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 V 000 INITIAL COMMENTS  V 000

A annual survey was attempted on November 19, 
2019. According to the Chief Executive Officer 
(CEO), there are no clients being served at the 
facility. No clients have been served since the 
license was issued on March 12, 2019.

This facility is licensed for the following service 
categories: 10A NCAC 27G .3600 Outpatient 
Opioid Treatment and 10A NCAC 27G .4400 
Substance Abuse Intensive Outpatient Program.

During telephone call on 11/19/19 the CEO stated 
they were still waiting for approvals through 
SAMHSA (Substance Abuse and Mental Health 
Services Administration) and the DEA (Drug 
Enforcement Agency). She would notify Division 
of Health Service Regulation once clients were 
being served in the facility.
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