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An annual survey was completed on 12/31/2024. 

No deficiencies were cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .1300 Residential 

Treatment for Children or Adolescents. 

The facility is licensed for 8 and currently has a 

census of 7.  The survey sample consisted of 

audits of 3 current clients.
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