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An annual and follow-up survey was attempted on 
9/17/25. According to the facility's Former 
Qualified Professional (QP) there were no clients 
being served at the facility. The last client served 
was discharged in November of 2024.

This facility is licensed for the following service 
category: 10A NCAC 27G .5600A Supervised 
Living for Adults with Mental Illness.

Attempted telephone call on 9/5/25 with the 
facility's Director/Owner revealed no answer.

Interview on 9/5/25 with the Former QP revealed:
- The date the last client was served at this 
facility was September 30, 2024
- She resigned from the facility February 28, 
2025, due to no clients being served at the facility 

Interview on 9/12/25 with the Licensee revealed:
- The Licensee was out of the country
- The call kept breaking up
- The date that a client was last served at this 
facility was the end of November 2024

Interview on 9/16/25 with the Licensee revealed:
- The last client at this facility was discharged 
at the end of November 2024
- The Licensee wants to buy a new house and 
make a change of location with the current 
license 
- No facility location has been purchased
- No longer leasing at the address that the 
facility is currently licensed at

Interview on 9/17/25 with the Licensee revealed:
- The landlord refused to renew the lease 
where the facility is currently licensed at
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- The lease expired at the end of November 
2024
- The Licensee no longer has access to the 
facility's current licensed location
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