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SUMMARY STATEME;NT Of DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlATORY OR LSC IDENTIFYING INFORtMTION) 

F 000 INITIAL COMMENTS 
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, The following reflects the findings of the 
I California Department of Public Health during an 

incident number CA00449212, 
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PROVlDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

abbreviated survey to investigate entity reported J 
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I Repres,enting the Department of Public Health: 
HFEN 31979 
HFEN 34979 , 

The inspection was Iifl)ited to t~e specific entity 
reported incident investigated and does not 
represent the findings of a full inspection of the 
facility, 

The Department was unable to substantiate a 
I violation of regulations_ 
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Any deficiency stateiY(enl end!6g with an asterisk (" ) denotes a deficiency which the institution may be excused from correcting ProV!~i~g. it is detern:tfne~'that 
other safeguards prov\dd sufficient protection to the patients. (See instructions.) Except for nu~ ing homes, the findings stated abQv~ are disclosable ~ days 
follo,!"ing the date of sL)lVoy whathQr Or not a plan of cQrrection is provided. For nursing homes, the above findings and plans of correction are disclosai.:Sle 14 
days following the date these documents ar".made available to the facility. !f deflclencles ate cited , an approved plsn of correction l~ requisite to contln:ued 
program participation. i 
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