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NAME OF PROVIDER OR SUPPLIER

Three Rivers Health and Rehabilitation Center

STREET ADDRESS, CITY, STATE, ZIP CODE

1403 Conner Drive , Windsor, North Carolina, 27983

PROVIDER'S PLAN OF CORRECTION

A complaint investigation survey was conducted on
5/7/26. Event ID# 23110A-H1.

The following intake was investigated: 3004692.

1 of 1 complaint allegation did not result in
deficiency.
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