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An annual and follow up survey was attempted on 
June 5, 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 September 2018.

This facility is licensed for the following service 
category: 10A NCAC 27G .5600C, Supervised 
Living for Adults with Developmental Disabilities.

During interview on 6/5/19 the Director of 
Operations stated no clients were currently being 
served at the facility.  Clients were moved out of 
the facility prior to the hurricane in September 
2018.  Repairs to the facility were ongoing and he 
was "not satisfied" with the completed repairs.  
He had no plans to re-open the facility in the "next 
few months, but certainly by year's end."  He 
would notify DHSR when clients were admitted to 
the facility.
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