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 V 000 INITIAL COMMENTS  V 000

A complaint survey was attempted on December 

8, 2020.  According to the Group Home Manager, 

there are no clients being served at the facility.  

The last time clients were served at the facility 

was July 13, 2020.  

The facility is licensed for the following service 

category:  10A NCAC 27G .1700 Residential 

Treatment Staff Secure for Children or 

Adolescents.  

Observation on 12/8/20 at approximately 

10:00am/Interview with the Group Home 

Manager revealed:

-Rang doorbell and knocked on side door 

overlooking driveway.  No answer at door.  Went 

to the next-door home which is a sister facility 

and knocked on the door.  Spoke with the Group 

Home Manager.  There were no clients being 

served at Bonnie's Home for Youth (facility).  The 

last time there was a client served at the facility 

was 7/13/20.  (Division of Health Service 

Regulation personnel had previously attempted a 

survey at the facility in late July, 2020 and have 

reviewed necessary documents regarding the last 

client served.)
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