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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on July 9, 2025.  
According to the Licensee there are no clients 
being served at the facility.  The last time clients 
were served were at the facility was April 30, 
2025.

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

Upon arrival to the home, grass was tall and 
unkept.  Surveyor went to knock on the door and 
cobwebs around the door entrance.  No vehicle 
or people were present at the facility.

Surveyor spoke with Director of Insurance, 
Licensure and Regulatory and sharing the home 
was closed.  She apologized for not having 
submitted the license but would complete the 
paperwork by tomorrow.  Shared that one client 
discharged to another provider and the other 
client transitioned to another within the agency.
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