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INITIAL COMMENTS

An annual survey was attempted on 3/10/25.
According to the Business Manager (BM) for the
Licensee and the Program Director (PD) there
are no clients being served at the facility. The
last time a client was served at the facility was on
1/28/25.

This facility is licensed for the following service
category: 1T0ANCAC 27G .5600F Supervised
Living: Alternative Family Living in a Private
Residence.

Interview on 3/10/25 with the BM for the Licensee
revealed:

- There were no clients currently being served
at the facility

- The AFL (Alternative Family Living) provider
died in the hospital on 1/29/25

- The PD had submitted the necessary
paperwork to the Division of Health Service
Regulation (DHSR) regarding plans to close the
facility and surrender its license due to the death
of the provider

Interview on 3/10/25 with the PD revealed:

- Confirmation of what the BM reported

- He had sent the required notification to DHSR
regarding the pending closure of the facility due to
the death of the AFL provider and plans to
surrender the license

Interview on 3/10/25 with an Administrative
Assistant (AA) with DHSR revealed:

- Had received notification of the pending
closure/surrender of license for the facility from
the PD on 2/24/25 with the effective date of
closure being 3/24/25

Review on 3/10/25 of a flyer provided by the BM
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revealed:

- The AFL provider's date of death was listed
as 1/29/25

- His funeral was held on 2/23/25

Review on 3/10/25 of an email sent to the AA by
the PD on 2/24/25 revealed:

"The Care Provider at the following MHL
(Mental Health License) # has passed away and
the consumer that was in the home has Moved.
We would like to discontinue the following
License: [MHL number; name and address of the
facility]. The Effective date of closure will be
3/24/25."
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