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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on 10/23/19.  
According to the Qualified Professional (QP) 
there are no clients being served at the facility. 
The last time clients were served at the facility 
was in July 2019.  

This facility is licensed for the following service 
category: 10A NCAC 27G .5600F Supervised 
Living/Alternative Family Living.  

Review on 10/23/19 of the Discharged Client #1's 
(DC #1's) record revealed:
- An admission date of 3/15/19
- Diagnoses of Autism and Unspecified 
Intellectual Disability
- A discharge date of 7/19/19

Interview on 10/23/19 with the Qualified 
Professional (QP) revealed:
- At the request of DC #1's aunt and legal 
guardian, DC #1 was discharged from the facility 
on 7/19/19 and returned to her care
- It was DC #1's first out of home placement 
and although he was making progress at the 
facility, DC #1's aunt wanted him to return home 
- They were in the process of reviewing new 
referrals for placement at the facility; however, 
they were taking their time before admitting a new 
client to the facility   
- She would ensure the Division of Health 
Service Regulation was notified once a new client 
was admitted to the facility.
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