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2094 HAITH FULLER TRAIL

FALCON CREST RESIDENTIAL CARE 2
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MEBANE, NC 27302
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000, INITIAL COMMENTS V 000
An annual and complaint survey was completed
on April 12, 2019. The complaint was
unsubstantiated (Intake #NC00150060). No
deficiencies were cited.
This facility is licensed for the following service
category:
10A NCAC 27G 1700-Residential Treatment Staff
Secure for Children or Adolescents.
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