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An annual survey was attempted on 12/8/21.

According to the Licensee there are no clients 
receiving services at the facility.
The last time clients resided at the facility was 
6/19/21.
Attempted survey on 10/12/21 the last client 
record dated 6/19/21 was reviewed.

This facility is licensed for the following service 
category: 10A NCAC 27G .1300 Residential 
Treatment Facility for Children & Adolescents

Interview on 12/8/21 with the Director revealed:
- Referrals have been coming in. However the 
referrals are not appropropriate for Level II care.
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