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A. BUILDING: 01
R
HAL001002 B. WING 01/22/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2201 BURCH BRIDGE ROAD
BURLINGTON CARE CENTER
BURLINGTON, NC 27217
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{C 000} Initial Comments {C 000}
Report of a Biennial Construction Follow Up
Survey by Tod Hancock conducted on January
22, 2025.
Deficiencies have been corrected. No further
action is needed.
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