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STATEMENT UF DEPICIENCIES
AND PLAN OF CORREQTION

DEP. ENT OF HEALTH AND HUMAN SERVICES
?lé;hﬂ OR MEDICARE & ME S ES

X1} PROVIDER/SUPPLIER/CLIA

FAOR O3 8T
Printed: 12/07/2012
FORM APPROVED
OMB N 5
X2) MULTIPLE CONSTRUTTION (X8 DATE SUIVEY
IDENTIFICATION NUMBER: A. BUILDING COMPLETED
' 5. WING C
05A208 12M5/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2 CONE
SHANDIN HILLS BEHAVIOR THERAPY CENTE| 4184 NORTH 4TH AVENUE
SAN BERNARDING, CA 32407
LMMAR TEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION {X8)
Lol (smau MePICIEY shseT s RY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE compLETIoM
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnassreereaegg%té !Lg g)s APPROPRIATE
F 000/ INITIAL COMMENTS F 000
The following refiects the findings of the California
Department of Publfic Haalth during an
abbreviated survey to investigate an entity
reported inoident,

Entity rmported incident number: CAQO33837p
Representing the Califomia Department of Public
Health; 23045

facility.

The inveatigation was limited to the spacific entity
represent the findings of a full inspection of the

reported Incident investiqated and dues not

No dsficiancles ware issued for enlity reparted
incident number: CA00335379

b
e ——— E— :4
APLIEE THLE / [XE) DATE «
L : N W OY LI PR Sy pr e 3 A T / CAJIF -
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_ Printed:  12/06/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES %1) PROVIDER/SUPPLIER/CUIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING . COMPLETED

c
B. WIN
05A208 e 12/04/2012
NAME OF PROVIDER OR SUPPUIER STREET ADDRESS, CITY, STATE, 2IP CODE
SHANDIN HILLS BEHAVIOR THERAPY CENTE, 4184 NORTH 4TH AVENUE
SAN BERNARDINO, CA. 92407
o D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION T x)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTWVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
. DEFICIENCY)
F 000 INITIAL COMMENTS F Q00
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 Depariment 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 deficlencies were Issued for entity reported
incident number: CAD0333899
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FEORATORY DIRECTOR'S VIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (XE) DATE
‘ % Mkl e )\‘-“H“'M v o ee
Rnykaéﬁ‘ciency statement ending with an asterisk (%) denotes a defi -

ciency which the Institution may ba excused from correctin roviding it
Aher safeguards provide sufficient protection to the patients. (See instructions. y o0 o o l‘s o ot
llowing the date of Serasy wamL P otection to the ;;) o '(; " ns.) Except for nursing homes, the findings statad above are disclosable 50 days

rovided. Fer nursing homes, the above findings and plans of ot
fays foliowing the date these documents are made available to i : ; ¢ o 8 i poclosable 14
s ofloang e et i the facliity, If deficiencins are clted, an app

roved plan of corection Is requisite to continued
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Printed: 10/08/2012
=IEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
¢JENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
o -“A‘—W_-ﬂ
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED

c
05A208 8 Wine 10/08/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SHANDIN HILLS BEHAVIOR THERAPY CENTE| 4164 NORTH 4TH AVENUE
SAN BERNARDINO, CA 92407
X410 | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION (X5)
PREFIX ‘ {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE e 1oN
86| REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE
I DEFICIENCY)
F 000[ INITIAL COMMENTS F 000
| The following refiects the findings of the California
9 .
Department of Public Health during a standard
abbreviated survey.
Entity reported incident number. CAD0327166
Representing the Depariment of Public Health:
23045
! No deficiencies were written for entity reported
| incident; CAD0327166

-
<

Ny3a MY

'( .
1 O

109

“

AMIGES

a—

_qgeziid 111302

3} INDOD

=: j—h , SRE, . TIThE (X8) DATE
SR - Blse, Bouttn (Ackmuny o)t lo—
deficiency stalement ending with an asterisk (*) denotes a deficienc:

¢ ‘ y which the institution may be excused from correcting providing i is determi
other safeguards provide sufficient protection to the patients. (Ses instructions.) Excapt for nursiny o b e
following the date of survey whether or not & plan of correction is provided. Fornu

roepL o ! hg hgrnes{ri the findings stated above are disciosable 90 days
_ in mes, above find!

days following the date these documents are made available to the faci g [l ngs and plans of cofrection are disclosabie 14
orogram participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Printed; 11/26/2012
» ‘ FORM APPROVED
CENTERS FOR MERICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMRBER: A BUILDING COMPLETED
C
B. WING
05A208 N » 11119/2012
‘NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
SHANDIN HILLS BEHAVIOR THERAPY CENTE| 4164 NORTH 4TH AVENUE
SAN BERNARDINO, CA 92407
(X4) ID " SUMMARY STATEMENT OF DEFICIENCIES 7} - PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) - |  TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
1 DEFICIENCY)
F 000! INITIAL COMMENTS [ F 000
The following refiects the findings of the California
Department of Public Health during an
abbreviated survey to investigate an entity
reported incident,
A -|-Entity reported.incident number. CAQ0333370 . R e U S
Representing the Caiifornia 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 ofthe ¢
facility. bl ‘
; T 2 7
“No deficiencies were issued for entity reported o @y Eﬂ ‘
incident number. CA00333370 o g ~> .
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A ficlency statement ending with an asterisk (%) dﬁigaotes a deficlancy which the institution may be extused from

othaf safeguards provide sufficlent protection to the pati

( trecting providing it is defermihed that
‘ ents. (See instructions.) Except for nursing homaos, the findings stated above are disclosable 90 days
following thg date of survey whether or net a plan of corraction is pfovidéd, ‘For niirsing homes, the above findings and plans of correction are disclosable 14
days folraw.;? rhet'dm these documents are made available to the factity, |f deficiencles are cited, an approved plan of correction s requisite to continued
ogram paricipation,
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Printed: 11/26/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES  |(X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
05A208 B WG 111912012
NAME OF PROVIDER OR SUPPLIER STREE'T ADDRESS, CITY, STATE, ZIP CODE
SHANDIN HILLS BEHAVIOR THERAPY CENTE 4164 NORTH 4TH AVENUE
SAN BERNARDINO, CA 92407

XD | SUMMARY STATEMENT OF DEFICIENCIES D " PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
F 000| INITIAL COMMENTS F 000

| The foliowing reflects the findings of the California
Department of Public Health during an
abbreviated survey to investigate an entity
reported incident.

Entity reported incident number: CAD0305685

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
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deficiency statement anding with an asterisk (*) denoles a deficiency which the institution may belexcused from correctinb providing # is determian tlﬁat
thérgafeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findinge stated above are disclosable 90 days
lowing the date of survey whether or not a plan of correction 15 provided. For nursing homes, the above findings and pians of correction are disclosable 14
3ys fellowing the date these documents are made available to the faciiity. If deficiencies are cited, an approved plan of correction is requisite te eontinued
‘ogram participation. :
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Printed: 10/22/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- E & MEDICAID SERVICES OMB NO. 0838-9397
TE OF DEPICIENG 1) EROVIDER/QUPPLIERACLIA {X2) MULTIPLE SONSTRUCTION {X3} DATE SURVEY
ﬂxﬁ p&%«ugp c::a%c*norin K1) OENTIFICATION NUMBER! A BUILBING cummaen ‘
05A208 P VNG — 1012372012
NAME OF PROVIDER OR SUPPLIER ' STHEET ADDRESS, CITY. STATE, ZIF CODE '
SHANDIN HILLE BEHAVIOR THERAPY CEN 4164 NORTH 4TH AVENUE
SAN BERNARDIND, CA 02407
R plERITRERES L | b | mrcomeneiale | e
=1
e HEGULATORY GN L IDENTIFYING ArorMATI) | IAG m""‘mﬂﬁgg;‘g,;g cry’s APPROPRIATE BATR
£ 000} INITIAL COMMENTS F 000
The following reflects the findings of the California’
Department of Public Health during an ;
abpreviated survey to investigate an entity l
reported incident, ot
Entity raported incldent number. CAD0329124
Reprasanting the Callfornia Department of Public
Homith: 23048
The investigation was limited to the specific antity
reported incldent investigatsa and does not
raprasent the findings of a full inepaction of the
faciiity.
No geficiencies wera issued for enfity reparted
incldent numben CA00329124 !
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defciency t@em ending with an asterisk ("Mdenntes 3 defisiency whiah the Inetihutiah may be od 75 provid

tf:;het safequards previds suMclent pratection to the patients, (See Instructions.} Except for numin’; ham&memd{ngﬂss;‘r‘:ds ghave ‘;rga':izdusamn:g :tl::;;.
25 ToHoWCg e 6te thane Boecmonis o B o T sof & proviced, For nursing hamag, the shove findings and plans of comection 2re diaciosable 14
progam panicmpetion. &re made avaiiable to the facility. If deficienclas am cited, an anprovod plan of cormetion io requlsile t5 cantnued
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12/28/20812 15:39 824 SBDO L2C
‘ e SERVIGES Printed: 11/05/2012
PARTRIENT QF HEALTH AND HUMAN FORM APPROVED
) ggng OR MEDICAR CAID SERVIC : OMB NO_0838-0381
STATEMENT OF OBMCIENGIES X1) PROVIDER/SUPPLIERALIA {%2) MULTIPLE CONSTRUCTION {X8) DATE SURVEY
AN PLAN OF CORRECTION {DENTIEIGATION NUMBER: A BUILDING A soMeLETED
B. WING C
bEA208 ' 10/30/2012
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, 218 CODE
SHANDIN HILLS BEMAVIOR THERAPY CE 4184 NORTH 4TH AVENUE
. , SAN BERMARDING, CA 82407
X4 p | SUMMARY STATEMENT QF REFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION W&Sén
PREFIX | {EACH DEFICIENOY MUBT BE PRECECED BY FULL PREFIX (RAGH CORREOTIVE ACTION SHOULD BE oM e oK
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE
DEFISIENCY)
E Q00| INITIAL COMMENTS i Foog

The following reflests the findings of the Califormia
Department of Public Health during an
abbreviated survey to investigata an entity

reported incident,
Entity reported Incident number; CACQ313369

Representing the Califomia Depariment of Public

Health: 23045
| The investigation was limited t the specific antity z
reported incident investigated and doee not o N
t rapresent the findings of a full inspection of the o g ’;‘_‘_’"
facility. ZS o ~>
. gC" N I
| No deficlencles were issued for entity reported o, —| Im
incident number. CAQ0313369 I o | e
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fhay be exclised from correcting prdviding 1 |s determined that

, the findinga ataled sbeve dre disciosatie B0 days

[AEORATORX DREQTORS OR PROVIGEH
terick {*) denoctes a deficlency whi
Instructions.) Except for nuraing hom
findings and pians of cormection pre disclogable 14

" Jfy defitiency statmlent ending with
ather saleguards provids sufficient protection 1o the patients, (Sea
gunawflgg; Oﬁv:’e d‘%:e ;f ?:ra’ey M&e{her or {;ot a plan of correction Is provided. Por nursing homas, the apc:
ays e dale these documents ars made availadie 1o deficie 0
oA W’;? ? pation. iiabie 1o the fackity. If ncles are clted, an approved plan of comeetion ia raquisite to continved
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PRINTED: 10/03/2012

FORM APPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
! A. BUILDING
B, WING
05A208 10/04/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
SHANDIN HILLS BEHAVIOR THERAPY CENTER 4184 NORTH 4TH AVENUE
SAN BERNARDINO, CA 92407
x40 | SUMMARY STATEMENT OF DEFICIENCIES T 1D ' PROVIDER'S PLAN OF CORRECTION I (xs)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FUL, ! PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; | DEFICIENCY)
A 000| Initial Comments | A0OD {
1 !
@
| The. following reflects the findings of the Califarnia
Department of Public Health during a standard
. abbreviated survey.
I Intake number:. CAQ0326769. . —- - - o
| Representing the Department of Public Health:
23045
No deficiencles were written for complainant
reported incident number; CAD0326769
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DEPARTMENT QF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 12/0B/2012
FORM APPROVED

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
B. WING
05A208 12/05/2012
NAME OF PROVIDER OR SUPPLIER ‘ STR$ET ADDRESS, CITY, STATE, ZIP CODE
SHANDIN HILLS BEHAVIOR THERAPY CENTE, 4164 NORTH 4ATH AVENUE
: SAN BERNARDINO, CA 92407
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
, DEFICIENGY)
000/ INITIAL COMMENTS F 000
The following reflects the findings of the California
Department of Public Health during an
abbreviated survey to investigate an entity
reported incident.
— | Entity Tepoited incident number—-€A00335173 - | -— ~- - - - IR
Representing the California Department of Public l
Heaith: 23045 S
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; CAD0335173 :
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Anydeficlency statement ~Divuis Reosivman 'L-s-.wm MBI O A Ay
n clency statemen § asterisk (*) denctes a deficie i i f
other safeguards provide sufficient protection to 1 0 o eon the Instution ma

s he patients, (See instructions.) Except for nursi
following the date of survey whether or not a plan of correction is provided. For nursing homes,
days following the date these documents are made available t

program participation.

IRM CM8-25687(02-99) Pravious Versions Obsolets

y be excusad from correcting providing It Is determinad that
ﬂr:g hggweaﬁrr)nd? findings stated above are disclosable 90 days
d " akove findings and plans of correction are disclosable 14

o the faqrmv‘ If deficiencias are cited, an approved plan of correction is requisite to continued
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Printed: 09/24/2012
FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
FICIENGIES X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
i;ngyAiﬂgsoggREREmon o0 IDENTIFICATION NUMBER: A BUILDING CDMPLEWC':ED
05A208 B e ‘ 09/24/2012
NAME OF PROVIDER OR SUPPLIER " | STREET ADDRESS, CITY, STATE, ZIP CODE
SHANDIN HILLS BEHAVIOR THERAPY CENTE| 4164 NORTH 4TH AVENUE
SAN BERNARDINO, CA 92407
ENT OF DEFICIENCIES [s) PROVIDER'S PLAN OF CORRECTION )
é’é‘gr-!& cEAgr‘f' ggag?éﬁ?fﬁﬂm BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY DR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE |
DEFICIENGY) |
F 000| INITIAL COMMENTS F 000
The following reflects the findings of the Californis

Department of Public Health during a standard
abbreviated survey,
|

Intake number: CA00325786

Representing the Department of Public Health
23045

No deficiencies were written for intake number
CADO325786
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OR PROVIDER/SUPPLIER REPRESENTATI
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- /w
cy whcch the mst:tut n may he excused ffom corréeting prowdmg it is determined that
other safeguarts provide sufficient protection to the patients, (See instructions.) Except for nursing homes, theffindings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction iz provided, For nursing homes, the ahove findings and plans of corection are disclosable 14
days following the data theso documents are made available to the facility, If deflciencias are cited an approved plan of correction i requizite to continued
programn participation.
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- Printed: 09/24/2012
- PROVED
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AP
CEETERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
A F DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
EL/I;TFELMAE‘JNgFOCODRI:lIECT!ON K ERTIFICATION NUMBER. A BUILDING compLE(r:ED
05A208 B vne 09124/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SHANDIN HILLS BEHAVIOR THERAPY CENTE 4164 NORTH 4TH AVENUE
SAN BERNARDINQ, CA 92407
SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION %5)
é’é“éé& : (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ‘ (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE :
DEFICIENCY)
F 000, INITIAL COMMENTS F 000 ’
The following reflects the findings of the California |

| abbreviated survey.

Intake number; CA00325783

LABORAT

I-ng\"ll :

‘W‘h._ s -"”-’.’ \
TTCT {5 OR PRi\;ERISUPPLIER REPRESENTATIVE'S SIGN
a a = ’
sthlementend

Any deficieney.

| Department of Public Heaith during a standard }
|

Representing the Department of Pubiic Health: }
23045

No deficiencies were written for intake number:
CA00325783
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FORM CMS-2567(02.99) Previous Versions Obsolete
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: iistructions,) Except for nurging homes, the findi
followlng the date of survey whether or not & plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14

stitutioP/ma); Be excuged from

~/ /ﬂ'%/"a.

racting providing lt’ls determined that

s stated above are disclosable 90 days
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i) lmmu Dmg.!encv mm@&g%nm HY FULL REGULATORY Pn[gm {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
F 00D/ INITIAL COMMENTS F 000

The following reflects the findings of the
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findings of a full inspaction of the facility.

No deficlancias ware written as & result of entlly
' repored Incident CA0037254.

NHIT N

ALNTOD O

(X8) DATE

Ank deficioncy statemant onding wih an astarick {*) danatoe 3 deficleney which the Institution m: cuss ' i

S " ay bg avcused from carrocting i i
PSS S iy okl e e, s brt) e e e S o e
dove g the dath Py . A y the above findinge and plans of correction are disciosable 14
pregram participatian. nents are made aVAIADIC 1 the faclity, I deficiencies am chted. an aptrsvad pian of cameetion (s refuiafte to continued

ORM CMS.2567(02-08) Previous Verstone Obaciete I0RSH f continumion sheat Page 1 of 1

Received  Aug~08-201%2 08:03am Frog~024 To~Shandin Hills Rehah Pags 004



http:Dgpartm.nt
http:OilllCleNt'.lY
http:S\JPPl..aI

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Printed: 09/17/2012
FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
F CIENCIES  |(X1) PROVIDER/SURPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
%QTFF&%NJFOCOD::EGT!ON o IDENTIFICATION NUMBER; A BUILDING compLE(T;ED
05A208 B WiNG 0911712012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
SHANDIN HILLS BEHAVIOR THERAPY CENTE 4164 NORTH ATH AVENUE
SAN BERNARDINO, CA 92407
UMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN DF CORRECTION X5)
éﬁ@;& (EACSH DEFIO;(ENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONggg ION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-PEFERENCED TO THE APPROPRIATE
a DEFICIENCY)
F 000, INITIAL COMMENTS . Fooo
|
| The foltowing reflects the findings of the California
- Department of Public Health during an |
| abbreviated survey.
| Intake number: CA00324835
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