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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on January 30, 

2019.  According to the Director of Operations 

there are no clients being served at the facility.  

The last time clients were served at the facility 

was February 6, 2018.

Observation on 01/30/19 of the facility at 

approximatley 9:30am revealed:

- No one at the facility.

- No response to the front door or side door.

Telephone interview on 01/30/19 with the 

Regional Director and Director of Operations 

revealed:

-No clients were residing at the facility since 

02/06/18.

-The former resident/client was transferred to a 

sister facility on 02/06/18 and discharged from the 

current facility.

-The Director of Operations agreed to contact 

DHSR if/when any client(s) were admitted to the 

facility.
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