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 V 000 INITIAL COMMENTS  V 000

A follow up survey was attempted on 3/7/23.  
According to the Licensee there are no clients 
being served at the facility.  The last time clients 
were served at the facility was 1/5/23.

This facility is licensed for the following service 
category:  10A NCAC 27G .5600A Supervised 
Living for Adults with Mental Illness. 

Visit to the facility on 2/28/23 no one was home.  
Contacted the corporate office and left messages 
for messages for several staff in management 
and no calls returned.  Visit to the facility on 
3/7/23 revealed the facility empty with a handy 
man present fixing a water leak.  The handy man 
stated he was sent by the landlord to repair the 
leak and floors.  The handy man stated he had 
turned the water off a week ago to do the repairs.  
The handy man stated the tenants had moved 
out.  Telephone call with the Licensee stated they 
had moved the client out on 1/5/23.  Currently no 
clients being served in the facility.  The Licensee 
stated they are still under lease for the home and 
not sure if they are going to admit new clients or 
turn the current license in.  The Licensee stated 
she would know in the next few weeks if she 
plans to move clients back in the home.
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