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 V 000 INITIAL COMMENTS  V 000

An annual survey was attempted on July 2, 2025. 
According to the Owner/Licensee there were no 
client being served at the facility. There had been 
no clients served at the facility since 4/11/25.

This facility is licensed for the following service 
category: 10A NCAC 27G .5600B Supervised 
Living for Minors with Developmental Disability.

Email on 7/2/25 at approximately 9:04pm from 
the Owner/Licensee revealed:
-"I don't have any clients and never had any 
clients."

Email on 6/25/25 at approximately 9:22am from 
the Owner/Licensee revealed:
-The Owner/Licensee requested, "In the future 
she would need to schedule two days in advance. 
I have no clients, and haven't had any clients so I 
am not at my agency daily." 

Email on 6/24/25 to Owner/Licensee at 
approximately 5:04pm revealed:
-Surveyor was at the facility to complete the 
annual survey;
-Surveyor would be back at the facility on 6/25/25 
at 9:30am.
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