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NAME OF PROVIDER OR SUPPLIER

Cabarrus Health and Rehabilitation Center

STREET ADDRESS, CITY, STATE, ZIP CODE

430 Brookwood Avenue NE , Concord, North Carolina, 28025

PROVIDER'S PLAN OF CORRECTION

A complaint investigation was conducted onsite from
4/28/2026 to 4/29/2026. Additional information was
obtained on 5/1/2026. Therefore, the exit date was
changed to 5/1/2026. Event ID # 22FFEA-H1. The
following intake was investigated 2993456.

One of the one complaint allegation did not result in
a deficiency.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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