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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on June 6, 

2025. According to the Director there are no 

clients being served at the facility. The last time 

clients were served at the facility was May 2025. 

This facility is licensed for the following service 

category: 10A NCAC 27G .1300 Residential 

Treatment Facilities for Children or Adolescents. 

Review on 6/6/25 of Former Client (FC) #1's 

record revealed:

-Age: 12

-Date of admission: 4/9/2024

-Date of Discharge: 5/10/2025

-Diagnoses: Adjustment Disorder with 

Disturbance of Conduct

Review on 6/6/25 of FC #2's record revealed:

-Age:10

-Date of admission: 7/23/2024

-Date of Discharge: 5/10/2025

-Diagnoses: Disruptive Mood Dysregulation 

Disorder

Interview on 6-3-25 with the Director revealed:

-The facility was moving to a new location. 

-Had been in contact with construction about the 

new location.

-Had not served clients at the old location 

"...since about March of this year."

-Would send previous client information for 

review.
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