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An annual and follow up survey was attempted on 
September 3, 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.

Observation of the facility on 9/3/19 at 
approximately 1:15 pm revealed a large black 
snake basking in the driveway, the grass in the 
front and back yards to be overgrown, and a 
basketball goal laying in the back yard.  Some 
furniture covered with a thick layer of dust was 
visible through the back patio door. 
Approximately 12 inches of dry wall material was 
missing at the bottom of the wall.

During interview on 9/3/19 the Director of 
Operations stated no clients were being served at 
the facility.  Clients were moved out of the facility 
prior to the hurricane in September 2018.  The 
facility was in the "final stages of repair."  He 
thought the facility would  be "back in operation in 
the next month."  The Licensee had a "waiting 
list" of clients for the facility.   He would notify 
DHSR when clients were admitted to the facility.
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