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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION
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X3) DATE SURVEY
COMPLETED

01/07/2026

NAME OF PROVIDER OR SUPPLIER

COASTAL MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE

128 COASTAL MANOR DRIVE SE
LUDOWICI, GA 31316
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SUMMARY STATEMENT OF DEFICIENCIES
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X5) 
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DATE

F 0000 INITIAL COMMENTS

An Abbreviated/ Partial Extended Survey to
investigate complaint 2633054 was conducted
on January 7, 2026. Complaint 2633054 was
unsubstantiated with no regulatory violations
cited. Census 89. 
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