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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on February 20, 
2024.  According to the Chief Executive Officer 
(CEO), there were no clients being served at the 
facility.  There had been no clients at the facility 
since it was licensed.

This facility is licensed for the following service 
categories: 10A NCAC 27G .5100 Community 
Respite Services for individuals of all Disability 
Groups (Residential) (Day).

Interview on 2/21/24 the CEO stated she did not 
intend to pursue renewing the licensure for the 
facility.
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