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 A Complaint investigation and revisit survey was 

conducted from 1/4/23 through 1/5/23. 

The facility was found in compliance effective 

12/12/22. Event ID WLCQ12

 The following intakes were investigated 

NC00196202, NC00196293, NC00196311, 

NC00196390,  NC00196493,  NC00196554,  

NC00196562,  NC00196601,  NC00196624,  and 

NC00196596. 

23  of the 23 complaint allegations were not 

substantiated. Event ID# D4T311.
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