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June 2, 2023

Charlotte Lockhart, Administrator
Woodridge Of Forrest City, Llc
1521 Albert St

Forrest City, AR 72335

Dear Ms. Lockhart:

During the Revisit survey conducted on June 2, 2023, your facility was found to be in compliance with
program requirements. Please email the signed CMS 2567 Theresa.Forrest@dhs.arkansas.gov.

If you have any questions, please contact your reviewer: Theresa Forrest, LPN at 501-320-6235 or
email to Theresa.Forrest@dhs.arkansas.gov.

Sincerely,
'/émﬁ Zf %& ér /X

DPSQA/Office of Long Term Care
Survey and Certification Section
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1521 ALBERT ST

WOODRIDGE OF FORREST CITY, LLC
FORREST CITY, AR 72335
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Note: The CMS-2567 (Statement of Deficiencies)
is an official, legal document. All information must
remain unchanged except for entering the plan of
correction, correction dates, and the signature
space. Any discrepancy in the original deficiency
citation(s) will be reported to the Dallas Regional
Office (RO) for referral to the Office of the
Inspector General (OIG) for possible fraud. If
information is inadvertently changed by the
provider/supplier, the State Survey Agency (SA)
should be notified immediately.

A revisit was conducted on June 2, 2023, for all
deficiencies cited on April 25, 2023. All
deficiencies have been corrected, and no new
noncompliance was found. The facility is in
compliance with all regulations surveyed.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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 instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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