PRINTED: 01/27/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
49L002 B. WiNG 05/22/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

9407 CUMBERLAND ROAD

CUMBERLAND HOSPITAL
NEW KENT, VA 23124

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N 000 | Initial Comments N 000

An unannounced Medicaid Psychiatric
Residential Treatment Facility (PRTF) complaint
survey was conducted May 21 through May 22,
2019 by one (1) Medical Facilities Inspector with
the Office of Licensure and Certification, Virginia
Department of Health.

The Conditions of 42 CRF Part 483, Subpart G:
Condition of Participation for the Use of Restraint
or Seclusions in Psychiatric Residential
Treatment Facilities Providing Inpatient
Psychiatric Services for Individuals under 21
(effective date January 16, 2015) were used to
determine compliance.

The complaint (VA00046101) was substantiated
with no related deficiencies.
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