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A. BUILDING: 01
R
HAL014004 B. WING 02/27/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1450 SHAIRE CENTER DRIVE
THE SHAIRE CENTER
LENOIR, NC 28645
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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DEFICIENCY)
{C 000} Initial Comments {C 000}
Report of a Construction Section Biennial Survey
Follow Up by Tod Hancock, conducted on
February 27, 2024.
Corrections have been made. No further action is
needed.
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