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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was attempted on 
October 28, 2025. According to the Director of 
Compliance there are no clients being served at 
the facility. The last time clients were served at 
the facility was 8/31/25.

This facility is licensed for the following service 
category: 10A NCAC 27G .4300 Therapeutic 
Community. 

Interview on 10/28/25 with the Director of 
Compliance revealed: 
-There were no clients residing at the facility. 
-The last client served was 8/31/25.
-Three people were residing at the facility, but 
they were staff that had just finished the program 
and were hired by the agency. 
-It was unknown on when new clients would be 
admitted to the facility. 
-Agency was focusing on having all residents live 
on the main campus. 
-Plans were to continue to use the facility in the 
near future once the client's population grows.
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