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AND PLAN OF' CORRECTION 

(X1) PROVIDERJSUPPl..IERICLIA 
IDENTIFICATION NUMBER: 

555459 

NAME OF PROVIDER OR SUPPLIER 

GRAMERCY COURT 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
{EACH DEFICIENCY MUST BE P~E'.CEDED BY FULl 

REGULATORY OR LSC IDE'.NllFYING INFORMATION) 

F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during an 
abbreviated survey for the investigation of 
complaint #CA00402700. 

Representing the Department of Public Health: 
HFEN, 29583 

The inspection was llmlted to the specific 
complaint investigated and does not represent 
the findings of a full inspection of the facility. 

The Department was unable to substantiate a 
violation of regulatlons. 

(X2) MULTIPLE CONSTRUCTl~f::._ 7, 1:2?,) 
A. BUILDING /· ~/yr 

/hi_ 
B. WING ____ ~-----

STREE:T ADDRESS, CITY, srxrE. ZIP CODE 

2200 GRAMERCY DRIVE 

SACRAMENTO, CA 958Z5 

(X:J) DATE SURVEY 
COMPLETED 

c 
07/18/2014 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECllVEACllON SHOULD BE 

CROSS-REFERE'.NCED TO THE APPROPRIATE 
DEFICIENCY) 

(Xm 
CQMPl!ITION 

DAIE 

F oool 

LABORAIORY DIRECTOR'S OR PROVIOE;R/SUPl"LIER REPRESENTATIVE'S SIGNAIURE. TITlE; (X$)DAIE' 

Any deficiency state· nt ending with an asterisk(') deno u a deficiency which the Institution may be excused from correcting providing It Is dater ned that 
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings st;;ited above are disclosable 90 days 
followlng the date of survey w~1ether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correctlon are dlsclosable 14 
days following the data these documents are made available to the facility. If daficlem;ies are cited, an approved plan of correction Is requisite to conllnusd 
program participation. 
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