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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on July 25, 
2024. According to the Chief Executive Officer, 
there are no clients being served at the facility. 
The last time clients were served at the facility 
was April 2024. 

This facility is licensed for the following service 
category: 10A NCAC 27G .5600A Supervised 
Living for Adults with Mental Illness. 

Interview on 7/25/24 at about 10:15 am with the 
Chief Executive Officer revealed:
-Facility pretty much acted as an overflow for 
sister facility located about a mile away. 
-Whenever sister facility had more than 16 
clients, they would then move clients to this 
facility. 
-Last time they served clients at this facility was 
April of 2024. 
-Chief Executive Officer to contact Division Health 
Services and Regulations whenever they re-start 
servicing new clients at this facilty.
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