PRINTED: 10/15/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
495241 £. WING 10/09/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4142 BONNEY ROAD

ACCORDIUS HEALTH AT RIVER POINTE LLC VIRGINIA BEACH, VA 23452

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (XS)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} INITIALCOMMENTS {F 000}

An unannounced Medicare/Medicaid second
revisit to the abbreviated standard survey,
conducted 02/26/2020 through 02/28/2020, was
conducted 10/08/2020 through 10/09/2020. The
first revisit to the standard survey was conducted
08/25/2020 through 09/01/2020. The facility was
in compliance with 42 CFR Part 483 Federal
Long-Term regulations. No complaints were
investigated during the survey.

The census in this 138 certified bed facility was
85 at the time of survey. The survey sample
consisted of 3 current Resident reviews (Resident
#201 through #203).
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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program participation.
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