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An annual was attempted on June 19, 2018.  
According to the Facility Qualified Professional 
there were  no clients being served at the facility.  
The last time clients were served at the facility 
was March 13, 2018.  

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

Review on 6/19/18 of Former Client (FC) #1's 
record revealed:
- 22 year old female 
- Diagnoses: Schizoaffective Disorder; Bipolar; 
and Mild Intellectual Developmental Disabilities 
(IDD)
- Date of admission: 3/6/18
- Date of discharge: 3/13/18

Review on 6/19/18 of FC#2's record revealed:
- 20 year old male
- Diagnoses: Major Depressive Disorder 
unspecified; Dandy-Walker Syndrome
- Date of admission: 6/13/17
- Date of discharge: 8/8/17

Review on 6/19/18 of FC#3's record revealed:
- 19 year old male
- Diagnoses: Autism; Social Anxiety Disorder; & 
persistent Depressive Disorder
- Date of Admission: 6/22/17
- Date of Discharge: 8/28/17

Observation at 10:00 am on 6/19/18 at the facility 
revealed:
- Front gate at driveway of facility locked blocking 
access onto property.

Interview on 6/19/18 the Facility Qualified 
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Professional stated:
- The facility has no clients living in it currently.
- Last client was discharged on 3/13/18.
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