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 F 000 Initial Comments  F 000

An unannounced biennial State Licensure 

Inspection was conducted 10/26/2021 through 

10/27/2021.  The facility was in compliance with 

the Virginia Rules and Regulations for the 

Licensure of Nursing Facilities.  No complaints 

were investigated during the survey.

The census in this 60 licensed bed facility was 29 

at the time of the survey.  The survey sample 

consisted of 3 resident reviews.
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