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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: COMPLETED
A. BUILDING
B.WING C
345404 ] 02/14/2013
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1403 CONNER DR
WINDSOR, NC 27983

THREE RIVERS HEALTH AND REHAB

No deficiencles were cited as aresult of a
comptlaint investigation survey on 2/13/13 through
214113 for Event ID# W3KY11.
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Any deficlency stalement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcling providing it is determined that
other safeguards provide sufficlent protection to the patients. (See Instructlons.) Except for nursing homes, the findings staled above are disclosable 80 days
foliowing the date of survey whether or nola plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date thesa documents are made avallable to the facifity, iIf deficlencies are clted, an approved plan of correction is requlsite to continued
program parlicipation.

FORM GM53-2567{02-98} Previous Varslons Obsolete Event 1D:W3KY 11 Facility ID: 953224 If continwatlon sheef Page 1of 1




