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 V 000  V 000INITIAL COMMENTS

An annual survey was attempted on 6/14/2022. 

According to the AFL Provider, there are no 

clients being served at the facility. The last time 

clients were served at the facility was 

11/17/2021.

This facility is licensed for the following service 

category:  10A NCAC 27G .5600F Supervised 

Living for Alternative Family Living.

Review on 6/14/2022 of Deceased Client (DC) 

#1's record revealed:- Admission date: 1/27/2014.

- Diagnoses: Severe Intellectual Disabilities;

Anxiety Disorder, unspecified; Other mixed

anxiety disorders; Dementia in other diseases

classified elsewhere with behavioral disturbance

- Discharge from the facility on 11/17/2021.

- A death certificate that revealed date of death

was 12/10/2021 with cause of death listed as

generalized geriatric decline and Dementia.

Interview on 6/14/2022 with the AFL Provider 

revealed:

- DC #1 had lived at the facility since 1/14/2014.

- DC #1 was 86 years old and had dementia.

- DC #1 was transferred to a nursing facility in

November of 2021.

- DC #1 died on 12/10/2021.

- There were currently no other clients in the

facility.

- She did plan to admit clients when an

appropriate referral for admission was received.
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