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The following reflects the findings of the California
Department of Public Health during an abbreviated
standard survey,

ERHEomptainTt # CA 00 3YY LY.L

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:

HEEN H 2303

No deficiencies were identified from this investigation.

Any deficiency statement ending with an asterisk(*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other safeguards provide sufficient protection to t
patients. (See reverse for further instructions.) The findings stated above are disclosable 90 days following the date of survey whether or not a plan of correction is provided. If deficiencies are cited, an
approved plan of correction is requisite to continued program participation.
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