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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on 3/4/24. 

According to the Licensee there are no clients 

being served at the facility. The last time clients 

were served at the facility was 1/18/24.

This facility is licensed for the following service 

10A NCAC 27G .5600F Supervised Living for 

Alternative Family Living.

Interview on 3/4/24 with Qualified Professional 

revealed:

-AFL provider had health issues.

-Clients moved into different facilities 

approximately 3 weeks ago.

Interview on 3/4/24 with the Director revealed:

-AFL provider had health issues and could not 

service the clients.

-The AFL license will be transferred to another 

provider.

-The clients went to other providers in January 

2024.

-Clients were officially discharged 1/19/24.

-No clients are being serviced currently at this 

AFL.
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