PRINTED: 07/19/2011

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES £X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3} DATE SURVEY
ANB PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
NH0444 0710712011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1995 EAST CORNELIUS HARNETT BOULEVARD
UNIVERSAL HEALTH CARE LILLINGTON LILLINGTON, NC 27546
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [5] PROVIDER'S PLAN OF CORRECTICN {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATCORY OR L.SC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
D 000, Initial Comments D 000
No deficiencies were cited as a result of the
complaint investigation Event |D# 6MI211,
Divislon of Health Service Regulation
TITLE (X6} DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM 8803 GMI211 If continuation sheet 1 of1



