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An annual survey was attempted on 6/13/18. 
According to the Licensee, there were no clients 
being served at the facility. The last time clients 
were served at the facility was 12/29/2017. 

This facility is licensed for the following service 
category: 10A NCAC 27G .10A NCAC 27G. 
5600C Supervised Living for Adults with 
Developmental Disabilities

During interview on 6/13/18, the licensee 
revealed:
-She did not have any clients.
-The last client was discharged 12/29/2017.
-She was the direct care worker.
-An attempt had been made two months ago by 
another surveyor, but she also did not have any 
clients at the time.
-She was pending new clients from the local 
management entity. 
-She was aware that she needed to call DHSR 
whenever she would be getting a new client.

 

Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM WC8X11


