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NAME OF PROVIDER OR SUPPLIER
OLD FARM ROAD

STREET ADDRESS, CITY, STATE, ZIP CODE
409 OLD FARM ROAD , RAEFORD, North Carolina, 28376

PROVIDER'S PLAN OF CORRECTION

A revisit was conducted on 5/14/26 for the previous
deficiency cited on 1/14/26. The deficiency was
corrected with no new non-compliance found. The
facility is in compliance with all regulations
surveyed.
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