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A limited follow up survey for the Type A1, Type
A2, and a standard deficiency was completed on
1/30/26. This was a limited follow up survey, only
10A NCAC 27G .4303 Staff (V256) Type A1 rule
violation for serious neglect and 10A NCAC, and
10A NCAC 27G .0604 Incident Reporting
Requirements for Category A and B Providers.
(V367) Standard 27G .0304 Facility Design and
Equipment/V752/Type A2 rule violation for
substantial risk of serious harm were reviewed for
compliance. No deficiencies were cited.

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

This facility licensed for 200 and has a current
census of 74. The survey sample consisted of
audits of 7 current clients.
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