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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was attempted on 
August 11, 2022.  According to the Licensee 
there are no clients being served at the facility.  
The last time clients were served at the facility 
was May 15, 2022.

The facility is licensed for the following service: 
10A NCA 27G .5600C Supervised Living for 
Adults with Developmental Disability.

Observation on 8/11/22 at approximately 9:00 AM 
revealed: There were no clients or staff present at 
the facility.

Interview on 8/11/22 with the Licensee revealed: 
He had no clients at that facility. He thought the 
last time he had a client at that facility was on 
5/15/22. He had referrals for that facility, however 
none of those clients were appropriate. He may 
be transferring one of his clients from his other 
facility to that facility.
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