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INITIAL COMMENTS

The following reflects the findings of the
Department of Public Health during a
Recertification Survey.

Representing the Department of Public Health:

Surveyor ID#27785
Surveyor ID#36396
Surveyor ID #36288
Surveyor ID #G7598

Total Resident Population: 47
Total Resident Sample Size: 12

Highest Severity and Scope: E
483.1G(b)(5) - (1G). 483.1G(b)(1) NOTICE OF
RIGHTS, RULES. SERVICES. CHARGES

The facility must inform the resident both orally
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility. The
facility must also provide the resident with the
notice (if any) of the State developed under
§1919(e)(6) of the Act. Such notification must be
made prior to or upon admission and during the
resident's stay. Receipt of such information, and
any amendments to it. must be acknowledged in
writing.

The facility must inform each resident who is
entitled to Medicaid benefits, in writing, at the time
of admission to the nursing facility or. when the
resident becomes eligible for Medicaid of the
items and services that are included in nursing
facility services under the State plan and for
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PROVIDER'S PLAN OF CORRECTION
(EACHCORRECTIVEACTIONSHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

This Plan ofCorrection constitutes

our Credible Allegation of
Compliance for the deficiencies

noted. Our facility will be in
substantial compliance with all

corrective action by
September 1,2016

F 156 - Notice of Rights, Rules,
Services, Charges

Corrective Action For affected
Residents

The Consumer information hoard
located by thefront lobby ofthe
facility had nowposted informati^
on how to applyfor Medicare
benefits.
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Identifying other PotentialReside^s:
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The Consumer board was checkedTo

make sure all required postings vfite
posted..

(X5)
COMPLETION

DATE

'ithlth

xO

>>

C —it:
— -r-j r-

y rr
o O
y:" O

(.n —'

LABORATORY DIRECTOR'S OR PROVlDER/SUPPLiER REPRESENTATIVE'S SIGNATURE TITLE

AsMinj,
(X6) DATE

Anydeficiencystatement endtn^ with an asterisk (•) denotes a deficiencywhichthe institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protectionto the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the date these documents are made available to the facility. Ifdeficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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