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FORM APPROVED
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A. BUILDING: COMPLETED
C
B. WING 09/25/2020

NAME OF PROVIDER OR SUPPLIER

SPRINGWELL NETWORK, INC-PRESSMAN DR

STREET ADDRESS, CITY, STATE, ZIP CODE

5130 PRESSMAN DRIVE

WINSTON-SALEM, NC 27105

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 000, INITIAL COMMENTS V 000
A complaint survey has been completed on
9/25/20. (Intake ID # NC00168599). No
deficiencies were cited.
This facility is licensed for the following service
category: T0A NCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.
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