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 V 000 INITIAL COMMENTS  V 000

An annual and follow-up survey was attempted on 
September 5, 2018. According to the 
Administrative Assistant there are no clients being 
served at the facility. The last time clients were 
served at the facility was before May 24, 2018.

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

Interview on 09/05/18 the Administrative Assistant 
stated:
- The Licensee reported the last time a client was 
at the facility was before 05/24/18.
- The agency was actively seeking admissions to 
the facility.
- She was aware to notify the Division of Health 
Service Regulation when clients were admitted.
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