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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on 5/15/19.  

According to the Licensee there are no clients 

being served at the facility.  The last time clients 

were served at the facility was July 2018.

This facility is licensed for the following service 

category: 10A NCAC 27G 5600F Alternative 

Family Living

According to the AFL Provider and licensee, the 

AFL's house burned down in July 2018.  They 

completed an emergency relocation with the state 

and went to stay in a hotel until was able to move 

into new facility which is licensed by the state.  

They moved into another house in November 

2018.  The facility is still licensed.  Its being rebuilt 

and they are planning to move back into it when 

finished.  

Surveyor will conduct survey on new licensed 

facility that clients are currently staying in.
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