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An unannounced follow-up survey was conducted 
virtually from 10/18/2021 through 10/19/2021 to 
determine compliance with Title 22B DCMR, 
Chapter 99. The Home Support Agency provided 
care for six clients and employed 15 staff to include 
professional and administrative staff. A sample of 
six active client records and one personnel record 
was selected for review. The findings of the survey 
were based on client and administrative record 
reviews and one staff interview. 
 
The Home Support Agency was found to be in 
substantial compliance with Title 22B DCMR, 
Chapter 99. 
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