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Bridgeport Healthcare Center 41 Crestview Terrace
Bridgeport, WV 26330

F 0609

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

Based on record review and staff interview, the facility failed to submit a Five-Day Follow-Up Investigation 
report to the required agencies following an Initial Reporting of Allegations. This failed practice had the 
potential to affect a limited number of residents. Facility census: 54.

Findings included:

a) On 05/13/25, a Facility Reported Incident (FRI) dated 09/24/24 was reviewed. Fax confirmation sheets 
were not found for the Five-Day Follow-Up Investigation. 

On 05/13/25 at 12:24 PM, the Administrator confirmed they did not have the fax confirmation sheets. 

The Administrator asked the state surveyor to contact the Office of Health Facility Licensure and Certification 
(OHFLAC) to obtain the Five-Day Follow-Up. The state surveyor replied OHFLAC did not have the follow-up 
investigation on file.

 The Administrator stated, I'll go look for it. The Administrator stated she was going to contact the fax 
company to see if they can trace the job number. No additional information was provided.
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