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INITIAL COMMENTS

An annual was attempted on June 6, 2025.
According to the Qualified Professional there are
no clients being served at the facility. The last

time clients were served at the facility was 2/1/24.

This facility is licensed for the following service
category: T0ANCAC 27G .5600C Supervised
Living for Adults with Developmental Disability

Observation on 6/6/25 at approximately 1:10
pm-There were no clients or staff present at the
facility.

On 6/6/25 the Qualified Professional stated the
facility was closed and had no clients. There had
been no clients at that facility since 2/1/24.

On 6/6/25 the Chief Regional Officer stated they
were not serving any clients at that facility. The
facility needed a lot of repairs. The GHA board
made the decision to sell the property. The
license was renewed for 2025 because they may
possibly transfer the license to another location.
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