
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  01/20/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

495142 12/18/2020
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

380 MILLWOOD AVENUE
EVERGREEN HEALTH AND REHAB

WINCHESTER, VA  22601

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

E 000 Initial Comments E 000

 An unannounced abbreviated COVID-19 

Focused Survey was conducted 12/18/2020. The 

facility was in substantial compliance with F-880 

of 42 CFR Part 483 Federal Long Term Care 

requirement(s).

 

F 000 INITIAL COMMENTS F 000

 An unannounced abbreviated COVID-19 

Focused Survey was conducted 12/18/2020.  The 

facility was currently out of compliance at the time 

of the 12/18/2020 survey, based on findings from 

the Focused Infection Control survey ending 

12/03/20. No new findings were identified with 

F-880 of 42 CFR Part §483 Federal Long Term 

Care requirement(s).

The census in this 176 certified bed facility was 

106. Of the 106 current residents, 40 residents 

were currently positive for the COVID-19 virus. 

The survey sample consisted of seven current 

resident reviews (Residents #1 through #7).
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