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INITIAL COMMENTS

An annual survey was completed on September
23, 2025. Adeficiency was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .5600F Supervised
Living for Alternative Family Living.

This facility is licensed for 3 and has a current
census of 2. The survey sample consisted of
audits of 2 current clients.

27G .0202 (A-E) Personnel Requirements

10ANCAC 27G .0202 PERSONNEL
REQUIREMENTS

(a) All facilities shall have a written job
description for the director and each staff position
which:

(1) specifies the minimum level of education,
competency, work experience and other
qualifications for the position;

(2) specifies the duties and responsibilities of
the position;

(3) is signed by the staff member and the
supervisor; and

(4) is retained in the staff member's file.

(b) All facilities shall ensure that the director,
each staff member or any other person who
provides care or services to clients on behalf of
the facility:

(1) is atleast 18 years of age;

(2) is able to read, write, understand and
follow directions;

(3) meets the minimum level of education,
competency, work experience, skills and other
qualifications for the position; and

(4) has no substantiated findings of abuse or
neglect listed on the North Carolina Heaith Care
Personnel Registry.
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(c) All facilities or services shall require that all
applicants for employment disclose any criminal
conviction. The impact of this information on a
decision regarding employment shall be based
upon the offense in relationship to the job for
which the applicant is applying.

(d) Staff of a facility or a service shall be
currently licensed, registered or certified in
accordance with applicable state laws for the
services provided.

(e) Afile shall be maintained for each individual
employed indicating the training, experience and
other qualifications for the position, including
verification of licensure, registration or
certification.

This Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to have a completed personnel record
affecting 1 of 2 audited staff (Staff #2). The
findings are:

Review on 9/23/25 of Staff #2's personnel record
revealed:

-Hired as a relief staff.

-No documentation of a hire date.

-No documentation the North Carolina Health
Care Personnel Registry (HCPR) was accessed.
-No documentation of a criminal background
check.

Interview on 9/23/25 with the Qualified

Agency will make sure
all files are accessible
and
placed back in the
appropriate place at the
end
of each day to assure
accesibilty at all times.
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Professional revealed:

-She was auditing staff records in her office.
-Her office door was locked and she had the only
key to access her office.

-She was out of town and unavailable to access
her office to make the personnel information
available.
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