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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during the 
investigation of two complaints and four 
facility-reported incidents 

Complaint number: CA00781760. 
Facility-Reported lncidehts: CA00783897, 
CA00783940, and CA00783946. 

Representing the Department: 
Health Facilities Evaluator Nurse: 
36924 

The inspection was limited to the specific 
complaints and facility-reported incidents 
investigated and does not represent the findings 
of a full inspection of the facility. 

One deficiency was written as a result of facility 
reported incident numbers CA00783940 and 
CA00783946. 

F 609 Reporting of Alleged Violations 
SS=D CFR(s): 483.12(c)(1)(4) 

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if

: the events that cause the allegation do not involve
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F 000 F000 

This plan of correction constitutes the 

Facility's written credible allegation of 

compliance for the deficiencies noted. 

Preparation and/or execution of this 

Plan of Correction does not constitute 

admission or agreement by the provider 

of the truth of the facts on the 

statement of Deficiencies. This Plan of 

Correction is prepared and /or executed 

solely because it is required by the 

provision of 42 C.F.R. 405. 1907 and 

state regulations. 

F609 

How corrective action(s) will be 

F 609 accomplished for those residents

found to have been affected by the 

deficient practice; 

The Social Service Director (SSD) 

provided psychosocial visits to Resident 

2 for 72 hours from 05/06/22 to 

05/10/22. No significant physical, 

psychological or emotional changes 

observed. Resident 2 was discharged 

home on 06/03/22. 

LVN 1 was re-educated by the Director 

of Nursing (DON) and Director of Staff 
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