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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on 11/27/18.. 

According to the Licensee there are no clients 

being served at the facility in the past 12 months.  

The Licensee and Intake worker verified a client 

is scheduled to move in the next week on 

approximately 12/3/18. 

In view of the length of time without a client and 

the pending admission, a review of the personnel 

records was completed to assure that personnel 

was in readiness for the incoming client. No 

defiencies were found.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600F Supervised 

Living for Adults with Intellectual and 

Developmental Disabilities-Alternative Family 

Living.
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