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 V 000 INITIAL COMMENTS  V 000

An annual and follow-up survey was attempted 

5/23/19.  The home was being renovated by the 

building owner.

During an interview on 5/23/19, the Licensee 

reported she had moved three clients to a facility 

in Apex, NC and intended to complete a change 

of location application. The house at the licensed 

address was empty and under renovation for 

rental per constructions workers on site. The 

owners of the property reported the Licensee 

moved out. Information shared with Team Leader.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600A Supervised 

Living for Adults with Mental Illness.
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