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The facility operated by DC Health Care, Inc. is 
in compliance with the requirements of 42 CFR 
483, Subpart I, Requirements for Intermediate 
Care Facilities. 
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A licensure survey was conducted from October 
17, 2012 through October 19, 2012. A sample of 
three residents was selected from a population of 
six men with varying degrees of intellectual 
disabilities. 

The findings of the survey were based on  
observations in the home and at three day 
programs, interviews with a resident, direct 
support staff, nursing and administrative staff, as 	, 
well as a review of resident and administrative 
records, including incident reports. 

The group home for persons with intellectual  
disabilities (GHPID) is in compliance with the 
requirements of DCMR 22, Chapter 35. 
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