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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on March 11, 2026. A deficiency was cited.

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

This facility is licensed for 3 and has a current 
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 clean, attractive and 
orderly manner. The findings are: 

Observation on 3/10/26 at approximately 1:50pm 
during the tour of the facility revealed:
- The bottom and left side of the white refrigerator 
door was covered in rust colored spots of varying 
sizes.
- The white vent cover on the wall across from the 
refrigerator door was covered rust colored spots 
of varying sizes.
- Client #3's 4 drawer white dresser had drawers 
that were off track; a 6 drawer dresser with mirror 
with the 2nd drawer off track.
- Client #1 had a 6 drawer dresser that was 
missing a knob on the bottom left drawer and a 
chest with the bottom drawer missing 2 knobs.
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 V 736Continued From page 1 V 736

- The hall bathroom had a 2 bulb light fixture with 
1 not working.  

Interview on 3/11/26 the Quality Management 
Director stated: 
- He would have the facility checked for moisture 
concerns, consider a humidifier for the facility and 
acknowledged all other concerns.

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