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INITIAL COMMENTS

A limited follow up survey for the Type A1 was
completed on 10/18/18. This was a limited follow
up survey, only 10A NCAC 27G .0202(F-I)
Personnel Requirements (Tag 108); 10A NCAC
27G .0203 . 0203 Competencies of Qualified
Professionals (Tag 109); 10A NCAC 27G.0205
Assessment and Treatment/Service Plan (Tag
112); 10ANCAC 27G .0206 Client Records (Tag
113); T0ANCAC 27G. 1301 Scope-Residential
Treatment for Children or Adolescents (Tag 179);
10ANCAC 27G .1302 (b) (e) Staff (Tag 180); 10A
NCAC 27G .0604 Incident Reporting
Requirements for Category A and B Providers
(Tag 367); GS 131 E-256 Health Care
Professional Registry and GS 122 C-80 Prior
Employment Criminal Background Background
Checks were reviewed for compliance.

All regulations noted above were brought back
into compliance. No deficiencies were cited.

This facility is licensed for the following service
category: 10A NCAC 27G .1300 Residential
Treatment for Children or Adolescents- Level
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