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An annual survey was attempted on 11/1/18.  
According to the  Chief Executive Officer/Director 
of Treatment Services (CEO/DTS) there are no 
clients currently being served at the facility. The 
last client was discharged from the facility in 
November 2017. 

This facility is licensed for the following service 
category: 10A NCAC 27G .1700 Residential 
Treatment Staff Secure for Children or 
Adolescents.

Interview on 11/1/18 with the CEO/DTS revealed:
- The facility was currently empty with no 
clients being served
- The facility's last client was transferred to a 
sister facility in November 2017 and had been 
discharged from the sister facility on 3/5/18
- She was in the process of completing a 
change in ownership for this facility as well as its 
three sister facilities
- Two companies were in the process of 
acquiring all of her facilities
- A licensing surveyor from the DHSR had 
been out to visit and was in the process of 
completing her responsibilities as part of the 
change in ownership process.
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