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An annual survey was attempted on November 
15, 2024. According to the Director of 
Compliance there are no clients being served at 
the facility. The last time clients were served at 
the facility was August 2024. 

This facility is licensed for the following service 
category: 10A NCAC 27G .4300 Therapeutic 
Community. 

Interview on 11/15/24 with the Director of 
Compliance revealed:
-The facility closed in August of 2024. 
-Facility building was sold to the local public 
school system and it would become a public 
school again.
-Facility would not be transfering to another area. 
They were in the process of adding more beds to 
their main campus instead. 
-Facility license would not be renewed. Service 
provider would be letting the license expire.
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