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University Place Nursing and Rehabilitation Center
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9200 Glenwater Drive , Charlotte, North Carolina, 28262

PROVIDER'S PLAN OF CORRECTION

An unannounced onsite complaint investigation
survey was conducted on 4/16/26. Additional
information was obtained offsite 4/17/26 through
4/24/26. Therefore, the exit date was changed to
4/24/26. The following intakes were investigated
2984185 and 2978001. 5 of the 5 complaint
allegations did not result in deficiency. Event ID#
22F6F3-H1.
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