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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on 3/2/22. 

According to the Licensee and the Provider there 

are no clients being served at the facility. There 

have been no clients served at the facility since it 

was licensed on 3/25/21.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600F Supervised 

Living for Alternate Family Living.

Interview with the Licensee on 3/2/22 revealed 

the Provider had not served any clients in the 

facility since it was licensed on 3/25/21.

Interview with the Provider on 3/2/22 revealed 

she had not served any clients in the facility since 

it was licensed on 3/25/21.
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