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A. BUILDING:
NH0316 B. WING 11/22/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
511 WINDMILL ST
WALNUT COVE HEALTH AND REHABILITATIO
WALNUT COVE, NC 27052
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L 000] INITIAL COMMENTS L. 000
No deficiencies were cited on this licensure
complaint survey Event#TN1U11.
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