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A 000 INITIAL COMMENTS A 000

 An unannounced Medicare/Medicaid Hospital 

Complaint survey was conducted April 8 through 

10, 2019 by two (2) Medical Facilities Inspectors 

from the Virginia Department of Health's Office of 

Licensure and Certification.

The survey process included: a review of the 

facility's Patient Rights; Quality; Medical Staff; 

and Nursing Services.  Interviews were 

conducted, medical records and policies and 

procedures were reviewed. 

Complaints #VA00045883 and #VA00045824 

were investigated during the survey. Both 

complaints were substantiated; no deficiencies 

were sited.  

The facility was determined to be in substantial 

compliance with the Federal regulations as stated 

in 42 CFR Part §482. Conditions of Participation 

for Hospitals.
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