qom i

o CLQ(_:LQI&O'L

Any caficiarcy staiamenl erding w(lh an asiersk
thal olher sefeguards pravhds sufficlent prolsctian 10 the palents. Except for nursing homes, tha findings above am dlsclosebls 80 days follow!ng the date
of survey whather or nol a pisn of coeraction le provided, Far nursing homes, tha ebave lindings and plans of corvaction are discioaable 14 daya foliowing
the dala thase documents a'a mads avallabls 1o the faallity. I daficionsles are cited, an appreved plan of comeclion is reguisile to continued program

TITLE .

CALIFORNIA HEALTH AND HUMAN SFRVIGES AGENCY G616 |' R
DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF DEFICIEMCIES 1) PROYICER/SUPPLIER/LIA (X2} MULTIPLE CONBTRUCTICN %3) oaTE SURVEY
ANO PLAN OF CORRECTION IOENTIFICATION NUMBER: COMPLETED
A, BUILDING
055884 B WING
_ 0514812044
NAME OF PROVIDER OR SUPPLIER STREET AODREES, GITY, STATE, ZIP GOOE
BAN TOMAS CONVALESCENT HOSPITAL 3680 PAYNE AVENUE, SAN JOSE, CA 65117 SANTA CLARA COUNTY
(x4} iD EUMMARY STATEMENT OF DEFICIENCIES I8} PROQVIJER'S PLAN OF CORRECTION X6)
PREFIX [EACH DEFICJERCY MUST BE PREGEE DED BY FLILL, PREFIX {EAGH GDRRECTIVE AGTIOM SHOULD BE CROSE- COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOIN] TAG REFCRCWGED TC THE APPROFRIATE UEFICIENCY) BATE
The following refiects the findings of the Depariment Preparation andfor execution of this
of Public Heslth during a Complaint Invesligatien Plan of comrection does not constitute
visit admission or agreement by the provider
to the truth of the facts allege
CLASS BCITATION -- PATIENT CARE conclus { forth eg Sd or
07-2443.0008312.8 on s!ons‘se orth an this Statement
Complaint(s): CADD265214 of Deficiencies.
‘ " Thsi Plan of comection is prepared/and or
peciad el bacause o e piovii
y : a pf Health and Safety Code Section 1280
The inspection was limited to the specific lacilily BNd 42 CFR 483 et 5q fequire it.
event invesligeied and does not represent the This Plan of Correction conslitutes our
findings of a full inspaction of the facility. redible allegation of compliance.
Title 22
CORRE
72311{a)(1){C) Nursing Sarvice-General RECTIVE ACTIONS
{a} Nussing service shall inzlude, but not be limiled The Registared Nurse reviewed,
l':- the fD"?WI”G h shal indude at updated and evaluated Resident 1
{1) Planning ?f pallent cere, which shall include a care plan an May 23, 2011 pertaning
least the foliowing: to risk for dah .
{C} Reviewing, evaleting and updaling of the nisk for dahydration.
patient cere plan as necessary by the nursing staff
and olher prefessiorel personnel involved in the The Directar of Staff Development
cara of the pafient al least quanerly, and mora will provide 1:1 inservice 1o both
oflen il lhere Is e change in the palient’s candition. C.N.A A and C.N.A B regarding the
impo f i i i
The facllity falled to update or revise a care plan for t: ﬂance: ,0 offering fluids to residents
hydralion with speclfic actions 1o ensure Patient 1 a heque.'.‘l intervals to prevent
received the amount of dally fluids recommended ‘.je ydration .and proper
by the regietered diefilan (RD) when Petient {'s GT | implementation of care plan by
(gastrostomy {ube, a lubs inserted through the June 27, 2011,
abdomen Into the stomach {ihrough which tha
nurslng staff provides fluid andfor ligquid nunitions!
formula) was removed on 2/28/11 end hiz infake of
lluids provided directly inla the stomach declined.
Evenl IDXNBFGI§1 &162011 12.36.07PM
PRESENTATIVE'S SIGNATURE {Xg) DATE

noles a deflclency which the InelHulion may be excused from comecting provding 1L iz determined

8L/76/%00

participation.
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

1X1) PROVICER/SURPLIER/CLIA
IDENTIFICATION NUMBER,

055884

(X2) MULTIFLE GONSTRUCTION
COMPLETED

A BUILOING
B YWNG

{%3 CATE BURYEY

05/19/2011

NAME DF PROVIDER OR SUPPLIER
SAN TOMAS CONVALESCENT HOSP{TAL

STREET AODRESS, CITY, STATE, 1P CODE
3580 PAYNE AVENUE, SAN JOBE, CA 55117 SANTA CLARA COUNTY

x4y 1o BUMMARY BTATEMENT OF DEFICIENGIES D i PROVIDER'S PLAN OF CORRECTION s
PREFIX. {EACH CEFICIENCY MUST BE PREGEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSE- COMPLETE
TAG REGULATDRY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TD THE APPROPRIATE DEF ICIENCY) DATE
Continued From page 1 Resident 1 recent urea nitrogen
Inadequate filuid intake may put a patient at and soduim level dated 5/23/11
increased risk of dehydra‘tlon {a conditian resultmg| are all within normal limit.
from excass loss of body fluid).
_ The facility attempted to
:.allenl 1 \;’dST . adm|lh'ad tot ilhe. . fal:r'.d!f WItlh udgrade fluid consistency
fagnoses Including urinary tracl infection, acute f . . .
- . or Resid
hemorrhagic slroke  (abnormel  bleeding in  the | . g,il ent 1 begining 5/23/11
brain), hemiparesis (lass of funclion on one side of Untfl 5!11,.however due to
the body} and hypertansion (high blood pressure). resident medical condition,
the liquid upgrade failed due to
Record review was conducted on 5/17/11 through risk for agpiration. The evaluation
5/19411. Tne  Minimum Dala Set (MDS) and treatment was dane by
assessment dated 2/16M11 |nd|caigd Patlan.l 1 was Speech Paihologisl.
totelly dependent on staff {or esling, dressing, and The Famili .
transfers. The MDS alsg indicated Patient 1's e Familiy Member is aware
abilily 1o express ideas was sevefely Impaired. of the treatment outcome.
Duding an observetion on &/17/11 at 11 a.m. Palient Resident 1 water pitcher
15 water plicher conleined a small amount of ; ; :
is being replaced twice a da
liquid. The pitcher was located on an and table, g rep \ Y
which was against ihe wall opposite his bed. There prepared by the Dietary Dept.
5 no drinking cup visibly located al re in hi . .
wa rinking cup visibly | nywhe 5 The Director of Nursing
room. There was a nota posted on the wall d Di
opposile Patienl 1's bed lo encourage tha patlani to an D"“"C“?r ofS.taff Develapment
take watar. conducted inservice lo nursing
slaff on 6/7/2014 and on going
During en obsewalion on 5M17H1at 1155 am. regarding: a) Iniliating, implementing
P:“E'I“h 1 “’asd 'ﬁ‘f:f"edd ‘?lh :_‘5 bmzm ':’.‘ h': updating each residen(’s care plan
wheelchair, an pom.lona wi :s. ack to his en upon admissian, quarterly and
fable and waler pitcher, approximatlaly two leat as ded f h .
behind him pee ed for e.a_c change in
' resident"s condition, b) Dehydration
During an interview on 5/17/11at 11:55am. which includes identification of risk
certifled nurse asslstant A (CNA A) staled, "I help factors, signs/symptoms, prevention
him [Patlent 1] drink his liquids and foods. He can't ‘ and treatment.
Eveant ID:NBFQ11 8/16/2011 12:36:07PM
RESENTATIVE'S SIGNATURE TITLE (%6) DATE
Any deflclency siatemant anding with an astaris) {*) dunotes a daficlancy which the inslltion may be excueed from correcting prowiding 1 s detsrminad
lhal cther safeguarde provkie sufficiant proieciion to Lhe patlenis, Excapt for nursing homaa, the findings above are disclosable 80 daye following the date
of suryey whethar of nol a plan of cormection is provided, For nursing homes, Lhe above findlngs and plans of correclion ara disdosabda 14 daye following
ihe dalw these documsn's ere made avallable te the faciity. If daficiencies are eled, an approved plan of coimaction Is requishe lo continusd pragram
participalion,
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

réT&TEMENT OF DEFICIENCIES
AND FLAN OF CORRECTION

(X1} PROVIDERISLIPRLIERTLLA
IDENTIFICATION HUMBER:

055884

{%2) MULTIPLE COMNSTRUCTION

A, BUILOING
B. WiNO

(XJ) DATE SBURVEY
COMPLLTED

05182014

NAME OF PROVIDER DR SUPPLIER
S8AN TOMAS CONVALESCENT HOSPITAL

BTREET ADDRESS, GITY, 8TATE, 2IP CODE
3580 PAYNE AVENUE, SAM JOSE, CA 85117 SANTA CLARA COUNTY

(X4} ID SUMMARY STATEMENT OF DEFICIENCIEE 1o PROVIDER'S PLAN OF CORRECTION (73]
PREFIX (EACH DERCIENGY WJST BE PRECEEDED BY FUL_ FREFIX, (EACH CORRECTIVE ACTION SHOULD BE CROSG- GOWPLETE
TAD KEGULA JOHY DR LBG IDENTIFY NG INFDRMATION] TAG REFERENCED T(' THE APPROPRIATE DEFICIENCY? DATE
Continusd From page 2 The Interdiciplinary Team met
take il by himself." with the Family Member on
5/17/2011 o discuss POLST
During an interview on 5/18/11at 7:30 am. CNA B {Physician Order for Life
stated, " am nol glving him [Patient 1] the Sustaining treatment) and
lhickened neclar water in pilcher because il's from Resi ' p
. . esident's 1 current condition
last night, He will gel ancther plicher of thickened | hich includes food d_ 0\
nectar water at 10 a.m, and | will give him that.” w Includes food and liquid
intake,
During lan intarview on 5/17/11 al B:30 am, Pafient The Interdisciplinary Team and/or
t's family member {FM) stated getling waler was a Registered Dietiti il -
"big iseve." Tha FM sisled every time sha vislted ‘9‘ o 1an wi revllew all
Patient 1, he wanted water and drank two, 16 existing residents thal are risk for
ounce bottles of waier. She further stated the water dehydration such as residents on
pitchar was on Pallent 1's night stend, and there tube feeding, thickend liquids and
was no way he could raach it. The FM staled siaff risk factors for dehydration 1o ensure
wanted him to drink two pilchera ‘of nactar-thick that residents are getfing adequate
water. The FM stalad he did not like neclar-thick : ..
) fluids and care plan is in placed and
waler and could not reach it. The FM stated ghe o) o 3
had never seen steff offer Pallent 1 water. The FM mp emente starting 6/16/2011 and
staled he gol 4 oz. {ouncas) nectar-thlek juice and on going,
a glass of thickened mikk al the most dunng &
meal. |
During record roview of a physician's order dated
4/M15/10, it indicated flush GT with 100 cc {cublc
centimeter) water flush overy 6hours. . . until 200 B. The Title or position
cc every 6 hours is attalned. of the person responsible
Patiant T's “intake and Output Record” indicated for the corection:;
Petiont 1 received 8J0cc waler delly through his
GT from &4/10 until 2/28/11 when Patlent 1 pulled The Director of Nursing
out hls GT. MDS Coordinator and
Interdiscil T
"Nurses  Noles" defad 2/28/11el 1230 am. .bp"ary eam are
indicated the licensed nurse "found the GT cul end respansible for the correction.
Evert ID:NBFQI11 6162011 12:38:07PM
EBENTATIVE'S SIGNATURE TITLE {®A] DATE
] bl -
D U5 /r6/t0 0)
Any defickency stalament anding with an astarish, () denciss' s dafllcloncy which 1he IneLiution may ba axcused from carmecting praviding R ls dedsrmined
that olher safeguards provide sufficient prolection o the pallents. Excapt for nursing hames, tha findings sbove ars isclosahle 80 days fdiowing the dais
of survey whether or nol a plan of comection Is provided. For nursing homes, Lhe above findings and plana of comection am dlsclosable 14 daya following
I ke thees documanis sve made avaldebla to tha faclity. ¥ deficlencles am clied, an approved plan of careclon ls requisite o continued program
participation.
State- 2667 i - 30f7




CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

’ ETATEMENT OF DEFICIENCIES (x1) PROVIDERISUPPLIERACLIA {X2) MULTIPLE CONSTRUCTION {X31) DATE 6URVEY
AND PLAN OF CGRRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
055884 0. WING DRIIZD14
NAME CF PROVICER OR SUPPLIER ETREE™ ADDRESS, CITY, STATE, ZIP CODE
SAH TOMAS COMVALESCENT HOBPITAL 3BB0 PAYNE AVENUE, SAN JOSE, CA 95947 SANTA CLARA COUNTY
a0 SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN DF CORRECTION {8
PREFX (EACH DEFICIENCY MUST BE PRECEEOEDOY FULL FREFLX [EACH CORRECTIVE ACTION BHOULO BE CROBE- COMPLETE
TG REGULATORY QR LSC IDENTIFYING (HFORMATION] TAG REFEREMCEQ TQ THE APPROPRIATE DEFICIENCY) CATE

Continued From page 3 . o
C. Description of the monitoring procesd

the roeldenl was holding it." .
to prevent recurrence of the deficiency:

Duting record review of "Tuba Feeding Mutrition

Assessment' dated 7/14/10, tha RD indicated daily The LNs will assess residents
fuld needs for Patent 1should be 2100m upen admission to identify risk
{milliiiters) or 8.8 cups of fiuid daily. for dehydration, the LNs will then

’ . initiate and imptement a care plan.
Pationt. 1's "Intake and Oulput Record" indicated

Patlent 1's fluid intake by moulh ranged from 680 The Medical Records will conduct a
cc o 1250 cc daily lrom 2/28/11 unlii 4/28/11 with .

. seven d
most days averaging less than 1000cc by mouth I e. (AT) 'ay audit to ensure care
dally. Afler the GT was removed Pallent 1did not . Plan s in placed.
receive lhe 800 m! of water through the GT and
therefore was not maintaining a fluid intake of 2100

" The Registered Dietitian will

ml as the RD recommended. assess all residents upon admission,
quarnerly,change of condition and

Patent 1's "Dislary Progress Notes" dated 8/17/10 resident with risk for dehydration such

Indicated "resident on thickened liguids (nectar)" as tube leeders, resident thickened

and "continues to be @ risk for dehydration.” 1iquid—dysphagia on monthly basis

Patent 1's "Dietary Progress Motes" dated 5/2M1 The LNs will monitor
indicated Palient 1hed a decline of inlake by

residents during dail
mouth and he was gelling more difficut lo feed. It d 9 4

furthec indicated Pellant 1 disliked the noctar-thick rounds and medpass to ensure that
liquids and remeined at "risk for dehydration." fluids are available offerad and within
reach.

During record review of a Progress Note dated . .
5/4/11, medical doctor C (MD C) indicated labs The_Dlrector ofN‘Ursmgr‘
done 573/11 showed Paliert 1's urea nitrogen (BUN Designee will review at least
- & kidney function tlest) was B89 (refsrence values 2 resident’s charts from Monday-
were 7- 20) and crealinine (also a kidney function Friday to ensure that care planis
test was 4.36 (ieferenca value was 7- 25). A lack in placed and implemented through
of adequate hydralion cean cause an elevated B.UN observatlon, interview and chart
t o creatinina ratio! review

J{W,webmd.l::em:'a-lo-z-guidas.’blood-urea-nilrogan IEW.

-_Evenl ID:NBFQ{1 @16:2011 12:36:C7PM

. REPRESENTATIVE'S SIGNATURE TITLE {X=) DATE
I QAv putieta  4f)6/t0r)

Any dafldency stalement ending with an asterisk (") denotes 8 defickncy which lhe nstiltion may ba excusad fromcorracing providing | (s datarmined
that other safeguards provide aufflclent protection ta the palients, Excapl for numing homes, Lhe findings above are disclzeable 3D days following lhe dale
af aurvey whethar or nol a plan of comacon ls provided. For nursing homea, the abavs find'nge and plans of carrection are discloaable 14 days following
1ha dain these docoments are made Bvailabe 1o the Tackty. |f dsficiancies are ciied, an approved plan of comaciion ls requisite i tontinued program
participation,

State-2567 i ' sof7




CALIFORNIA HEALTH AND HUMAN SERVICES AGENGY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION IPENTIFICATION HUMBER:

{X1) PROVIDER/SUPPLIERICLIA

055884

2] MULTIP

A BUILDING
B. WING

LE CONSTRUCTION X3} DATE EURVEY
COMPLETED

051 8/2014

NAME OF PROVIDER OR BUPFLIER
SAN TOMAS CONVALESCENT HOSPITAL

STREET 4DOREGS, CITY, BTATE, ZIP CODE
3580 PAYNE AVENUE, SAN JOSE, CA 95147 SANTA CLARA COUNTY

) 10
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LEC YOENTIFYING INFORMATION)

D ‘
PREFIX

TAG [ REFERENCED TO THE APPROPRIATE DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION BHOULD BE CROSS:

*5)
COMPLETE
DATE

Contnued From page 4
>

Laboratory resulls aollected  5/5H41at  7:i5am.
indicaled Patient 1's urea nitrogen was increased to
132 HP (nomal valles were 5- 26), HP indicales
high panic which is a dargerous level. Patient 1
wat admitted to the acute cate hospltal and was
dlagnosed with Infecled wureteral slone [{a kidney |
stone in the 1ube belween the kidney and the
bladder), and elevated sodium {an elecirolyle) in the
blocd,

Dehydration indicates the body does net have as
much water and fluids as it should  Dehydratfon
can be caused by losing too much fluid, nol
drinking enough water or fluids, or both
(MedlinePius - online health informaticn).

During an interview on 5/17/11 at 4:20 p.m. the RD
stated afier Palient 1's GT was accldenily pulled
ol he ‘'wasn't gefing exlra flushes (waler)
anymere - net taking in much.”

Patient 1's “"Dehydration/Fluid Maintenance Care
Plan" dated 3/13/10, Indicalod the cere plen was
not updated or revised on 2/28/11 for Patlent 1's
decline of Intake, a loss of 800 cc's fluid through
the GT, or his dislke for nectar-thick fiqulds he was
advised to drink to meet most of his 2100 cc daily
fluid naeds.

During an interview on 5M9/11 at 11:15am. the
directer of nurses {DON} stated afler the 'tube
feeding' was discontinued cn 2/28/11 she could not
find an updaled care plan. i

ltaff to ensure that fluids and cups are w/

|

The Department Heads will monilor

reached and being offered to
residents, any issue of non

compliance will be brought to the
daily stand up meeting

Monday thru Friday for resolution,

0. Date the immediate correction

of the deficiency will be accomplished:

June 27, 2011

=

|

Event ID:NBFO11 8162011

12:36:07PM

!REPRESEHT&T'W.S o

Any deficlency slatameni ending wilh an asterisk (*) denctea a deficlancy which Ihe Institution may be excused lrom coracling pmviding I B delermined
Ihat other saleguaids provide suffiiclant protaction to Lhe pallants. Except for nuraing homea, the indings abova ero diaciosable 00 days lofiowing Ihe date
of survey whelher or rol a plan of correcflon Is provided.  For nursing homes, the abowe findings and plana of correction are disclosable 14 days following
the dats these documents are made available io the facillty. 1 deficienties are cilsd, an approved plan of conecton la requislls b confinued progrem.

particlpation,

TITLE

Qoo en bt

(X6} DATE

A ZLO H
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEF'CIENCIES {X1) PROVIDER/SUPPLIERXCLiA iX2] MULTIPLE CONSTRUCTION (X2 OATE BURYEY j
AND FLAN OF CORRECTION IDENTIFICATION MUMEER COMPLETED

A, BUILDING
055884 B. WING 0511912011

HAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9AN TOMAS CONYALESCENT HOSPITAL 3580 PAYNE AVENLUE, SAN JOSE, CA 95117 SANTA CLARA GOUNTY

D [ PROVIDER'S PLAN DF CORRECTION {x5)
PREFZ {EACH CORRECTIVE ACTION SHOW.D BE CROS6- COMFLETE
TaG REFERENCED TO THE APFROPRIATE DEFICIENCY) OATE

x4 [ SUMMAAY STATEMEWT OF CEFICIERCIES
PREFIX {FACH DEFICIENCY MIJST BE PRECEEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

— 1

Confinued From page 5

During an Interview on 5/19/11 at 11:28 am. the RD
slated she dld not beve a dietary nole or a care
plan that addressad the Ipsa of 800cc's of fluid
daily for Patient 1.

The facility's vundatod pollcy and procedure, “Care
Ptan/interdisciplinary Team" indicaled
“Implementation of residents care plan Is the|
responsibiity of IDT membors.”

The facility's wundaied policy and procedure,
"Hydratton Managemenl® indicated "The facilily is
campllant if the resident was asseszed for risk of
dehydration, care was properdy planned and
implemented, oulcomes evalpatad and care plan
rovised es indicated to prevenl resident from being
dehydraled and fo maintaln oplims! hydration* It
further indicaled "Rasidenis identified with
potential/eclual dehydratlon will be
reviewedfassessed by the IDT for altributing risk
factorsiconditions, These risk  factors  and
Interventions will be decumenled in the care plan
and progress notes on the medical record.”

The facilily failad to revlse the nursing care plan lo
ensure Patient 1 recelved the dajly amcunt of fluid
recommended by tho RD after his GT wes removed
onh 2/28/17. The patlents recorded intake indicaled |
he recelved about ope-haif of the recommended
amount. Patient {1 waa admilited to the acule care
hospital on 5/5/11 wilh diagnoses including infected
uteteral stone and elevated sodium in the blood.

The above violation had a direct or immediata /
i |

|
Event ID:NBF Q11 6/16/2011 12:36.07PM

RESENTATIVE'S SIGNATURE TITLE (X&) DATE
el (1S
a deficlency which Lhe Insiivtion may be sxoused from coracling praviding H Is defemned
that olher safaguands provide suffichen! pretection la Lhe patlente. Excepl for nutsing homas, Lhe findings abova ara disclosable 80 daye following Lhe date
of survey whether or nol 8 plan of correctlon is provided, For nursing homes, the above findings and plana of correction are disclosable 14 deys foljowing
tha dale Lhess documants are mada avaleble to the fackily, il deficknclas ars cled, an approved plan of cotreclion le raqulehe to continued program
partilpaiien,
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CALIFORNIA HEALTH AND HUMAN SERVICES AGENGCY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES (X1} PROVIDERTSUPPLIERIGLIA (12} MULTIPLE CONSTRUCTION (%3] DATE BURVEY
#HD PLAN OF GORRECTION IDENTIFIC ATION NUMBER: COMPLETED
A BUILOING
056884 B MNG 05192011
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS. GITY, STATE, ZiIP CODE
SAN TOMAS CONVALESCENT HOSPITAL 3580 PAYNE AVENUE, SAN JOSE, €A 95117 SAMTA CLARA COUNTY
o} 1D SUMMARY STATEMENT OF BEFICIENCIES [ T PROVIOER'S MLAN OF CURRECTION X8}
PREFX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EAZH CORREGTIYE AGTION SHOULD BE GROBS- COMPLETE
THG REGULATDRY OR LSC IOENTIFYING INFORMATION) TAG REFERENSEQ TO THE APPROPRIATE DEFICIENGY) DATE
Continued From page 6§ ‘
relationship lo {he healltt, safely, or security of él I’HH
Patient 1.
|
| \ [
Evant O:NAFQ11 611652011 12:38:07PM

SENTATIVE'S SIGNATURE TITLE (™8 DATE

—p—
Al o emns e, ¢/ 16 Jron,
Any daficlancy stalemenl ending with an aslersk {*} denotes  deficlency which tha lnstitullon may ba axcused from comrscling providing L ix detarminad
thal ethar safaguards provide sulficen! prolection o tha palierts. Excapt (or nurelng harnes, the Mhdlngs above are disciasabla 80 days following tha data
of purvay whalhar or net e plan of correction |s provided. For puising homes, the abovs findinga and plans of correctlon are discioasbla 14 days loliowing
the dats hene documnants aca made evallable ta the fadlity. If deficlancies are cited, an approvad plan of comaction is requisite o conlirued program
perticipallon,
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