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INITIAL COMMENTS

A annual was attempted on October 10, 2024.

According to the Quality Management Director
and the AFL provider there are no clients being
served at the facility. The last time clients were
served at the facility was October 31, 2023.

This facility is licensed for the following service
category: 10A NCAC 27G .5600F Supervised
living for Alternative Family Living.

Interview on 10/7/24 with the AFL Provider
revealed:

-No clients have been served at this facility since
10/31/23.

-Did not know if the licsene would be turned in or
if more clients would be served at the facility.

Interview on 10/7/24 with the former Qualified
Professional revealed:

-No longer working at the management company.
-Does not know who the new Qualified
Professional is assigned to this facility.

-Unable to contact after this day, has not returned
phone calls.

Interview on 10/10/24 with the Quality
Management Director revealed:

-No clients are currently being served at this
facility.

-The facility had denied several potential
placements after 10/31/23.

-The facility will not be renewing the license this
year.
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