
DEPARTMENT OF r _fC HEALTH 
CENTERS FOR MEDICARE AND MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

(Xl) PROVIDER/SUPPLIER/CUA 
IDENTIFlCATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED 
A. BUILDING, _ ___ _ 
B. WING ______ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

J)tRtJ ~. o k !fv'e 
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH DEFICIENCY SHOULD BE PRECEEDED BY FULL 
TAG REGULATORY OR LSC IDENTIFYING INFORMATION 

The following reflects the findings of the California 
Department of Public Health during an abbreviated 
standard survey. 
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The investigation was limited to the specific 
complaint/ entity reported event and does not represent 
the findings of a full inspection of the facility. 

Representing the California Department of Public 
Health: 
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No deficiencies were identified from this investigation. 
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