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A 000 Initial Comments 

The following reflects the findings of the California 
Department of Public Health du~a staffing visit : 

Representing the Department: - Associate 
Governmental Program Analyst. 

Welfare and Institutions Code Section 14126.022 
is attached hereto and incorporated herein as 
'Attachment A. ' The statute was met as evidenced 
by the following findings: 

Based on record review and interview, the above 
nursing facility was found in compliance with 
Health and Safety Code 1276.5, the requirement 
for a minimum of 3.2 nursing hours per patient 
day, for 24 randomly selected days from 

December 25, 2012 through March 25, 2013. 

However, documentation requirements set forth in 
All Facilities Letter (AFL) 11-19 were not met. In 
the future , failure to properly complete the CDPH 
530 or CDPH 612 forms (or facility equivalent) will 
result in a deficiency in addition to a finding of 
non-compliance with the 3.2 minimum NHPDD 
requirement for each day that proper 
documentation is not provided. The following 
documentation requirements were not met as 
evidenced by AFL 11-1 9: 

(b) Each facility shall maintain current, complete, 
and accurate personnel and payroll records for all 
employees in accordance with Title 22, Section 
72533. The facility shall provide the following 
documentation upon request: 
1. Census and NHPPD (CDPH 612 or facility 
alternative form). 
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