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A 000 Initial Comments 

The following reflects the findings of the California 

Department of Public Health during a staffing 

visit: Representing the Department: -
Associate Governmental Program Analyst. 

Welfare and Institutions Code Section 14126.022 

is attached hereto and incorporated herein as 

'Attachment A.' The statute was met as 

evidenced by the following findings: 

Based on record review and interview, the above 

nursing facility was found in compliance with 

Health and Safety Code 1276.5, the requirement 

for a minimum of 3.2 nursing hours per patient 

day, for 24 randomly selected days from 

January 16, 2013 through April16, 2013. 

L1censmg and Cert1ficahon Division 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 

STATE FORM 

ID 
PREFIX 

TAG 

AOOO 

6899 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

TITLE 

fl ~ ('(\ \ N l s TRA TlJ-l<-. 

(X5) 
COMPLETE 

DATE 

9CEP11 If continuation sheet 1 of 1 




