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L 000 INITIAL COMMENTS L 000
An unannounced onsite re-licensure survey and
complaint investigation were conducted from
10/7/25 through 10/9/25. The facility is in
compliance with the requirements of 10A NCAC
13D, the Rules for the Licensing of Nursing
Homes.
The following intake was investigated
NC00232505.
4 of 4 allegations did not result in a deficiency.
No deficiencies were cited on this re-licensure
survey and complaint investigation. Event
ID#1MJR11.
Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6899

TMJR11

If continuation sheet 1 of 1




