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A complaint survey was completed on June 5,
2025 for intake #NC00230255,
#NC00230963,#NC00230980, #NC00230966,
#NC00230717, #NC00230974, and
#NC00230977. The allegations were
substantiated and a deficiency was cited.
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CFR(s): 483.420(d)(4)

The results of all investigations must be reported
to the administrator or designated representative
or to other officials in accordance with State law
within five working days of the incident.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to complete the Health Care Personnel
Registry (HCPR) within 5 business days as
required by state statue. The finding is:

Review on 6/5/25 of the facility documents
revealed

abuse and neglect investigations were completed
on the

following dates:

4/24/25 (5 day working report was completed on
5/2/25)

4/30/25 (5 day working report was completed on
6/2/25)

5/14/25 (5 day working report was completed on
5/29/25)

5/23/25 (5 day working report was completed on
5/29/25)

Further review of the facilities investigations
revealed, the allegations of abuse, neglect and
exploitation were substantiated. The alleged staff
were terminated.. Continued review revealed the
five day working reports for the
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listed incidents were not completed within 5
working days of the incidents.

Interview on 6/5/25 with the Program Director
revealed he completes the initial report and the
Quality Management team reviews and submits
the five day reports.

Interview on 6/5/25 with the Compliance
Specialist confirmed the five day working reports
have taking longer to be input into the system.
The compliance specialist also revealed the
entire process will be looked at in a future
meeting.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:V88G11 Facility ID: 960122 If continuation sheet Page 2 of 2



