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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on February 6, 
2025. According to the Lead Clinician, there are 
no clients being served at the facility. The last 
time clients were served at the facility was March 
2024. 

This facility is licensed for the following service 
categories: 
10A NCAC 27G .3700 Day Treatment Facilities 
for Individuals with Substance Abuse Disorders, 
10A NCAC 27G .4400 Substance Abuse 
Intensive Outpatient Program, 
10A NCAC 27G .4500 Substance Abuse 
Comprehensive Outpatient Treatment Program. 

Interview on 2/6/25 with the Lead Clinician 
revealed:
-Facility was not currently serving any clients for 
any of their licensed programs. 
-The last time they served clients for a licensed 
program was March of 2024 and it was for the 
Substance Abuse Intensive Outpatient Program 
(SAIOP). 
-The SAIOP groups had to be dissolved because 
of the low numbers. 
-It was hard to bring in clients because of 
transportation issues. 
-There were no public bus stops anywhere near 
the facility. 
-He was informed that Medicaid was looking into 
a new definition for services and may approve 
telehealth services to administer SAIOP services.
-It was unknown when and if the facility was to 
provide any licensed services.
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