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SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY ORLSC IDENTIFYING INFORMATION) 

F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during an 
abbreviated survey for the investigation of a 
complaint number CA00427778. 

Representing the Department of Public Health: 
HFEN 31640 

The inspection was limited to the specific 
complainl(s) investigated and does not represent 
the findings of a full investigation ·of the facility:·· ~ 

The Department was unable to substantiate a 
violation of regulations. 

page 3 

(X2) MULTIPLE CONSTRUCTION 
A. BUILDING _______ _ 

B.WING 

~~_. _~ .STREET ADD RESS. City, STATE.L?JP C9P~ ~ 

2257 FAIR OAKS BLVD. 

SACRAMENTO, CA 95825 

PRIN ED: 02/06/2015 
Fe RMAPPROVED 

OMS -.10.0938-0391 
(X3) pATE SURVEY 

f;Of\oPLETED 

C 
0210212015 

10 
PREFIX 

TAG 

PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATI 
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Any deiiciency lfiatement ending with an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing It is etermined that 
other safeguards provide sufficient protection 10 the patients. (See Instructions.) Except for nursing homes. lJ1e findings stated above are dis losable 90 days 
following tt1.e date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correc:t1on ar disclosable 14 
days following the date these documents are made available to the facility. If defioiencles are cited. an approved plan of correction is requisit tl) continued 
program participalion. 
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