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home. The finding is:

reviewed and completed.

The governing body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is NOT MET as evidenced by:

Based on observations and interviews, the governing
body and management failed to exercise general policy
and operating direction over the facility as evidence

by damage and safety hazards observed in the group

Observations throughout the 4/20/26 — 4/21/26 26 survey
revealed a broken desk chair at the entrance of the

curb at group home. Continued observations revealed a
swing lounge chair with torn seat cushions on the front
lawn, covered with mold and mildew. Further
observations revealed the back patio furniture and rug

to have several visible black stains, spider webs and
mildew. Subsequent observations on the back patio
revealed several loose and rotten wooden planks,
one-inch openings in several areas and unhinged wooden
poles. Additional observations at the front of the home
revealed ivy vines growing on the side entrance of the
home, through the wooden planks, paint peeling off the
entrance doorway, and the tree shrubs requiring some
maintenance. Inside the group home, it was observed
that several of the kitchen cabinet doors were

unhinged, damaged, or unable to completely close.

Observations throughout the 4/20/26 — 4/21/26 26 survey
also revealed staff, surveyor, client's guardian and

clients to enter and exit utilizing the back entrance

of the home to get to and from their mode of
transportation. This Surveyor also had an incident

where the front of her shoe got stuck in one of the

holes between the wooden planks on the back deck.

Interview with the interim qualified intellectual
disabilities professional (QIDP) on 4/21/26 revealed no
knowledge of the findings as the assigned QIDP is
currently on vacation. Further interview with the

facility administrator revealed the repairs will be
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