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A licensure survey was conducted on May 8, ‘
2013 through May 9, 2013. A random sample of |
three residents was selected from a resident
population of three males and two females with
varying degrees of intellectual disabilities.

The survey findings was based on observations
in the home, interviews with administrative
management, nursing and direct care staff, and
the review of resident and administrative records,
including incident reports. ,

At the time of the survey, the facility was found to
be in compliance with Title 22 DCMR, Chapter 35 |
(Group Homes Regulations). There were no
 deficiencies cited.
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