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NAME OF PROVIDER OR SUPPLIER

Bethany Woods Nursing and Rehabilitation Center

STREET ADDRESS, CITY, STATE, ZIP CODE
33426 Old Salisbury Road BOX 1250, Albemarle, North Carolina, 28002

PROVIDER'S PLAN OF CORRECTION

A paper follow-up was conducted on 5/8/26 and the
facility is back into compliance effective 4/30/26.
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