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(Xl) PROVIDERlSUPPlIER/OI.lJI. 

11)GN'T1J:lCATlChl iIIl.I'amQ.:I! 

05A2D8 

IX2) M\Il.TlPLE CQN$TI'n,ICTION 

A. INILDINt3 
iii. WlNO ____ ~___ 

~)DATI!I$lJI'(YEy 
COMrtl.mO 

C 
12ro5~012 

NAME OF PROVIDER OR SUPPU!R S~EeT AODRESS, CITY. 51'/'1,fF!. ZIl; CiJf:lE 

SHANDfN HILLS BEHAVIOR THERAPY eeNTE '184 NORTH 4TH AVENUE 
SAN IJE!RNARDJNO, QA 91401 

F 000 INITIAL COMMENTS 

The fOllowIng re1Iect!s the findings of the Califomla 
Department of Public HrallilJtf'1 during an 
abbreviated 9uMy tQ Investigate an entity 
reportl!l!cI Inoident. 

Entity l'!!pOI'tecI'I'\cident number: OA0033537; 

Representing the California Department of Public 
Health: 23045 

The inveatlgatlon WQ9 UmikN:I to the spacifio entity 

10 
PREFllt 

TAG 

F 000 

PROVIDI!R'S PlAN QI" caRI\ECTIOM 
lEACH OORRECTI'tIE ACTION 8HOUl.,D eE 

C"OSS-IiEFElRBNCeO TO 1l!E APPROPRIATE 
CEFlCIE.NCYI 

'," 

I reported Incident investigated and daes not 
represem the findings of e run inspection of the 
facJllty.I 
No d.tieiencle!i wars iaauad for enti~ reported 

inoldent number. CA0033SS79 
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{. Printed: 12/06/2012 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MED1CARE &MEDICAID SERVICES OMB NO 0938~391 
STATEMENT OF DEFICIENCIES (Xi) PROVlDeRiSUPPl.IERlCLIA (X2) MULTIPLE CONSTRUCTION (X3) DAn:; SURVEY 
AND PLAN OF COR~ECTION IOENTll"lCATrON NUMBER: A, BUILDING COMPLETED 

B. WlNG _________ C 
O!SA208 1210412012 

STREET ADDRESS, CITY. STATE. ZIP CODE 

SHANDIN HILLS BEHAVIOR THERAPY CENTE 
NAME OF PROVIDER OR SUPPLIER 

4164 NORTH 4TH ~VENUE 
SAN BERNARDINO; CA 92407 

SUMMARY STATEMENT OF DEFICIENCIES(X4) 10 
(eACH DEFICIENCY MUST BE PRECEDEO BY FULL"REFIX 

REGULATOIllY OR LSC IDENTlfYlNG INFORMATION)TAG 

F 000 r INITIAL COMMENTS 

The following reflects the findings of the California 
Department of Public Health during an 
abbreviated survey to investigate an entity 
reported InCident 

Entity reported incident number: CA00333899 

Representing the California Oepartment of Public 
Health: 23045 

The investigation was limited to the specific entity 
reported Incident investigated and does not 
represent the findings of a full inspection of the 
facility. 

No deficiencies were Issued for entity reported 
inCident number: CA00333899 

(liS) 
i COMPLETION

10 PROVIDER'S PlAN OF CORRECTION 
PReFIX (E"ACH CORRECTIVE! ACTION SHOUI.O !!Ie , OATE 

TAG CROSS-REFI:RENCEO TO THE .o.PPROPRIATI; 

DEFICIENCy) 


F 000 

I 

~t/ 
~ORY~REC:OR'~VlDE;RlSU?PLlER RI!~NTATlVE'S SIGNATURe TR"LE (Xl:i) DATE { 

~ '1'-"\..£ ~.~\,- .... ,\-~"""~"",,,~ ~"'--""""'.A.... ... te.f., ,~A._ ..... 

II,nycteic/ency statement ending with an al:tensk (j denotes II defioiency which 1he Instlttrtion may be excused frOm corrading providing it Is determined that 
)'Iher safeguards provi<le sufflclent protection to the patients. (See instructions.) Except fcrnurslng homes, the findings stated above are disdossble 90 day$ 
ollowlng the dllte of survey whether or !'lot a plan of oorrection Is proViCIed. For nursing homes. the abo~ findings and plans of correction are dledosabJe 14 
lays following the date thesedoeuments ere made available to the facility. If defiCiencies are cited, an approved plan of correction Is requlGlte to continued
'l'Ogram participatIon. 
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.:.iYEPARTMENT OF HEALTH AND HUMAN SERVICES 
I)iENTERS FOR MED CARE & MEDICAID SERVICES 

, .~ 
Printed; 10/06/2012 

FORM APPROVED 
OMB NO. 0938--0391 

, ~ ...... 

(X2) MULTIPI.E CONSTRUCTION (X3) DATE SURVEY 
AND PLAN OF CORRECTION 

IX1} PROVIDER/SUPPLIER/eLlASTATEMENT OF DEFICll!NCleS 
IDENTIFICATION NUMBER; COMPLETEDA, 8WLDING 

CB. WING _____~___
05A208 10108/2012 

STREET ADDRESS. CITY, STATE, ZIP ooor: 


SHANDIN HILLS BEHAVIOR THERAPY CENTE 

NAME OF PROVIDER OR SUPPLIER 

4164 NORTH 4TH AVENUE 
SAN BERNARDJNO, CA 92407 

l~ 
laney 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 the patlGnts. (See Instructions.) Except for nursing homos, the findings stated above are dfsCloSBble 90 days 
following the date of survey whether or not iii plan of correctlon;s provided. For nursing homes, lhe above flndlng& and plans of correction are dlselosable 14 
days follOWing ~he date these document$ are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program partiCipation. 

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (eACH OEf:ICtENCY MUST BE PRECEDED BV FULL 

TAG REGULATORY OR LSC IDENTlFYING INFORMATlON) 

F 000 INITIAL COMMENTS 

The following reflects the findings of the California 
Department of PubliC Health during a standard 
abbreviated survey. 

Entity reported incident number: CA00327166 

Representing the Department of PubliC Health: 
23045 

No deficiencies were written for entity reported 
incident: CA00327166 

10 
PREFIX 

TAG 

F 000 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOIJLD BE 


CROSS-REFERENCEO TO THE APPROPFUAtl: 

DEFICIENCY) 
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(X5) 
COMPLETION 


DATE 


\t\~~Oe7(02.99) Previous Versions Obsolete 403111 If comlnuatlon sheet Page 1 01 1 

c;J> 

http:t\~~Oe7(02.99


Printed: 11/26/2012 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR ME ICARE &MEDICAID SERVICES OMB O. 093B~0391 

(X2) MULTIP!.E CONSTRt)CnON(X1) PROVlOI!FVSUPPLIEfVCl.lASTATE;MgNT OF OEFICIENCIES X3) DATE SURVEY 
IDENTIFICATION NUMBER:AND PLAN OF CORRECTION COMPLETEDA BUILDING 

B. W1NG _________ C 
05A208 11/19/2012 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE 

SHANOIN HILLS BEHAVIOR THERAPY CENTE 4164 NORTH 4TH AVENUE 
SAN BERNARDINO, CA 92407 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATeMENT OF DEFICIENCIi:S PROVIDER'S PLAN OF CORRECTION10(EACH DEFICIENCY MUST BE PRECf!!DED BY FULL PREFIX I {eACH CORRECtIVE ACTiON SHOUlD BE 
REGULATORY OR LSC IOENtlr:YING INFORMATION} TAG ' CROS8-REFERi:NCED TO THE APPROPRIATE 

DEFICIENCY} 

(Xfi) 
COMPLETION 

DATE 

F 000, INITIAL COMMENTS ' 'F 000 


1 The following reflects the findings of the California 
Department of PubliC Health during an 

\ abbreviated survey to investigate an entity 
reported incident. 

Eptity reportedJncident numbe~:.., CI.\00333370,._ 

Representing the California Department of Public 
I Health: 23045 

The investigation was limited to the specifiC entity 

reported inCident investigated and does not 

represent the findings of a full inspection of the 

facility. 


No defiCiencies were issued for entity reported 

incident number: CA00333370 
 .. 

. ;~' 

A flclency statement ending with an asterisk ( d notes ill deficiency which the institution may be eXblJsed from rrecting providing it Is de tmi ed that 
other safeguards prOvide sufflclentpfotectlon to the pa lent~. (See !ns~":'ct!ons,) Ex~pt fOr nursing homos, the fittdings stated abQve are disclosable 90 days 
follOWing tha date of survey whether or not iii plan of corl'9tilOn 15 provict~ ,For tnlrsi09 homes, the above findings and plans of correction are disclosable 14 
days following the ,date these documents are made available to the facility, . If defiCiencieS ere cHad, an al'Prolled plan of eorrection Is reqUisite to continued 
'fograrn partlolpatron, 
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Printed: 11126/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 


ENTE S ~OR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 

STATEMI:NT OF DEFICIENCies 
ANO PLAN OF CORREC'fION 

(X1) PROVlOEfUSUPPlIER/CLIA 
IDENTIFICATION NUMI3ER: 

05A208 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 
B. WING ___......:-~____ 

(X3) DATe SURVEY 
COMPLETED 

C 
11/19/2012 

NAME OF PROVIDeR OR SUPPLIER 

SHANDIN HILLS BEHAVIOR THERAPY CENTE 
STRE.ET ADDRESS, CITY, STATI:, ZIP CODe 

4164 NORTH 4TH AVENlJIE 
SAN BERNARDINO, CA 92407 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF OF.FICIENCII:S 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

RE.GULATORY OR LSC IDENTIFYING INFORMATION) 

F Dool'NITIAL COMMENTS 

IThe following reflects the findings of the Califomia 
Department of Public Health during an 
abbreviated survey to investigate an entity 
reported incident. 

Entity reported incident number: CA00305685 

Representing the California Department of Public 
Health: 23045 

The investigation was limited to the specific entity 
reported incident investigated ,and does, not 
represent the findings of a full inspection of the 
facility. 

No deficiencies were issued for entity reported 
incident number. CA00305685 

10 
PREFIX 

TAG 

F 000 

PP.OVlDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
OEFICIENCY) 

(XSJ 
COMPLETION 

DIITJi 

eficieney statement ending wlt~ an 8aterlsk (0) dena S a deficiency willen the Institut.lon may'beiexoused from correctln providing It Is determin d t at 

th afeguards provide sufflelent protection to the patients. (See instructions.) Except for nl.lrslns hOmes, the findings stated above are dlsclosable 90 days 

,I/owing the date of survey whether or not Cl plan of correction 19 provided, For nursing homes, the above findings and plans of correCtion are diselosabie 14 

3ys following the date these documents are made available to the facility. If defiQleneies are cited, alii approved plan of correction is reQuiSite to eonttnu~ 

'ogram participation. 
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SB'DO UiC 

STA'r~UlOlIIT OF D!gI1QIIJrrlCJ~ 
ANC PLAN OF OOMmOTIOI'II 

~1) ~Ra~D~UPPU~~~ 
IDENTIFICATION NUIIlBEA, 

05A208 

('CS!) I\IIUL.TIPU!! OONsTAUCTfClV 

A. BUIL.DING 
e.~NG~_______________ 

I\IAME! OF ~OVIDER O~ SUPPlJER 

aHA-MDIN HILLS BEHAVIOR ntEMPY CfeN 
STf.'{EET ADDRESS, CITY, STATE, ZIP CODE 

4184 NORTH 4TH AVf.NUe. 
.sAN BERNARDINO, CA 92401 

()tA) ID t 
PREFIX i 

TAG ' 

F 000 INITIAL COMMENTS 

r 

I
The following reflects the findings of the Oallfcmla, 
Department of Public Health during Em ' 

I
a/lt'lravlated survey to investigate an entity , 
repQm=d incident. 

j 
' Entity reported incident number: CA00329124 

. Representing the Callfomia Department 0' Public IIHealth: 23046 

I 
The Investigation was limited to the $pecfflc entity i 

f'$portecllnc;ldent irrvestlgaUlCl I!md does nar Iraprasent thO flndings of Q fLllllmllpGlotton of the 
facility. 

IINo aeflclencJes were Issued for' entity reported
I;naldenl number. CAOOaaB124 

I 

F 000 

'j 
I 

{JC3} DATE $U~ 
r;:OMPU!T!!C 

C 
1012312012 

rl<IIl 
, COMPUlTlON 

ClA'!'1I 

UPPLI REPRESE'\tIi!~~A~~E TTtI.S ~ 
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SBDO L&C PAGE 02/0312/20/2012 15:39 024 

~TATEMI;NT 01' Qlltlell!NCIES 
ANO PLAN OF CORRI!!CTION 

Printed: 11/0512012 
FORM APPROVED 

OMB NO 0938-0391 

(X2) Ml.tLTIF'LE CO~S~ueTION (XS) OAT&. SURVEY 
C<::lr.J1I.ETEOA. SUIIJ:IING 


B, W1Nt3 ____~---_ 
 C
OSA208 1013012012 

StREET AOORSSS, CITY, STAT!, ZIP ooer:: 
SHANDIN HILLS BEHAVIOR. THERAPY CE 
NAME OF PROVIOER OR. SUPPLIER 

4184 NORTH 4TH AVENue 
SAN BERNARDINO, CA &2407 

(X4IID 
fiReI'll< 

TACI 

F 000 

SUMMARY STATEMEiNT I;)F IlEFlCIfl;NCIES 
(IOACM DEFIC.IiNOY MUST BE ~ECEOec BY FULL 10 iP~I;;FlX 

R.EGULATOflY O~ 1.80 IOI!NTIFYING INFORMATION) TAG 

INITIAL COMMENTS FOOl;!

I 
The following reflect; the findings of the Califbrrria I' 

Department of Public Healtl1 during an 

abbreviated survey to investigl/lta an entity I 

reported incident. • 


entity reported Incident number: CAOOa13369 

Representing the California Department of Public 

Health: 23045 


I The lnvestfgatron was limIted to tl'le specifre ~ntlty 
reported incident Investlgeted and does not 
rap!1llsent the flndtngs of a fUll inspection of the 
facility, 

No defloleneles were Issued for entity reported 

rl'lcident number: CA00313ae9 
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PROVIDER'S PlAN OF CORREQTION 

(lOAct'l eORRlOTtve AOTlON SHOULD BE 


CROSS-REFERENCEO TO THE AFPAOPRIA:re 

D!II'IC'i;NClV) 
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(XG) OAT!! 

/-:?'Zt>/4-­
I'lY defiCiency ~t ent endltlg witI'! torl~k (") _notes II dRf!gIcntoy whi may be ex S@CI from CCII1'l!cttng P llidlng It I~ dete""lned that 

other Mft"UBrdl p~ flufficien1 pfOt@CtiCIfl to the pallams, (SeaIMtructkms.) Except for nUl'lllng hom , ~he Alldlnp abated III O\I!!! lire dlsdotable 90 days 
foHawlng the d~h!) "" IlI,jFvey wh9lher or not a pilln of con1ii!ctlon 1& I'I'OvIded. f!!or nUI'Dln; 1l0000a., tn. ~110 findings and plans of correotlon aN dlsolDllb/& 14 
days fOllOWing the da19 tnese document!ll!lr!l mild. "'lIIilllbl~ to tMli! facility. If ~nclall ~re [;1hn1. an 31lPI'QVe(I pillm of oorrect!on Is ~I.!i"te to qo"'I"~eQ
£!~.I~ram partfcJp;tlon, 
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PRINTED: 10/0312012 
FORM APPROVED 

SlATEMENT OF DEFICIENCIES (X1) PMVlDEAlSUPPl.lERfCl.lA (X3) DATE SURVEY 
MID PIAN OF CORRECTION 

(X2) MULTIPI.E CONSTRUCTION 
IDENTIFICATION NUMBER: COMPlETED

A. BUIl.DING 
B. WlNG _________ 

05A208 10/01/2012 
ST~EfIT ADDRESS, OITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER 

4164 NORTH 4TH AVENUE 
SAN BERNARDINO, CA 92407 

SHANDIN HILLS BEHAVIOR 'rHERAPY CENTER 

SUMMARY STATEMENT OF DEFICIENCies P~OVlOER'S I'IAN OF CORRECTION(M) 10 I 10 (XS)
(EACH DEFICIENOY MIJST BE PRECEOED BY FUll, I. PREFIX (EACH CORRECTIVE ACTION SHOULD BE 

REGULAiORV OR LSC IDENnFYING INFORMATION) CROSS-REFERENceo TO THE APPROPRIATE I DATE 
PREFIX . COMPLETE 

TAG I I TAG 
OEFICIENCy) I 

A000 I Initial Comments 
I 
I 
The following reflects the findings of the Califomia 
Department of Publio Health during a standard 
abbreviated survey. 

_.1 ntake .nu.mber:;.CA003267(s9 . __.-.. ­

Representing the Department of Public Health: 
23045 

No deficiencies were written for complainant 
reported incident number:·CA00326769 
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Printed: 12/06/2012 
RTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

g~~~ERS FOR MEDICARE & MEDICAID SERVICES OMS NO. 0938v 0391 
(X2) MULTIF'I.E OONSTP.lJC110N (XS) DATE SURVEY(X1) PROVIDER/SUPPLIER/CLlASTATEMENT OF DEFICIENCIES 

ID!NTIF1CATION NUMBER: COMPLETEDAND PLAN OF CORRECTION A. BUIL.DING 
C

B.~NG ____________~~_05A208 12105/2012 
STREET· ADDRESS, CITY, STATE, ZIP CODE 

SHANDIN HILLS BEHAVIOR THERAPY CENTE 
NAME OF PROVIDER OR SUPPLIER 

4164 NORTH 4TH AVENUE 
SAN BERNARDINO, CA 92401 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST I'le PRECEDED BY FUL.L 

REGULATORY OR LSC IOENTIFYlNG INFORMATION) 

to 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACI; CORRECTIVE ACTION SHOULD Be 

CROSS·REFERENCED TO THE APPROPRIATE 

! (XS) 
, COMI'l.ETION 

DATE 

DEFICIENCy) 

F 000 INITIAL COMMENTS FOOO 

The following reflects the findings of the California 
Department of Public Health during an 
abbreviated survey to investigate an entity 
reported incrdent. 

.... '.., ...­El1titY"repbrted incidenfntitnber:--€:A00395t73-­ . -- --- . 

Representing the California Department of Public 

Health: 23045 


•The investigation was limited to the specific entity 
. reported inoident investigated and does not 
represent the findings of a full inspection of the 
faCility. 

No deficiencies were issued for entity reported 

incident number: CA00335173 


-.- ,-- ---- --'.,-- -_.. _---- ....,-----_._.", ­ ".. -_.._--.. - " ... 

An~ficfency statement ... ..." . .- asterisk (j denotes a defiCiency whic~ tfle Institution may be e)(cusoo !\'om correcting providing It Is determlnad that 
other safeguards provide sufficient protection to the patients. (500 Instructions.) Except for nursing homes, the findings stated abo'wl are dlsclosable 90 days 
fonOWing tho date of survey whother Or not a plan of corre-ction Is prOVided. For l'\ul'$ing homell, tho l!Ibove findIngs and plans of correction are diSdO$able 14 
clays iQllowlng th~ date tflese documents are msdl!!! available to the facilfty. If defiOienclas are dted. 8n approved plan of correction is requisite to continued 
program participation. . 
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Printed: 09/2412012 
FORM APPROVEDDEPARTMENT OF HEALTH AND HUMAN SERVICES 

OMB NO. 0938·0391CENTERS FOR MEDICARE & MEDICAIO SERVICES 
(X2) MULTIPl.E CONSTRUCTiON (X3j DATE SURVEYSTATEMENT OF DEFICIENOIES . (Xl) PROVIOEiRISUPf'l..IIiRICI.IA 

COMPLETEDAND PLAN OF CORRECTION lD!:NTIFICATION NUMBER: A, BUILDING 
C

B.~NG __~_______________ 
051\208 09/24/2012 

ST~EET ADDRESS, CITY. STATE. ZIP CODENAME;. OF PROVIDER OR SUPPl.!ER 
4164 NORTH 4TH AVENUE 
SAN BERNARDINO; CA 92407 

SHANDIN HILLS BEHAVIOR THERAPY CENrE 

(Xij)Pj:!OVlDf:R'S PLAN OF CO~RECTIONSUMMARY STATEMENT OF DEFICIENCIES . COMPLE1fON(X4) ID I 10 I (EAOH CORReCTIVE ACTION SHOULD BEPREFIX(EACH DEFICIENCY MUST Be PRECEDED BY FUI.I. DATEPREFIX 
TAG CROSS-REFERBNCEP TO THe APPROPRIATEREGULATORY OR lSC IOENTIFYING INFORMATION)TAG OEFICIENCY) 

F 000 INITIAL COMMENTS FOOD I 
l 

The following reflects the findings of the California 
Department of Public Health during a standard 
abbreviated survey. 

Intake number: CA0032578S 

Representing the Department of Public Health: 
2S045 

No deficiencies were written for intake number: 
CA00325786 
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Any deficlaney atemen! end] 9 with an as ns cy whiCh tl'le institut n may be: excused m correetlng providing It Is determined thaI 
other safeguards provide sufficient plVtecticlI'1 10 the patients. (See instructions.) Except for nursing homeS. th stated above are disoloaable 90 days 
following the elate of survey whether Of not a plan of correction is provided. For nurnlng homes, th0 above findingll and plans of Qorrection are cliMlosable 14 
days following the data thE)SO doouments are made available to the facility, If deficiencies are clt~d, an approved plan of correction Is requisite to continulMl 
program partloipatiOn, 
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/,.../'" Printed: 00/24/2012 
FORM APPROVED 

DEPARTMENT OF HEALTH AND HUMAN SERVICES OMS NO 0938-0391
CENTERS FOR MEDICARE &MEDICAID SERVICES 

(X3) [)ATE SURVEY(X2) MULTIPLE CONSTF:l!CTION(X1) PROVIOr;;RISUPPLIERICLIASTATEMeNT OF DEFICIENCI~S COMPlETED
IDJ:NTIFICATION NUMaER: A. BUIl.DINGAND PLAN OF CO~REC1'ION CB, WING ___________ 

09/241201205A20B 

STREET AODRESS, CITY, STATE, zIP CODE
NAME OF PROVIOER OR SUPPLIER 

4184 NORTH 4TH AVENUESHANDIN HILLS BEHAVIOR THERAPY CENTE 
SAN BERNARDINO, CA 9~407 

IX~)PROVIDER'S PLAN OF CORRECTIONSUMMARY STATEMENT OF DEFICIENCIES 10 I coMPLE110N(X4) ID (EACH CORRECTIVE ACTION SHOULD BEPREFIX DATF.(EACH DEFICIENCY MUST 13E PRECEDEO 13V FULLpREFIX CftOSS-REFERENCED TO THJ;; APPROPRIATETAGREGUI.ATORY OR LSC IDENTIFYING INFORMATION)TAG OEFICIENCY) 

F 000FOOD INITIAL COMMENTS 
I I 

The following reflects the findings of the California I 
I, Department of Public Health during a standard ; 
abbreviated survey, i 
Intake number: CA00325783 


Representing the Department of Public Health: 

23045 

No deficiencies were written for intake number: 
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I The following reflects the findings of the California 
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