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2012 SHERWOOD DRIVE
APPALACHIAN CHRISTIAN VILLAGE JOHNSON CITY, TN 37601
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N 002 | 1200-8-6 No Deficiencles

During fhe Life Safety portion of the annual

Licensure survey conducted on May 5, 2014, no

deficlencies were clted under chapter 1200-8-6,

Standards for Nursing Homes.
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