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INITIAL COMMENTS

An annual and follow up survey was completed
on June 4, 2025. A deficiency was cited.

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

This facility is licensed for 4 and has a current
census of 4. The survey sample consisted of
audits of 3 current clients.

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

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

This Rule is not met as evidenced by:

Based on record review, observations and
interviews the facility was not maintained in a
safe, clean and attractive manner. The findings

Observation on 06/04/25 at approximately
10:00am a tour of the facility revealed:

-2 smoke detectors were beeping upstairs
(indicating batteries needed to be changed).
-Client #4's bedroom had a hole in the wall under
the window the size of a baseball.

-The wall next to the closet door in the hallway
upstairs had a hole the size of a golf ball.

-The upstairs bathroom light switch receptacle
was not flushed with the wall and was bulging out
from the bottom and 2 light bulbs were missing in
the light fixture over the sink.
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During interview on 06/04/25 the House Manager
revealed she would get the areas in the home
repaired immediately.

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