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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on 6/29/18.  

Director revealed no clients were being served at 

the facility at this time and the last client  served 

was in 5/2018.

This facility is licensed for the following service 

category: 10A NCAC 27G .5100 Community 

Respite Services.

Observation on 6/29/18 at approximately 1:30pm 

of the facility revealed no clients on site.

Interview on 6/29/18 with the Director revealed:

-No clients being served at the facility at this time;

-Last respite service provided at the facility were 

on 5/4-7/18;

-The agency was considering two options for the 

facility: Open a group home for an MCO at this 

location or move one of their current homes to 

this location;

-She would informed the state upon the final 

decision.
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