Maintenance

10A NCAC 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:

 V 736

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

Observation on 02/13/25 at approximately 
10:29am am revealed:
Living Room
-The front door was puckered with an 
approximate 2 inch split at the bottom left corner.
Kitchen
-The handle of the refrigerator freezer door was 
missing with a large screw exposed. 
-The dish sprayer leaked water from bottom of 
hose.
-The faucet knob had to be maneuvered with a 
push down of the faucet and several turns for 
water to come out of faucet.
-The light fixture over the sink was rusted all over.
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 V 736Continued From page 1 V 736

Hallway
-The laundry room door on the left side was off 
track.
-The air vent in hallway was rusted half way.
Bedroom #1 (client #1)
-There was a 12 inch fishing hook shaped hole in 
the linoleum floor approximately 3 inches to the 
left of doorway. 
Hallway Bathroom
-The register located on the bathroom doorway 
was completely rusted.
-There was black buildup of residue in the shape 
of a L approximately 4 inches at the left hand 
corner of shower.
-The entire drainage stop was covered with a 
black-greenish residue.
-The shower head had a greenish residue on the 
entire water spout.
-The shower curtain was missing an unknown 
number of hooks and hung about a quarter inch 
from shower rod.
Bedroom #2 (client #2)
-The knob on the bottom right drawer was loose 
and turned at a 360 degree angle.

Interview on 02/13/25 the Director/Licensee 
revealed:
-The facility is old and the door had not been 
replaced in the last 19 years.
-It is just "wear and tear" on the home.
-She would ensure concerns were addressed. 

This deficiency constitutes a re-cited deficiency 
and must be corrected within 30 days.
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