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A complaint survey was attempted on 1-12-21.  

According to the Director of Development, the 

facility had remained closed due to COVID-19 

and no clients had been served at the facility.  

The last time clients were served at the facility 

was 8-16-20.  

This facility is licensed for the following service 

category: 10A NCAC 27G .5400 Day Activity for 

Individuals of all Disability Groups.

Interview on 1-12-21 with the Director of 

Development revealed:

-the facility was not currently providing services to 

clients on campus due to COVID-19;

-"the last date clients were served at the facility 

was 8-16-20 and has not reopened due to 

COVID;"

-the facility had not established a projected 

re-opening date.
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