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Division of Provider Services and Quality Assurance 
Office of Long Term Care 

PO Box 8059, Slot S404 
Little Rock, AR  72203-8059 

Fax: 501-682-6159 

 
 
 
February 18, 2020 
 
Matthew Doyle, Administrator 
Woodridge Behavioral Care Of Forrest City 
1521 Albert St 
Forrest City, AR  72335 
 
Dear Mr. Doyle: 
 
A Complaint survey was conducted on February 12, 2020. We are pleased to inform you that no 
deficiencies were cited during the survey and that your facility was in compliance with the 
requirements of 42 CFR Part 483, Subpart G, Requirements for Psychiatric Residential Treatment 
Facilities. Your certification remains in effect unless terminated due to non-compliance with program 
requirements or voluntary withdrawal from the program.  
We have enclosed form CMS 2567, “Statement of Deficiencies and Plan of Correction” for the 
February 12, 2020  Complaint Investig.  survey conducted at your facility for participation in the 
Medicaid program.   CMS 2567 is enclosed, indicating your facility's compliance status.  Please 
sign and date the 2567 and fax to Sandra Broughton at (501) 682-6159 as soon as possible.  
 
If you have any questions please contact your reviewer at 501-320-6182. 
 
Sincerely, 
 

 
Office of Long Term Care 
Survey and Certification Section 
 
sgb 
 
 
cc:    DRA 
         file 
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B Dumping Investigation

C Federal Monitoring

D Follow up Visit
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E Initial Certification 
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H Life Safety Code
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K State License
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14.

Total SA Supervisory Review Hours.....
 1.00

Total SA Clerical/Data Entry Hours....
 0.50

Was Statement of Deficiencies given to the provider on-site at completion of the survey?....  No

Total RO Supervisory Review Hours....
 0.00

Total RO Clerical/Data Entry Hours.....
 0.00
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