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An annual survey was attempted from 7/6/23 
through 7/24/23. According to the Executive 
Director there are no clients being served at the 
facility. The last time clients were served at the 
facility was 4/13/23.

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

7/6/23 Observation of the facility at approximately 
12:05 pm revealed- There were no clients and/or 
staff present at the group home. 

7/6/23 Interview with the Executive Director 
revealed she currently had no clients living at that 
group home. She was hoping they would get 
clients for that group home soon. Agency is also 
actively seeking for staff and clients for the 
facility.
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