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An annual survey was attempted on July 18, 
2025. According to the Contract Manager for the 
Licensee there are currently no clients being 
served at the facility. The agency no longer had a 
valid lease for the facility property. The agency 
had not served any clients since the end of 
November 2023.

This facility is licensed for the following service 
category: 10A NCAC 27G .1300 Residential 
Treatment for Children or Adolescents.

Review on 7/15/25 of the Division of Health 
Service Regulation (DHSR) License Application 
revealed:
-The application was approved on 1/27/25;
-The date of the last client served was 12/12/24;
-The current lease expired on 12/31/24.

Interviews on 7/16/25 and 7/17/25 with the 
Contract Manager revealed:
-The facility served their last client towards the 
end of November 2023. The facility did not serve 
any clients in 2024 or 2025;
-"I was renewing the license for all locations 
except that location (Inspirationz Level II);"
-She received an email from DHSR that stated, 
"do the license anyway (Inspirationz Level II)."
-The DHSR system would not allow her to 
complete the renewal application process on her 
other facilities, unless she completed the renewal 
process on all her facilities;
-She was unaware of when she received the 
email, and no documentation of the email was 
provided;
-She was unaware of when the lease on the 
facility property expired;
-She moved out of the property located at 2089 
Baux Mountain Rd. Winston Salem, NC 27105 on 
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