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F 000 | INITIAL COMMENTS ‘ F 000
i The following reflects the findings of the | F 000 INITIAL COMMENTS
California Department of Public Health during the ‘
Investigation of a complaint. | This Plan of Correction{POC)serves as
Complaiot Number:: 2ADO78305 . our Credible Allegation of Compliance.
Representing the Department: ! - The Facility will be in substantial
Health Facilities Evaluator Nurse: 36500 ! ' compliance on or before 09-01-22. This

The i o TORp—— oif plan of correction does not admit guilt to
inspection was limited to the specific N
complaint investigated and does not represent any of the alleged violations nor does
the findings of a full inspection of the facility. not interfere with the right to contest or
appeal the alleged violations
One deficiency was identified for complaint
' number: CA00793553 (Refer to Ftag 825).
F 825 ' Provide/Obtain Specialized Rehab Services F 825
S8=D | CFR(s): 483.65(a)(1)(2) F 825 Provide/Obtain Specialized Rehab
’ Services CFR(s): 483.65(a)(1)(2)

§483.65 Specialized rehabilitative services.

3483-6‘55?2) Pr<>v'l:’»i:)>?i ofiserviceS- . It is the palicy of this facility to ensure a
specialized rehabilitative services such as but gy : d

not limited to physical therapy, speech-language phiysiclon:sorderforphysical an

pathology, occupational therapy, respiratory occupational therapy evaluation be
therapy, and rehabilitative services for mental conducted timely and as ordered.
iliness and intellectual disability or services of a _
lesser intensity as set forth at §483.120(c), are 1. How corrective action(s) will be
required in the resident's comprehensive plan of accomplished for those residents found
care, the facllly must- to have been affected by the deficient

| §483.65(a)(1) Provide the required services: or - practice;

- obtain the required services from an outside ~and OT evat was done by the PT and OT
resource that is a provider of specialized in accordance with the PCP orders.

rehabilitative services and is not excluded from
| participating in any federal or state health care
- programs pursuant to section 1128 and 1156 of

Completed by 08/12/2022.

: the Act.
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LABORATORY DIRECTOR ER PP JESENTATIVE'S SIGNATURE TITLE (X6)LATE
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Any deficiency staterheft én nolds a deficiency which the Institution may be excused from correcting providing it is determined that
olher safeguards provide suff g he pajlents, (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey wh 5r not a plan of edrrection is provided. For nursing 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 are cited, an approved plan of correction is requisite to continued
program participation.
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