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INITIAL COMMENTS

An annual survey was attempted on December
17, 2024. The Licensee and/or a representative
were not available and therefore the survey was
not conducted. According to the Licensee there
are clients being served at the facility.

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

A message, via telephone and text, were left on
the Licensee's voicemail and through text on
12/17/24. A message was left, via telephone, on
the Residential Technician's voicemail on
12/17/24. The Residential Technician contacted
the surveyor on 1/19/24 and inquired about the
surveyor's message and stated that she'd inform
the Licensee. The Licensee contacted the
surveyor on 1/19/2024 and reported that she had
not received the surveyor's message and that the
Residential Technician informed her that the
surveyor had attempted to make contact. The
Licensee reported that the clients and staff were
unavailable on 12/17/24 and that clients were
being served at the facility.
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