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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was attempted on 

8/4/25. According to the Director/Licensee there 

had not been clients served in the facility for the 

past two years.

This facility is licensed for the following service 

category: 10A NCAC 27G .1700 Residential 

Treatment Staf Secure for Children or 

Adolescents.

This facility is licensed for 4 and currently has no 

clients.

Interview on 8/4/24 with the Director/Licensee 

revealed:

-"We closed that facility."

-There were no clients being served.

-"We haven't had kids (clients) in 2 years."

-The facility was not going to reopen.

-Had not submitted closure information.

-Would submit closure information this week.
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