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The following reflects the findings of the California
Department of Public Health during the
investigation of a self-reported event.

IComplaint Number: CAOO28129Y

The investigation was limited to the specifiC IIself~reported event and the investigation does not
represent the findings of a full inspection of the 'r'~P"'.,' HIfacility, ~'_::C".:.!' "'''~fl \
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The Department was unable to substantiate a

I

C') ~'" 1.1·'11~.loH etU U,l'·' '_.- rOm
violation of the regulations. SAND~EbUN . ,.1,).. !'

I

1

I

I I

I

I
If defiCienCies are cited, an approved plan of correction IS requIsite to continued program partiCipation.
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