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INITIAL COMMENTS

An annual and follow up was attempted on
08/13/24. According to the Licensee there are no
clients being served. The last time clients were
served at the facility was 12/20/23.

This facility is licensed for the following service
category: 10A NCAC 27G .1700 Residential
Treatment Staff Secure for Children or
Adolescents.

During interview on 08/13/24 the Qualified
Professional/Licensee revealed the facility had
not had clients since December 2023 due to not
being able to secure staff. He would contact our
agency once he admits any clients in the facility.
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