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NAME OF PROVIDER OR SUPPLIER

Cypress Pointe Rehabilitation Center

STREET ADDRESS, CITY, STATE, ZIP CODE
2006 South 16th Street , Wilmington, North Carolina, 28401

PROVIDER'S PLAN OF CORRECTION

A paper follow-up was conducted on 05/27/26 and
the facility is back into compliance effective
05/10/26. Event ID# 23092B-H2.
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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
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
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