
 
 

Division of Provider Services  
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P.O. Box 8059, Slot S404 
Little Rock, AR 72203-8059 

 

 
 

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, 

 
 

DPSQA/Office of Long Term Care 

Survey and Certification Section 
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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.
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