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{F 000} Initial Comments {F 000}

An unannounced Medicare/Medicaid first revisit 

survey was conducted 5/15/25 through 5/16/25 as 

the result of a standard survey conducted 3/24/25 

through 3/27/25.  Corrections are required for 

compliance with 42 CFR Part 483 Federal Long 

Term Care requirements.  

The census in this 145 certified bed facility was 

127 at the time of the survey.  The survey sample 

consisted of seven (14) current resident reviews

 

{F 001} Non Compliance

The facility was out of compliance with the 

following state licensure requirements: 

This STANDARD  is not met as evidenced by:

{F 001} 5/22/25

Clinical Records

12 VAC 5-371-360 (E) (6) and (9) - cross 

reference to F842

Cross reference POC for F842 for 12 

VAC-5-371-360 (E) 
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