
      

Division of Provider Services   
& Quality Assurance

P.O. Box 8059, Slot S404
Little Rock, AR 72203-8059

October 31, 2024

Brady Serafin, Administrator
Habilitation Center, Llc
P.O. Box 727
Fordyce, AR  71742

Dear Mr.. Serafin:

A Complaint Investigation survey was conducted on October 24, 2024. 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 October
24, 2024, Complaint Investigation survey conducted at your facility for participation in the Medicaid
program.   The CMS 2567 is enclosed, indicating your facility's compliance status.  Please sign and
date the 2567 and email to Theresa.Forrest@dhs.arkansas.gov.

If you have any questions please contact your reviewer at 501-320-6235.

Sincerely,

  for Jeff Rosenbaum
DPSQA/Office of Long Term Care
Survey and Certification Section

tf

cc:    DRA
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AR00035145 was in compliance.

AR00035775 was in compliance.

The facility was in compliance with §483, Subpart 

G - Conditions of Participation for Psychiatric 

Residential Treatment Center.
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