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 V 000 INITIAL COMMENTS  V 000

A limited follow up survey was attempted on July 

16, 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 22, 

2024.

This facility is licensed for the following service 

category: 10A NCAC 27G .5600C Supervised 

Living for Adults with Developmental Disability.

Interview on July 16, 2024 with the Licensee 

revealed his continued plan to sell the facility. The 

Licensee stated his turning in his license would 

be a last resort and he hoped to sell the facility 

and business by the end of this year (2024).
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