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{E 000} Initial Comments {E 000}

  

{F 000} INITIAL COMMENTS {F 000}

 An offsite paper revisit survey was conducted on 

04/18/2022 for all previous deficiencies cited on 

03/03/2022.  All deficiencies have been 

corrected.  The facility is in compliance with all 

regulations surveyed.
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days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete 4PVE12Event ID: Facility ID: VA0384 If continuation sheet Page  1 of 1


