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A Revisit survey was conducted on 9/2/22. All
previously cited deficiencies were cleared as of
9/2/22. Village on The Green did not have any
deficiencies found at the time of the visit.
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A Revisit survey was conducted on 9/2/22. All
previously cited deficiencies were cleared as of
8/28/22. Village on The Green was in compliance
with 42 CFR 483 and 488, requirements for
Long-Term Care facilities.
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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
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