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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 
on May 15, 2025. The complaint was 
unsubstantiated (intake #NC00228932, 
#NC00228991). A deficiency was cited. 

This facility is licensed for the following service 
category: 10A NCAC 27G .1700 Residential 
Treatment Staff Secure for Children or 
Adolescents. 

This facility is licensed for 4 and has a current 
census of 3. The survey sample consisted of 
audits of 3 current clients and 1 former client.

 

 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 
failed to be maintained in a safe, and attractive 
manner. The findings are:

Observation on 5/15/25 between 10:15 am and 
1:00 pm of the facility revealed: 
-Client #1 and Client #3's bedroom:

-Linoleum/Vinyl flooring was torn and had 
cracks in many places. 
-Dining Room: 

-A slab of the laminate flooring measuring 
about a foot and 1/2 long by 8 inches wide had 
come off from the rest of the flooring exposing 
the bottom layer. 
-Client #2's bedroom: 
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 V 736Continued From page 1 V 736

-Linoleum/Vinyl flooring was torn across from 
wall to wall. Many cracks on the flooring. Coming 
apart. 

Interview on 5/15/25 with the Owner/Administrator 
revealed:
-Facility rented the building.
-Flooring concerns information had been shared 
with the building's landlord, but he had not done 
anything about it. 
-She believed the landlord was "lowballing them." 
-She continued to wait for the landlord to change 
the flooring at the facility. 
-She acknowledged the facility failed to be 
maintained in a safe and attractive manner. 

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