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i The following reflects the findings of the 
California Department of Public Health during an 
ABBREVIATED STANDARD SURVEY for Entity 
Reported Number CA00366638. 

Inspection was limited to the Abbreviated 
, Standard Survey and does not represent the 
: findings of a full inspection of the facility. 

Representing the California Department of Public , 
Health: Surveyor #31424 Health Facilities i 

Evaluator Nurse. 

NO DEFICIENCIES WERE ISSUED FOR 
ENTITY REPORTED INCIDENT: #CA00366638 
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