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A complaint survey was attempted on 7-3-25.
According the the Director there are no clients
being served at the facility. Th last time clients
were served at the facility was 5-20-25.
This facility is licensed for the following service
category: 10A NCAC 27G .1700 Supervised
Living Staff Secure for Children or Adolescents.
Interview on 7-3-25 with the Director revealed:
-The facility has not had clients in over 45 days
(5-20-25).
-"One client was discharged in March 2025 and
one client was moved to a sister facility in April
2025 and the last client was discharged on
5-20-25."
-She is not sure when new clients will be admitted
into the facility.
-"We usually don't do intakes (admissions) when
school is out. We are getting some referrals but
none that appropriate for that home."
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