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1 
INITIAL COMMENTS 

I The following reflects the findings of the 
I California Department of Public Health 
1 during an investigation of a complaint. 

! Complaint Number: CA00340178 
l 
! Representing the Department of Public Health 

J Health Facilities Evaluator Nurse: 29361 

'I' The findings are limited to the complaint 
investigated and do not reflect a full 

I survey of the facility. 

I No deficiencies were identified from this 
I investigation. 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

RECEIVED 
CA DEPT OF PUBUC HEALTH 

FEB 1 1 2013 
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