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Initial Comments

An unannounced biennial State Licensure
Inspection was conducted 5/2/2023 through
5/3/2023. The facility was not in compliance with
the Virginia Regulations for the Licensure of
Nursing Facilities.

The census in this 140 bed facility was 87 at the
time of the survey. The survey sample consisted
of 18 current Resident reviews and two closed
record reviews.

Non Compliance

The facility was out of compliance with the
following state licensure requirements:

This RULE: is not met as evidenced by:
32.1-126.01 Employment for compensation of
persons convicted of certain offenses prohibited;
criminal records check required; suspension of
revocation of license.

Any person desiring to work at a licensed nursing
home shall provide the hiring facility with a sworn
statement or affirmation disclosing any criminal
convictions or any pending criminal charges,
whether within or without the Commonwealth.
Cross Reference to F-607.

12VAC5-371-180 Infection Control
12VAC5-371-180 (C.3) Cross Reference to F-686
12VAC5-371-108 (A) Cross Reference to F-880

12VAC5-371-220 Nursing Services
12VAC5-371-220 (B) Cross Reference to F-695

12VAC5-371-240 Physician Services
12VAC5-371-240 (C.5) Cross Reference to F-684

F 000
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-Crossreference to POC for F607
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-Crossreference to POC for F695

-Crossreference to POC for F684

-Crossreference to POC for F657
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