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F ooO INITIAL COMMENTS 

The fonowing reflects the findings of the 
Cali fornia Department of Public Health during a 
the standard abbreviated survey for the 
investigatton of entity reported incident 
CAOO3511 03 . 
Representing the Department of Public Health· 
HFEN , 14808/1452 

The inspection was limited to the specific entity 
, reported Incident(s) investigated and coes not 

represent the findings of a full inspection of the 
faCility. 

The Department was unable to substantiate a 
violation of regulations 
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PREI'IX (EACH CORRECTIVE ACTION SHOULD BE COOoIPLETlON ". CROSS·REFERENCED TO THE APPROPRIATE OAT~ 
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LABORATORY OIR;Cm~R ~ERlSUPPLIER REPRES~NTAT IVE'S SIGNATu RE 

fU"':'" dr. L- 6ll:,Z:? Ia-(S ~ 
Any de flCienc~ 5hl\em~nf e~g With an 3'jteriS~ (oJ denotes .. defi~iency ~IICh ttl!: Ill!ill,\ution m.ay be excused f.~ eorrecting pro~in9 it ;5 del ermined that 
olher safeguard, provid<l sufficient protect,on 10 1M p .. llenls. (See ons\ruehons ) Except 10' nurs,ng homes. the findIngs " .. ted above a,e diSc'osabte 90 days 
fOllowing lhe date Of 'jUNey whether 01 not II ptan 01 cor.ection i:I provided. For nursing nom"s, Ihe above rlflClin9s and ptan, 01 correction aM disdosable 14 
dOlys loRowing Ihe dale Ihese dOCtlments iJre made ava~able to the facility If deficienCIeS are cited. an approve<! plan of COllection l'j requisite 10 continued 
program partidp3!iOn, 
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