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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was attempted on 
4/8/25. According to the Director, there are no 
clients being served at the facility.  The last time 
clients were served at the facility was in 
November 2024.

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

Observation of the facility on 4/8/25 at 2:05 pm 
revealed:
- No vehicles parked at the facility
- No answer at the front door

Interview on 4/8/25 with the Director revealed:
- There were no clients currently being served 
at the facility 
- She was no longer able to operate her facility 
from this location because in October of 2024, 
the owner of the home "sold the home out from 
under her."
- Had rented the home for ten years and the 
landlord's decision to sell the home had come as 
a surprise to her
- In November 2024, she moved the clients 
from the facility to a sister facility where there 
were no clients being served
- Could not recall if she had notified the 
Division of Health Service Regulation of these 
changes
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