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A 000 INITIAL COMMENTS A 000

 An unannounced Medicare/Medicaid complaint 

survey was conducted 10/26/2020 through 

10/27/2020 by two (2) Medical Facilities 

Inspectors (MFI's) from the Virginia Department 

of Health (VDH) Office of Licensure and 

Certification (OLC).  

Complaint #  VA00049976 - Unsubstantiated 

                    VA00049981 - Unsubstantiated 

                 

The facility was in compliance with 42 CFR Part 

482 Conditions for Participation for Hospitals 

Appendix A revised 2/21/2020.
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