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INITIAL COMMENTS

An Annual & Follow up survey was attempted on
June 11, 2024. According to the Licensee, there
are no clients being served at the facility. The last
time clients were served at the facility was
January 2024.

This facility is licensed for the following service
category: T0ANCAC 27G .1700 Residential
Treatment Staff Secure for Children or
Adolescents.

Interview on 6/11/24 at about 10:10 am with the
Licensee revealed:

-Licensee reported that the facility was closed in
January.

-Last client left in January. He had not served any
clients since then.

-He was not planning on re-opening the facility.

-He was not planning on providing services again.

-He and his wife would manage the facility;
however, they had now separated and were no
longer together.

-He was not interested in providing services
again.

-He may be selling the property as he had
received several inquiries about it.
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