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IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A.BUILDING
B. WING

(X3) DATE SURVEY COMPLETED
10/14/2025

NAME OF PROVIDER OR SUPPLIER
CAMPBELLSVILLE NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1980 OLD GREENSBURG ROAD , CAMPBELLSVILLE, Kentucky,

An abbreviated survey was initiated on 10/14/2025
investigating complaint 2640335 and concluded on
10/14/2025. No deficient practice was identified.
The Census was 59.

The sample list was 4.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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