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TELEPHONE NUMBER LANGUAGE SPOKEN LIVES WITH
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SERVICES / TREATMENT

Wound Care

Diet Allergies

Long Term Care CDPAPPCA

Short Term Care RN PT OT ST MSWHHA

 

 

Email: intake@anchorhc.org 
Tel: 718-537-2000     Fax: 718-673-9492 

46 Cook St, Brooklyn, NY 11206
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