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 V 000 INITIAL COMMENTS  V 000

An annual, complaint and a follow up survey was 

attempted on 3-11-24. According to the Clinical 

Director there were no clients being served at the 

facility. The last time clients were served at the 

facility was 2-26-23.

This facility is licensed for the following service 

category: 10A NCAC 27G 1700 Residential 

Treatment Staff Secure for Children or 

Adolescents. 

This facility is licensed for three and currently has 

a census of zero. 

Interview on 3-11-24 with the Clinical Director 

revealed: All the clients were picked up by their 

guardians on the same day which was 2-26-23. 

They are expecting to have clients in the future.
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