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A complaint survey was completed on 12/12/19.
The complaint (#¥NC00157656) was
unsubstantiated. No deficiency was cited.
This facility is licensed for the following service
category: 10A NCAC 27G .2200 School year,
Before/After School and Summer DD Services,
10A NCAC 27G .2300 Adult Developmental
Vocational Programs, 10A NCAC 27G .5400 Day
Activity, 1T0ANCAC 27G .2100 Specialized
Community Residential Center, and 10A NCAC
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