Division of Health Service Regulation

PRINTED: 04/14/2026

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

MHL074-255

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
R
B. WING 03/26/2026

PARADIG

NAME OF PROVIDER OR SUPPLIER

4075 PITT STREET
AYDEN, NC 28513

M 4 KIDS

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

(X5)
COMPLETE
DATE

DEFICIENCY)

V 000

V111

INITIAL COMMENTS

An annual and follow up survey was completed
on March 26, 2026. Deficiencies were cited.

This facility is licensed for the following service
category: 27G .5600B Supervised Living for
Minors with Developmental Disability.

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

27G .0205 (A-B)
Assessment/Treatment/Habilitation Plan

10ANCAC 27G .0205 ASSESSMENT AND
TREATMENT/HABILITATION OR SERVICE
PLAN

(a) An assessment shall be completed for a
client, according to governing body policy, prior to
the delivery of services, and shall include, but not
be limited to:

(1) the client's presenting problem;

(2) the client's needs and strengths;

(3) a provisional or admitting diagnosis with an
established diagnosis determined within 30 days
of admission, except that a client admitted to a
detoxification or other 24-hour medical program
shall have an established diagnosis upon
admission;

(4) a pertinent social, family, and medical history;
and

(5) evaluations or assessments, such as
psychiatric, substance abuse, medical, and
vocational, as appropriate to the client's needs.
(b) When services are provided prior to the
establishment and implementation of the
treatment/habilitation or service plan, hereafter
referred to as the "plan," strategies to address the
client's presenting problem shall be documented.
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This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to provide documentation that an admission
assessment was completed prior to the delivery
of services for 1 of 3 clients (#2). The findings
are:

Review on 03/25/26 client #2's record revealed:
-Date of Admission: 03/17/25

-Diagnoses: Oppositional Defiant Disorder,
Attention Deficit Hyperactivity Disorder,
Intellectual Developmental Disabilities, Post
Traumatic Stress Disorder.

-No evidence that an admission assessment or
screening was completed prior to the delivery of
service to include presenting problems, needs,
strengths, or pertinent social family and medical
history.

Interview on 03/25/26 the Qualified Professional
stated:

-That client #3 had an admission assessment.
"She just could not put her hands on it right now."
-She would send the admission assessment
electronically by 12:00pm on 03/27/26. The
document was not received.
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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
odor.

This Rule is not met as evidenced by:

Based on observation and interview the facility
was not maintained in a safe, clean, attractive
and orderly manner and kept free from offensive
odor. The findings are:

Observation on 03/25/26 at approximately
between 12:41pm and 2:41pm and on 03/25/26
at approximately 1:15pm and 1:31pm
photographs of the facility revealed:

-There were only two dining room chairs for the
dining room table in the entire facility.

-The hallway door had approximately a 12 inch
piece of wood was missing from the bottom right
corner of the door.

-There was a thick gray substance on the
windowsill in the kitchen.

-The bottom of the refrigerator had a sticky, red,
unknown substance.

-Approximately 12 inches of the bottom
refrigerator was loose.

-The ice maker tray was covered with an orange
unknown substance.

-The curtain rod in the living room had
approximately a 15 inch bend on the right side.
-There was approximately a 24 inch repaired area
on far light wall near the loveseat.

-The bottom of the sofa second chair was off
track and loose about 3 inches

-The bottom of the sofa third chair was loose
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about 1 inch on the left side.

-There was a water spot approximately 24 inches
over the entertainment right side of window in the
living room.

-Client #3's room had a strong musty smell.
-Client #3 had unknown debris on his floor, empty
shack wrappings and a water bottle on his
dresser, an empty pizza box on the side of his
bed and a fast food bag and cup under his bed.
-Client #3 had clothing strewn on floor throughout
his entire room.

-Client #1 had closet doors torn off.

-There were large unknown stains on the inside
wall of client #1 closet.

-There was a large bag of concrete under the
slate of client #1's bed.

-There was dark brown dried substance
approximately the size of a quarter near the on
the wall near right side of the window in client #1
bedroom.

-The light blue wall was discolored with white
paint approximately 40 inches and the bathroom
mirror was missing.

-Client #2's bathroom wall was missing a mirror
and the light blue wall was discolored with white
paint and had approximately 40 inches of plaster
missing in various areas.

-The air vent in the hallway bathroom was rusted.
-Client #2's bedroom the linoleum floor peeled in
two areas from the closet to the wall to the other
side approximately 3 feet and approximately 1
foot pulled away from wall and away from the
floor.

-Client #2's bedroom had a twin size mattress
pushed against the wall.

-The air vent in the hallway had a large dent
approximately 30 inches.

Observation on 03/25/26 at approximately
between 03:45pm-4:15pm revealed:
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-The Home Manager attempted to prompt and
encourage client #3 to clean his room.

Interview on 03/25/26 the Assistant Home
Manager stated:

-Client #1 became upset and kicked and
damaged the vent in the hallway, damaged the
mirrors in the hallway and client #2's bathroom,
tore the shutter off the window.

-Client #3 also kicked the hole in the wall in the
Living Room.

-She stated about the dried brown stain."He
smears feces, he probably did that when he took
a shower. But that looks like feces."

Interview on 03/26/26 Staff #1 stated:

-He did not know why there was a bag of
concrete under client #1's bed.

-"Some people see it and some people act like
they don't. | treat them like | want to be treated. If
it see, | clean it up."

Interview on 03/26/26 the Qualified Professional
stated:

-She had no knowledge of the facility tour.

-She was notified of the concerns that were
identified.

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

V738 27G .0303(d) Pest Control V 738

10A NCAC 27G .0303 LOCATION AND
EXTERIOR REQUIREMENTS

(d) Buildings shall be kept free from insects and
rodents.
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This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to ensure buildings were kept free from
insects and rodents. The findings are:

Observation on 03/25/26 at approximately
12:41pm:

-There was a large amount of rodent droppings
above the stove in the cabinet beside a 12 count
box of noodles.

Interview on 03/26/26 Staff #1 stated:

-There was an issue with mice at one point.

-"Got reported. Exterminator came,Sometime last
year. October of last year."

Interview on 03/26/26 the Home Manager stated:
-"Been a while, they called in some specialists
that took care of the problem."

-He was surprised to see the droppings.

-The pest people would come back out to spray
and put down traps.

Interview on 03/26/26 with the Qualified
Professional stated:

-She did not see the droppings in the cabinet over
the stove.

-The mice could have come from the construction
in this area.

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