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An annual and follow up survey was attempted on 

November 1, 2021. 

Observations on 11/1/21, at approximately 

9:21am, of the facility, revealed:

-Surveyor heard a very loud television on inside 

the facility.

-A male answered to the door. 

Interview on 11/1/21 with the male at the facility 

revealed:

-His family checked on him several times a day.

-Didn't feel comfortable answering any questions 

until he called the Licensee

Interview on 11/1/21 with the Licensee revealed:

-Had not had any clients at the facility since 

February 3, 2020.

-"I was going to call you ..."

-The male present in the facility was her brother

-Her brother had been in a local hospital for 2 

weeks.

-After his discharge, he was at a recovery center 

in a local city for 2 weeks.

-On 8/27/21, her brother was released from the 

hospital and was unable to reside in his private 

residence.

-Had spoken with a representative (date 

unknown) with the DHSR

-"[The DHSR representative] told me it was a 

conflict of interest since we were related, but I 

was not told I could not have my brother here (at 

the facility)..."

-Surveyor discussed the NCGS which stated a 

license for a facility that had not had any clients 

during the previous 12 months  shall not be 

renewed.

Further interview on 11/1/21 with the Licensee 
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revealed:

-Had already submitted her information to renew 

the facility's license

-Surveyor relayed information to the Licensee she 

would have to go back through the initial licensing 

process.

-Did not want to surrender her license

-Was made aware her male relative could not live 

at the facility licensed by the State

This facility is licensed for the following service 

category: 10A NCAC 27G .5600C Supervised 

Living for Adults with Developmental Disabilities.
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