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 V 000 INITIAL COMMENTS  V 000

A Complaint and Follow-Up Survey was 
completed on March 11, 2019.  The complaint 
was unsubstantiated (intake #NC00149307).  No 
deficiencies were cited.

This facility is licensed for the following service 
category: 

- 10A NCAC 27G .5600C:  Supervised Living 
for Developmentally Disabled Adults
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