}é A Iﬁ‘/ PRINTED: 11/29/2009
14 W ()D ¢/ %ﬂ FORM APPROVED
&0

Bureau of Health Care Quality & Compliance
STATEMENT OF DEFICIENCIES (X3) DATE SURVEY
AND PLAN OF CORRECTION o ,SES}",,?EAR/%Z?&%E? : (2) MULTIPLE CONSTRUCTION COMPLETED
A. BULDING
NVS5303AGC B WING 11/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
v 7955 TRAIL HEAD DR
ADDIE'S HOME CARE, INC LAS VEGAS, NV 89113
(%) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y 000 Initial Comments Y 000
The findings and conclusions of any investigation
by the Health Division shall not be .construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.
This Statement of Deficiencies was generated as
a result of an annual state licensure survey
conducted in your facility on 11/2/09. This State
Licensure survey was conducted by the authority
of NRS 448.150, Powers of the Health Division.
The facility is fi d for eight Residential \/’06 HAO
The facility is licensed for eig sidentia !
Facility for Group beds for elderly and disabled o) EMPLOYEE # .
persons, Category Il residents. The census at the PosITIVE TB SKIN TEST
time of the survey was five. Five resident files SINCE 1893, 5/INCE THE
e tree employee s were SNHD canl NOT PROVIOE ThE|
reviewed. One a e ile was
reviewed. ’ RESULT THE EMPLOYEE F | 0
. . TOOK ANOTHER TG SKIN T&T Cjﬁ
The facility received a survey grade of D. 12-2809. PosI1TIVE RESMT
OF TG skinN TEST. ,
The foliowing deficiencies were identified: En PLOyﬁ,a | HAVE DOCTORS
. A PPOINTIMENT FOR PHYBICAL
;31-0[? 449.200(1)(d) Personnel File - NAC 441A Y 103 CHELKR - UP FES. 8, 30/D.
; EMPLOYEE H/ HAD
NAC 449.200 PHYSICAL CHECK-UP
1. Except as otherwise provided in subsection 2, $~18- 09 WITH PHYSIGIAA/
a separate personnei file must be kept for each - J
member of the staff of a facility and must STATEHENT THAT NO 516N
include: . OF T6.
(d) The health certificates required pursuant to NEXT PAGE
chapter 441A of NAC for the employee. PLEASE

If deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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Y 103 Continued From page 1 Y 103 b) WHENEVER NEW EMAOY
This Regulation is not met as evidenced by: LOMING IN FOR EHPLOMENY
Based on interview and record review on A PERSONEL FiLe
11/2/08, the facility failed to ensure 2 of 3 CHELKKUST e BE Ovy
employees complied with NAC 441A.375 UTILIZED DET §6
regarding tuberculosis (TB) testing for the [ ¢ 70 €ERIINE c
protection of all residents (Employee #1 and #3) THAT ALL EM Paoy&e ARE
Severity: 2 Scope: 3 CURRENT WITH ALL THE

everity: cope: REQUIREMENTS .
Y u?:s 449.200(1)(f) Personnel File - Background Check | Y 105 THE AROMINISTRATOR wiLl

SS= MONITOR. FOR LormPLIGNCE.
NAC 449.200
1. Except as otherwise provided in subsection 2, C’) (a-3o0- ’0?

a separate personnel file must be kept for each
member of the staff of a facility and must
include:

(f) Evidence of compliance with NRS 449.176 to
449.185, inclusive.

This Regulation is not met as evidenced by:
Based on record review on 11/2/09, the facility
failed to ensure 2 of 2 caregivers met
background check requirements (Employee #2,
FBI report and #3 State report and Criminal
History Statement).

Severity: 2 Scope: 3

gsz-? 449.2175(5) Service of Food - Substitutions Y 274
NAC 449.2175
5. Any substitution for an item on the menu
must be documented and kept on file with the
menu for at least 90 days after the substitution
occurs. A substitution must be posted in a

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 000 Initial Comments Y 000
The findings and conclusions of any investigation J?EQ {:‘@
by the Health Division shall not be construed as '] g«?}m
prohibiting any criminal or civil investigations, g e TR @
actions or other claims for relief that may be Vee o, '
available to any party under applicable federal, /
state, or local laws.
This Statement of Deficiencies was generated as
a result of an annual state licensure survey
conducted in your facility on 11/2/08. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.
The facility is licensed for eight Residential
Facitity for Group beds for elderly and disabled
persons, Category Il residents. The census at the
time of the survey was five. Five resident files
were reviewed and three employee files were
reviewed. One discharged resident file was
reviewed.
The facility received a survey grade of D.
The following deficiencies were identified:
Y 103| 449.200(1)(d) Personnel File - NAC 441A Y 103 A-Twmees \e‘cﬁwl ToOe & 2
SS=F )M 4 FTURER 0L Dl TTEST
a-~-lCoa.v i &) OFEHELR
NAC 449.200 1if¢fof Q?—:’( -.uga@ ha cqqs>-'(oos Give '\G*\w}?.
1. Except as otherwise provided in subsection 2, H&aurH DeeT. 3&-T AZe woe ad
a separate personnel file must be kept for each A= 2AY DD CAY DAL TSneToi
member of the staff of a facility and must S REY DAE WS 1 Aods W
include: W Th WO St BF TR A SVB g
(d) The health certificates required pursuant to LT RCERTT  -2awS fan BREHL-
chapter 441A of NAC for the employee. WP, AP VNESHATWNE .,
TAGld: T wneroves ¥3 wed fusd \t
He[d] o' o DTEC ) oE A | 0¥
R e
ArTy CReek L ped F‘*—"«‘T
| TO TSNS eATWE Foe 1.6,

if deficiencies are cited, an approyed plan of correction must
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Y 000| Initial Comments Y 000
The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.
This Statement of Deficiencies was generated as ‘ )
a result of an annual state licensure survey RECE IVED
conducted in your facility on 11/2/09. This State '
Licensure survey was conducted by the a.\u.th_ority HEC 2 R 2000
of NRS 449.150, Powers of the Health Division. YT
BAREAU OF LICENSURE AND CERTIFICATID
The facility is licensed for eight Residential 145 VEGAS, NEVADY
Facility for Group beds for elderly and disabled
persons, Category |l residents. The census at the
time of the survey was five. Five resident files
were reviewed and three employee files were
reviewed. One discharged resident file was
reviewed.
The facility received a survey grade of D.
The following deficiencies were identified:
— .
Y 103| 449.200(1)(d) Personnel File - NAC 441A Y 103 A-Tmpis WweE | | vooe A* 2
SS=F )7;6 é TTURER VL Dl TTESU
p Q%— PO%ET‘\JQ‘ O P SRES® N
NAC 449.200 e for 002 e\ Gastipas v ﬂ@»ﬁ‘@?_
1. Except as otherwise provided in subsection 2, H&doH DeeT 25T K3 o o
a separate personnel file must be kept for each L~RAY AOD ‘?H#%mﬁwﬁicx«it_
member of the staff of a facility and must SxNED AR WS 1N Ged> "\d"tw*
include: W Th RO SIGN 0T TR Awp SUB
(d) The health certificates required pursuant to T RCER T %-%»{S MAD_MA EHL-
chapter 441A of NAC for the employee. . ored LoD, WS W ciﬂ“ wWe -
T 4’ + E\N\‘)‘_O\(“‘T_ 3 WRADS DD
It (d] o we on S TR ¥ o SN 0\///
SPD pR D whs EBIT Tok 1-afy
AT Cpgeiesv P R D> W hS TV 3
1o o nNeehTWE Fo V. »,

If deficiencies are cited, an app?ed plan of correction must ge returned within 10 days after receipt of this statement of deficiencies.
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Y 103 | Continued From page 1 Y103 | He THEW WoEeT TR %&‘?
. ) . . 4'%6 PP_FD(#“'%O?OD” \ t:,.) A A
This Regulation is not met as evidenced by: Nop P AND PR SiChAc LoTELE OW
Based on interview and record review on 107 pod decrtwe voe R &CX
11/2/Q9, the facility failed to ensure 2 of 3 _ T E TS S Wi
) O EE v iILES
employees complied with NAC 441A.375 B Ao i‘;‘_;‘;; :;: e =i{ T
regarding tuberculosis (TB) testing for the E\C” g:::‘éb\‘»e,em Do DN BY THE
rotecti f all resi ow i — =
protection of all residents (Employee #1 and #3) Ab o SRS =ve LamPuawd,
Severity: 2 Scope: 3 c - N ( b/ oq .
w2
- T HAD AW ™ {
;S1=0Fs 449.200(1)(f) Personnel File - Background Check TY ; %5 *\%E@,\;:‘};A“' ety QRS
1217 | roR e 12| 13 [ O3 dep. T D\,V
NAC 449.200 At ?23\2&@953 o o, SSTRTE acf
1. Except as otherwise provided in subsection 2, O i eenDRES e pw A |
a separate personnel file must be kept for each é}/‘m\-ﬁ N B OFORY TRTE NS
member of the staff of a facility and must D WS T wwE /A THE T -
include: = [DoRVE=T. (Prweet ThewoT
(f) Evidence of compliance with NRS 449.176 to BE DOBMTED SocE® HETHIE
449.185, inclusive. Mo TicE W Tl Ay v
S WRAS TERm caATED |,
' o . R — P ST LONES T LED W
This Regulation is not met as evidenced by: BE ESUIS—oT0 BUERY =/,
Based on record review on 11/2/09, the facility NOLTRS Fo COMPLE vo
failed to ensure 2 of 2 caregivers met DE VEQLEE N\TRTSD N W
background check requirements (Employee #2, DD W W TR AT |
FBI report and #3 State report and Criminal -l loa
History Statement). ’
Severity: 2 Scope: 3
_ o A- S iwez Mo SOHSITOVIONG
Y 274 449.2175(5) Service of Food - Substitutions Y 274 WTeE maeT SeoPER-N ot =
S8=C 1A &G A :Ehu aerw TORMNNT ALLE@
i o IMMED\ATE fan QuShARY
NAC 449.2175 (03 loﬂ ;:‘p;:yk T oS T TR TS bV
5. Any substitution for an item on the menu PoSTINE o mowmas W
must be documented and kept on file with the ,_U‘{;'f;f,:lfab AR FieEo iy
menu for at least 90 days after the substitution E’ i deow oot VA MNA L SR
. X — = Vo
J occurs. A substitution must be posted in a o SRR :

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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NAME OF PROVIDER OR SUPPLIER

ADDIE'S HOME CARE, INC

STREET ADDRESS, CITY, STATE, ZIP CODE
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LAS VEGAS, NV 89113

PROVIDER'S PLAN OF CORRECTION

Y 451
Ss=F

|

NAC 449.229

9. Smoke detectors must be maintained in
proper operating conditions at all times and must
be tested monthly. The results of the tests
pursuant to this subsection must be recorded and
maintained at the facility.

This Regulation is not met as evidenced by:
Based on record review on 11/2/09, the facility
failed to ensure all smoke detectors were tested
12 out of the past 12 months. The facility failed
to provide evidence that each smoke detectors
had been checked every month,

Severity: 2 Scope: 3

449.231(2)(a)-(f) First Aid Kit

432(ef |

Y 451

THa TR TY
ERed SETECTog USRS 0T
-(-Eif%>r—1::€) O W o> \}C\‘-’L':S/ 65:‘\(:)91 |
Now T pow We TESTEN 1/ DH/!!)CME
W W Sus hed \)qu\)c\,) ™V
anoet DT ToR_TES (0 Lo
ow vokte k. Ehed ‘t{&‘rcgr—a
R Tesou T ARL < TPT
Toe Thod MowTd A TEED
Toe et (& '_BET—GCTOLHI—E.
2o Y RE ToneeE VE T 4
Dol BE EEN T T A
EOL pOMPHdL s
o~ 1l (Oq ‘

-~ T T By Ko whD
(E}Qp,ﬁ_ge, = AT TUE T LnE o
HEE DokAN T Lo\ ¢ [TV

= |

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y 274 i Y 274 ~ Do ST R2ATOE Wi
Continued From page 2 ?_?3\_:0 "X MR GP
conspicuous place during the service of the ol AT CFOTO NS, AT LEAXTT
meal. TuE Ak Mo THS .
o~ U310,
This Regulation is not met as evidenced by:
Based on observation and interview on 11/2/09,
the facility failed to ensure menu substitutions
were documented and retained for at least 90
days. The facility failed to follow the posted
menu for 2 of 2 meals observed in the facility.
The facility failed to document the substitutions.
Severity; 1 Scope: 3
A =D wo —:b%?‘&crow?—u =S :
Y 444) 449 229(9) Smoke Detectors Y 444 Woe BE \?—ebg&@ SO Swecie M @
SS=F 146 OPENID BoT

%
4

/
P

L_Q(Q_,\L\Q-DC: A B Q. f&E.

o AT P

ot
g
Y %La/*

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7 I D
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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Y 451/ Continued From page 3 Y 451 g- f QPR w2 was
“1AG PoRadlsTD Ao OIS | 1
NAC 449.231 RIAlA | TO TRE TreST AL KT (;V’ ‘
2. A first-aid kit must be available at the facility. P> THE Fd wice &
The first-aid kit must include, without limitation: E A e E’?‘\‘;—C‘: o“‘ 1% ‘;};S /\f/w
(a) A germicide safe for use by humans. oY CRS Y RN

<2
(b) Sterile gauze pads; OO MPELETE WDESSS |

(c) Adhesive bandages, rolls of gauze and c - lz { 2k [ og
adhesive tape;

(d) Disposable gloves;

(e} A shield or mask to be used by a person who
is administering cardiopulmonary resuscitation;
and

(f) A thermometer or device that may be used to
determine the bodily temperature of a person.

This Regulation is not met as evidenced by:
Based on interview and observation on 11/2/09,
the facility failed to have a first aid kit available
with all the required components (A shield or
mask for cardiopulmonary resuscitation).

Severity: 2 Scope: 3

Y 877| 449.2742(5) OTC medications & Dietary Y877 A Reswent T4 - LOE ‘;;L?) i
SS=E | Supplements TG TO QowTRET “_:f\*- © e A g
/ AS ohs onNER Cﬂ: (20
/u?//?ﬂ TAE = .' 34\‘(’ WEr
ﬁz\oq ook \‘\ Qv O
NAC 449.2742 Nppen do P oDQ_L\ch QTHER_ 1)\j/
5. An over-the-counter medication or a dietary D ng-m B R T WOTT C‘{
supplement may be given to a resident only if O.e. R \fa)m chD\E\v“r‘&l’t\&
the resident's physician has approved the el o as Q.. T AT DI .
administration of the medication or supplement : o, T B LOAD UN AL
in writing or the facility is ordered to do so by O ov)-n W T 0e TS ORBEES)

oo THE SofPdEmnERTS AS D
FIRE Y oS eE LT wads ‘”‘?*“L’\]

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 877 Continued From page 4 ygrr | TAE Sheic iy on "b\E—,‘E
) wo TR A O T BTG ADMD |
medication or dietary supplement must be RLC NED QATIONS Comip
administered in accordance with the written ;\R‘O THE FAC LY W Al Ne
instructions of the physician. The administration %: W o LSS - G ls ok To
of over-the-counter medication and dietary ‘: ‘ E\ Tda - ﬂ\e =TT S|
supplements must be included in the record I NSO " _ = OV/
: . P OCTOL P [yl (R EN o
required pursuant to paragraph (b) of subsection ~ . S e
1 of NAC 4492744 APPROVED (v 1mELOBI D
’ ’ =i TWR T R-ED WA T ¢
TUE NREL ASD D oeTorDS 0RSIER
Roc REVISSED AT LRI
oS W Ao rd X7 T
WL rt(pyreaTo &
This Regulation is not met as evidenced by: o~z 7 [ Oq
Based on record review and interview on \
11/2/09, the facility did not obtain physician
orders to administer dietary supplements to 2 of
5 residents (Resident #4 - Prilosec and Resident
#5 - Blue Green Algae, Organic Spirulina, Milk
Thistle, Ribonucleic Acid, Melatonin and Vitamin
B Complex).
Severity: 2 Scope: 2
Y 883 449.2742(7) Medication / Resident Refusal vees | A ~Reacvanc ¥4, & A NEER
SS=E 14 Lot wdo v_r:rfsﬁsl‘.‘o =
. 9./ MED T 1O Bt AKSIOEE
NAC 449.2742 14307 n s oTeess o m.g&;:\me‘p_)
7. If a resident refuses, or otherwise misses, and R “:_‘;‘";‘ 23‘“’:‘ ;‘:b* H“Q’
administration of medication, a physician must e =t &Q‘;T_@\QHEQ 'S 1 \1]/
be notified within 12 hours after the dose is ot ST oA TRESS T & 0
refused or missed. BrSeNTEDBeToL ke Oes | of
Tl TReESe P toms Tee
Voot Ay We\ TR Sue
oo TRERA FOL DL DY
U R GRS RETOED g
TR MED o TO ”\}5‘—«\\'“‘;
This Regulation is not met as evidenced by: U FocET D‘m‘\f BVXS(?\;(; - ‘g\) >
Based on record review and interviews on ﬂ“-‘;i?.‘;’ \‘_(E I TTUE ENT S cang
11/2/09, the facility had no evidence physicians e dEe ARy NP SdTnD
ty Py ]“ﬁt?“za-u e\ T TS Wang |

If deficiencies are cited, an approved plan of correction must be returmned within 10 days after receipt of this statement of deficiencies.
STATE FORM

6899

W6EYR11

g 0

,REGE EVEB“““E‘WH sheet 50f 8




Bureau of Health Care Quality & Compliance

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 11/29/2009

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

NVS5303AGC

FORM APPRQVED
X3) DATE SURVEY
(X2) MULTIPLE CONSTRUCTION { COMPLETED
A BUILDING
. WING
B 11/02/2009

NAME OF PROVIDER OR SUPPLIER

ADDIE'S HOME CARE, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

79535 TRAIL HEAD DR
LAS VEGAS, NV 89113

This Regulation is not met as evidenced by:
Based on record review on 11/02/09, the facility
failed to ensure the medication administration
record (MAR) was accurate for 5 of 5 residents
(Resident #1, #2, #3, #4, and #5).

a- A NE taes GroaR das
BEEW 3 &0 wdo
TRAWED \E—_F.(:(Q_(?:\\.)\(h
<—Hoeco G
QALOSE 7 SopEeNOEd Ry Tig
}\.bN\‘“ L TR-ATOL o LY D‘)\\l\‘(’
\P){\S\Q .
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|
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AvDd US tg Teng b\(\/é
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residents refused or missed their medications OF SeRSET Vure BACLS T THS
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1. The administrator of a residential facility that b‘:;_(i Z?%‘;’Jt'&e {’%uﬁ% o
provides assistance to residents in the (R N oT R AT oD E
administration of medication shall maintain: o~ [ { 06 ’
(b) A record of the medication administered to ’ -
each resident. The record must include: e 0 Gl TRE MEBCNE
(1) The type of medication administered; kr ga(k B A“(\‘{o- N R - ﬁ
(2) The date and time that the medication was| 8 6 WAS DISPESE ST
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administered; 10‘1 T o ECTER T W )
(3) The date and time that a resident refuses, | ¥!! W= G ey T
or otherwise misses, an administration of TwE M D2, Toa it)v]Dg 006
medication: and o suENMARG ARD (2 \ o
(4) Iqstructlons for_ administering the Moew (oo Dedpleds Dy
medication to the resident that reflect the current (STER ¢ TR, E D T TS
order or prescription of the resident's physician. k‘\ _ . H= e J ¥
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SRSy
TERMORCEP .

<

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

STATE FORM

6899

WEYR11

ECEIVEL:
BEL 2 § 2009

on sheet 6 of 8

RUREAU O LIGENSURE AND CERTIFICATIC

FASVEGAS, NEYADA




PRINTED: 11/29/2009

I FORM APPROVED
Bureau of Health Care Quality & Compliance
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: 2 COMPLETED
A. BUILDING
B. WING
NVS5303AGC 11/02/2009

NAME OF PROVIDER OR SUPPLIER

ADDIE'S HOME CARE, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

7955 TRAIL HEAD DR
LAS VEGAS, NV 89113

PROVIDER'S PLAN OF CORRECTION

(X5)

NAC 449.2746

2. A caregiver who administers

medication to a resident as needed

shall record the following information
concerning the administration of the
medication:

(a) The reason for the administration.

(b) The date and time of the administration;

(c) The dose administered;

(d) The results of the administration of the
medication;

(e) The initials of the caregiver; and

(f) Instructions for administering the medication
to the resident that reflect each current order or
prescription of the resident ' s physician.

This Regulation is not met as evidenced by:
Based on record review on 11/02/09, the facility
failed to ensure the medication record was
complete for 2 of 5 residents receiving as
needed (PRN) medications (Resident #1 and
#3).
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Bureau of Health Care Quality & Compliance

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED:

FORM APPROVED

11/29/2009

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

NVS5303AGC

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY
COMPLETED

11/02/2009

NAME OF PROVIDER OR SUPPLIER

ADDIE'S HOME CARE, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

7955 TRAIL HEAD DR
LAS VEGAS, NV 89113

PROVIDER'S PLAN OF CORRECTION

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED Egg‘l;)E APPROPRIATE DATE
DEFICI
Y 808 | Continued From page 7 Y 908
Severity: 1 Scope: 2
Y 9361 449.2749(1) ident fi A~ Res o | (s crosd
. (e) Resident file-NRS 441A Y 936 o= <C RS dd/
S$S=F | Tuberculosis A6 A S€Covny HTEP PPD Ve
I8t | On (oSO wvodicn wis l‘/‘E 2;
NAC 449.2749 o / Rens! ol 1o ¥ 09
1. A separate file must be maintained for each .
resident of a residential facility and retained for — e _
at least 5 years after he permanently leaves the -B: %"% DPEVTFicEe ARE
facility. The file must be kept locked in a place KER™ 1D Riocesp Avd
that is resistant to fire and is protected against Tles &S (ol L—DC’G\?‘IMS
unau:;\or‘ized use. The file must c;nta'in all ALD Rae  AS compsne
records, letters, assessments, medica [ oSe . _
information and any other information related to AL A\(i A £ P";“SL pe S Qiﬁt’
the resident, including without limitation: 2% O - e
(e) Evidence of compliance with the provisions - ‘E’M IRTTRATO  OR
of chapter 441A of NRS and the regulations BoRIE Tee
adopte nt thereto. ‘
pted pursuant t o.ills 00(
This Regulation is not met as evidenced by:
Based on record review on 11/02/09, the facility
failed to ensure 1 of 5 residents complied with
NAC 441A.380 regarding tuberculosis (Resident
#1 - no evidence that 2nd step was read) which
affected all residents.
Severity: 2 Scope: 3
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CEMSUEE At CERDE o1t
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Addie’s Home Care, Inc.

State Licensure Survey
11/02/09
Confidential Resident/Employee Identifier List

The following numerical identifiers have been assigned to the residents for purposes of
confidentiality.

Rioh Pheigh

Keith Greb

Belinda Watson

Catherine Matteo

Charles Chiakulas

Cheryl Bigby, Discharged Resident

Ak W=

The following numerical identifiers have been assigned to the employees for purposes of
confidentiality.

1. Rebecca Wolfkill, Administrator
2. Ediberta DeGuzman, Caregiver
3. Cesar DeGuzman, Caregiver
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SOUTHERN NEVADA HEALTH DISTRICT
P.O. Box 3902 « 625 Shadow Lane
Las Vegas, NV 89127

SKIN TEST REPORT
S.S.orH.C. # ]f;ﬁla 6’&7;1
Name: WJ/‘FK(// /éfbéfcvl A

The above patient had a skin test for Tuberculosis on

ﬁ ';g’&i and was read as 57/ mm on

Fes e R e
/ ;2 '}0 "az A secsn.%was givefron__
. T~

and was read as _mm on ~ /
77/5 /$ = /705,7'-“/( Test. a.j‘j ~ -F“ w2,

For Lawrence Sands, DO, MPH Chief Health Officer
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P.O. Box 3902, Las Vegas, NV 89127 Health Cards

702.759.1099 12/28/2009

CUSTOMER RECEIPT

Name: WOLFKILL, REBECCA N**SEE NOTES***
Birth Date: 02/17/1951
Address: 6344 VILLA EMO STREET

NORTH LAS VEGAS, NV 89031-

Amount Paid:  $30.00 Charge To:
Admin Fee: $20.00

Phone #: (702) 644-8270 Ext.

Health Card #: 1546402

Health Card Classification: SKIN TEST ONLY 2 STEP

Expiration Date: 12/28/2011

Your temporary Health Card is valid for 30 days. In order to receive your permanent Health Card, the
following requirement(s) still need to be completed.

2ND SKIN TEST lb/Me&/

PLEASE REPORT TO THE NURSE'S STATION MUST RETURN FOR READING AS DIRECTED BY THE NURSE.

EXAMEN DE LA TUBERCULOSIS POR FAVOR DIRIGIRSE AL PUESTO DE LA ENFERMERA DEBE REGRESAR PARA INTERPRETER LOS
RESULTADOS CUANDO LO INDIQUE LA ENFERMERA.

o o - =104
o \ﬂ\g\ zfgx‘\;:sRTE(:oYRRT) TO%EQV\TU&&%&S(S.Q‘ION\M%?)R@N% Rgmﬁ somec%o%gs NL%S'E.?) O & Eg;)(s)’\ ¥ ()O -

’ EXAMEN DE LA TUBERCULOSIS POR FAVOR DIRIGIRSE AL PUESTO DE LA ENFERMERA DEBE REGRESAR PARA INTERPRE
\—'\/(Q RESULTADOS CUANDO LO INDIQUE LA ENFERMERA. T T T o kDO

. i PPD 2imm
By | i2fB0jer
2"

MLP <CASH> <VISA> <MASTERCARD> <CHECK/MO>




HEALTH CARDS INTERVIEW FORM 7‘% y /O _5

DATE:_|Z L;O/O g b PPD RESULT: & ;U mm (Reactgr  (Converter)

NAME:; Wl F K, [, ebecea & X-RAY: SNHD / PRIVATE -

DOB: =17~ /95 | COMMENTS:_[Ueo Ao/ £PD £ Q(ﬂcm,ﬁﬁza‘ﬂ
GENDER: Feqrmnls uﬂﬁ‘n state . Moo had W a‘/ s
wew JsH Y02 - STO - C 1073 01179, Lust CXE_ g )27/08 Mc)
COUNTRY OF BIRTH:_{»_F NURSE'S SIGNATURE: ("4 0. V//

Have you been in contact with-g person with active TB? 0 When was you lgchest x-ray _gZj/2z 7/ 0J7/

Have you ever had4

Quantiferon blood test Where was it taken <. 2474/ ¢>
472/

‘i ﬁﬁ!’cl one) Keae Mt i v Ar e
e 2/2 x/ o7 F

When was your last TB skin test and/or Quantiferon blood test ! Comments/
YES NO Date of Onset

yyZ

If yes, was it Negative o

Do you have:
1. Cough lasting three or more weeks
Coughing up blood

Unexplained weight loss

- ,AZ%
Loss of appetite o _Afi_
Fever : _AZ_L

Night sweats

e - T S SR

Extreme tiredness/fatigue N L
8. Asmokinghabit T +ﬁ2
Have you been diagnosed with any of the following medical conditions?
A
7

1. Diabetes

2. Lupus Erythematosis

3.  Rheumatoid Arthritis A
4. Sarcoidosis 7._’,/0’/_
5. Kidney failure / Dialysis 74;_/4/__
6. Cancer, Lymphoma or Leukemia /"5/&}

7. Chemotherapy --/é(/

8. Organ transplant //Zj

9. HIV or AIDS . 4_)L_
10. Blood clotting disorder M
11. Epilepsy or Seizure disorder ///C/
12. Liver Disease or Hepatitis s

13. History of Gastrectomy . 0

14. History of any lung disease
Have you ever been treated for active TB or TB

Infection?

Are you on any medication?

-

Have you had any recent surgeries:
{
If female: '

1. Are you pregnant

2. Are you currently breast feeding

CLIENT’S SIGNATURE ;\\éﬁm}{ w 0 M Rev 9/09
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GENERAL PHysical. EXAM/SYSTEMS REVIEW

DA Tt OF SERVICE: 4’//3'{”
PATIENT NAME: ‘UA»({/G,{N R

DOB: V/Z/S)

SUBJECTIVE FINDINGS:

AenL
OBJECTIVE FINDINGS: V/S:B/P_[AV¥ p (] R & Temp. '
HEIGHT: ¢ WG
G 015
C1LINICAL FINDINGS:
FENT:
[ UNGS: |
]
HEART: ‘ /
[
ABDOMEN: ! e
T
[CXTREMITIES: ]
|
SKIN: /
MENTAL/NEURO: )
ASSESSMENT/DIAGNOSES: /wa«mt N fo
r L
Pr.an: s M(’\ ﬁfiu Lo o TSR A
o ; 71 T - I ‘
e ' AN -~/ P
T w Bi /)7 RO e 3/5/‘ -
ok e T3
—7 i
,/‘ 9 .
Froa oo VIR Datt: ! !

PHYSICIAN PRINTED NAME:

PHYSICIAN SIGNATURE: \/}Z}{i»’ L




CVS/pharmacy +

for all the ways you care™

4014 5. RAINBOW, LAS VEGAS. NV
(702) 873-8917

REG#CT TRANK8O1I CSHR#B03119 STR#8809

Extrgﬂare Card §: *eenrinx2l21

save money. earn rewards. see back

1 NS FLU MASK 1CT 2.997
1 Ne& FLU MaSK I1CT 2.997
1 NS5 FLU MASK  1CT 2.99T
4 ITEMS
SUBTUYHL 15.76
NV & 1% TAX 1.28
TOTAL 17.04
DERIT 17.04
RERKHAAFRRXAFF46 MS
CHANGE 00

T

2508 €359 3148 0190 10
RETURNS WITH RECEIPT THRU 01/09/2010

save money. earn rewards. see back for details.

NOVEMBER 10. 2009 11:19 AM
LAF % BACK IN ALMOST EVERYTHING
IN ?HE STQ ¢ AND ON CVS,CEH HHE“ vDU
USE YOUR EXTRACARE CARD

THANK YOU. SHG2? 24 HOURS AT CVS.COM
ExtraCare Card balances as of 10/11

FALL 2009 S ENDING: 8.

ds. sée back for details.

2009 CVS BRAND SAVINGS: 5.

fewat

RECEIPT Foe fLu MAsk



fog -y #°1
12/ 2e/57

L (]
Qﬁ,é{,b HfS#'

YOUR RECEIPT
THANK YOU

12/26/2009 11:33p4 01
00000043474 CLERKO1

DEPT. 01 183.95

HOSE ST 8305

TAYI 0.2

s 10 |

WL $4. 27

CASH $5.00

CHANGE §0.13
Shitd o st G ho -



MUUE S HOME GARE. ING. [
Prcorap- COPT o log

SMOKE DETECTOR TEST s -
T NAC 449229 (5) 2 HokQTTECTOR,

Daate of Test: t?’)/ / 9/0?

Results:
Location Works i Needs Repair Logation Works LNccds Repair

i T}”}"Ajﬂ'ﬂ‘ G| M

J

Signature of Statt Conducting Test: VV‘)L‘?:/L/ &ﬁ% — f}m ﬁf’yw

Date Repairs Completed:__/ &'/{/‘ ¢

SMOKE DETECTOR TEST

Date of Test: // [C/? /0 7

Results:

LLoecauen Works LNeseds Repaix Lesation Works I Ngeds Repair
e . . ] "

Filthin, Yet) | o ;/Mam? L 5777 f/ | rd

ﬁl (7{(1 an b/ }’%}

| Pedisrgn 4 éw e

z?iz/mm 5 Mg | W

ettt [Ge |

oy

. e o i A 7 = 4 £ «_,4 2
Signature of Staff Conducting Test; VJ'{V R A vl "

{7
v
Date Repairs Completed:_ff / /

S fas [ N - SMOKE DETECTOR TEST
Date of Test: AL & ¥ i’ix‘% wA [ L I o8
¥ {

Results: T
Locaien A CThS dggds Repair Losalion Woiks { Needs RBonair
. S ;

) & o A7 7 - / s eVl 'y » A !
Drgppps £ | 94 0 Gy v Gl | 1
Logsionn > [ | , '

AN 7 e id Y

fa A AWAT) ,J/é/‘ A

@wmfw‘% ,f/?/ he

5 win /J/A«f M

1,\\ % ]
Signature of Staff Conducting Test: ",f{ Lu" ')5’/] Y %’X”’l Py Ll

Y,
Date R;p.urs Completed: /’1/"“A /Uf

Sogroupeare orms-SMOKE DETEC H AR TEST dr W
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take care heaith services’

Eight Tower Bridge

161 Washington Street - Suite 1400

Conshohocken, PA 19428

TakeCareHealth.com  1-866-Take-Care (1-866-825-3227)

Tuberculosis Skin Test Resuits

Patient Name: {” A Vo4 Deccjﬂ{IZ/YM/)
Patient DOB: __ OS5 (& -(4 24

Date TB test administered: _//. 03" ©9

Date TB test read: 7 06 0T
Take Care Provider Reading Test: /). Lof?fé&; [A-C
Result of TB test: v 25 mm @oﬂé}t@\legative)

Additional Comments: C’X]e r‘l«&ed:éd’ PMérw‘?’"/ i C{ ﬁ)
cloh County fealrth Diskict - 78 Clac .

Carn elao dee PO

I understand that the results of the Tuberculosis Test. The Take Care Prov_ider has prov?ded
me with clear discharge instructions and I ackncwledge that I am responsible for adhering
to these discharge instructions.

L cﬁZ % ///a A?

Signature of Patiént Reeéiving TB Test (or parent/quardian) Date
Qeats o
J%v/w?«ne-g A< /[ [0F
Signature of Ta;jgé/ Care Provider reading TB Test Date
cl/

RECEIVE!D
L 9 ¢ ngs

SUREAU BF LICEMSURE snlu CERTH 10
A LAS VEGAS, HEVALY
Rev 9.15.09




\»\pmm W once Caex 76 )/ /25

5 | o
Y RED ROCK MEDICAL CENTER
Qﬁ\ 701 W Charleston Blvd # 100, Las Vegas, NV 89146.
e Phone: (702) 877-9514 -
211250 DEGUZMAN CESAR M  05/18/1974 11/09/2009 CXR

X-Ray Chest PA & Lateral view.

Both lung fields are clear.

Both apices and CP angles are clear.

Both diaphragmatic contours are normal.

Cardiac shadow within normal limits.

Soft tissues and rib cage do ﬁot reveal any abnormality.
The pre & retro-cardiac spaces are clear on Lateral view.
No e/o mediastinal mass.

OPINION:- NORMAL FINDINGS.

2D Yanaa v
s/d R.D.Prabhu M.D.

RECE IVED

EAUREM OF LICENSURE 1l LERI 2
AR YEGAS, NEVAY
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NEVADA DEPARTMENT OF PUBLIC SAFETY
CRIMINAL HISTORY RECORDS REPOSITORY
APPLICANT FINGERPRINT RESPONSE

ADDIES HOME CAR INC
EDILBERTA M DEGUZMAN OR JOSEPH FLINT
7955 TRAIL HEAD DR
LAS VEGAS, NV 89113

REFERENCE

ACCOUNT NUMBER: 881486 DATE FINGERPRINTED: 2008/08/25
APCN: NAME : DOB: OCA:
PS0223370A DEGUZMAN, EDILBERTA M 1938/02/04 881486

FBI NEGATIVE

A TECHNICAL FINGERPRINT SEARCH OF THE ABOVE ZINDIVIDUALS FINGERPRINTS WAS
PERFORMED THROUGH THE FBI INTEGRATED AUTOMATED FINGERPRINT IDENTIFICATIONS
SYSTEM (IAFIS)

PURSUANT TO NRS 179A.210, BASED ON THE INFORMATION RECEIVED FROM THE BACKGROUND
CHECK, IT HAS BEEN DETERMINED THAT NO PRIOR CRIMINAL HISTORY INFORMATION EXISTS
FOR WHICH NOTICE IS SUBJECT TO RELEASE.

OR
PURSUANT TO NRS 449.188, BASED ON INFORMATION RECEIVED FROM THE BACKGROUND
CHECK, IT HAS BEEN DETERMINED THAT, THIS SUBJECT HAS NOT BEEN CONVICTED OF A
CRIME LISTED IN NRS 449.188.

THE INFORMATION CONTAINED IN THIS.DOCUMENT IS PROVIDED IN ACCORDANCE WITH THE
PROVISIONS OF NEVADA REVISED STATUTE (NRS) 179A.180 - 179A.210. THIS RESPONSE
IS BASED ON THOSE RECORDS, DATABASES, AND DOCUMENTS AVAILABLE TO THE CENTRAL
REPOSITORY OF NEVADA RECORDS CRIMINAL HISTORY AT THE TIME THE BACKGROUND CHECK
WAS PERFORMED. THE INFORMATION IN THIS DOCUMENT SHOULD NOT BE CONSTRUED TO
PRECLUDE THE EXISTENCE OF A CONVICTION RECORD OR ADDITIONAL RECORDS OF THE TYPES
LISTED IN NRS 179A.190 WHICH MAY BE IN A RECORD, DATABASE OR DOCUMENT NOT
AVAILABLE OR ACCESSIBLE BY THE CENTRAL REPOSITORY. USE OF THIS INFORMATION IS
REGULATED BY LAW. IT IS PROVIDED FOR OFFICIAL USE ONLY AND MAY BE USED ONLY FOR
THE PURPOSE REQUESTED. DISSEMINATION TO A SECOND PARTY OR ENTITY IS PROHIBITED.
REVISED 062608

DATE REPORT GENERATED: 2008/12/17

NEVADA DEPARTMENT OF PUBLIC SAFETY
RECORDS AND IDENTIFICATION BUREAU

RECEIVED

W2 E
TUREAS OF | JCENSURE ANy CERY {Fieafie

A8 VEGAS, NEYATY
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YOUR RECEIPT
THANK YOU

12/26/2009 11:33A1 01
00000043474 CLERKO1

DEPT. 01 11$3.95
MDSE ST $3.95
TAX1 $0.32
ITEMS 10

*HTOTAL $4. 27
CASH $5.00
CHANGE $0.73
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AGNES P MORTEL, MD

5025 AltaDrive Las Vegas, Nevada 89107 Ibl*"b\"?
- Tubér’culin: Skin test (Mantoux)
Pétient name; 7{’10‘\ P /Le.LgA __SSN:.
| First step |
‘Date given: 9!35 /0‘3 Site: _@ EA Size:
Induration: _ 0~ %wm | Drate read: ___ /9 / 3’/4 9
| Manufacfurér: R &P | Lot; (1] 03 t
’Elxpirativon: / l// 0 | Admiﬁstered by: _ gww)
Seéond, step
Déte given: /o/q/oq | Siie: @ £a Size:
Induration: & o | Date read: /0/ 5;/ o9 - |
- Manufacturer: J }{-'ﬁ | Lot /1l 65 F
| Expiration: __ Q/ [0 . Adnﬁpistcfed by: 1?/642»4 %

IM

RECEIVED
T v am}e

Tlike Al OF LICENSURE aNu Ceatstn
4G VEGAR NEVAD




Y-§27
AG 12/2/6
Attachmén Af
Southern Nevada Adult Mental Health Serwces
Residential Programs

Incident/Accident Report

Directions: Fill out report completely within 24 hours of incident. Make sure that Residential Programs and the
Service Coordinator has a copy of the incident report within 48 hours of incident. If more than one client from the
facility was involved in the incident, fill out a separate report for each individual.

Report prepared by EW n 0 0 '3 VL; Date of Reportﬁ/j—( V(‘ﬁ
Name of group home facility/Provider @D) Fjﬁ /’/Dh’? @M

Incident Date and Time /ﬁ 6@ /Q —2-07 Location of Incndent7?ﬁ {W W s Y
Client Name C@T&V /'W

Date of Birth ([3 / > Gender TN Ethnicity CAVCA $74U
Caseworker PR Watt Clredl”

Type of Incident (please check all that apply)

[1 AWOL /Eloped / Missing [] Death [1 Suicide Attempt

[1 Physical Aggression (1 Injury / liness [] Suicide Threat

ﬂ/ Threat of Violence ] Legal / Criminal [1 contraband (drugs or alcohol)
[] wverbal Aggression [] Suicide [] Medication (dosage or omission)
[] Abuse/Neglect [1 sexual incident ¥ Medication other (please specify)
g Destruction of Property [1 weapon possession [] other (please specify)

Description of Incident/Accident: _@&) M}W “ﬁM HLA) 06‘79' Cﬁ% l"ﬂ'}agp
REWME  veny ppav Ve D s TaneAT( VErZal
KA VE b 6 GIhRT( O A gD ADOIE P
CATt) o 2 Pt T 6 WASEl it WATe

O e ) UT B Tufo ol é fu gL FTVAR
W E gy Ay Nk 7O RS How
Pt eyt rMmep iR Thod et MoV yE . e
VTR Fi ] ITEeD WD HEW  poolo .
WITh e AT Xty way poyve £ csuuwn
Gl pro AC WA TplceV TP e Wﬁ%

(please complete reverse side) e
L F Y e
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Attachment A
Known Witnesses to the event:

Name Position
Name Position

Actions taken by provider (please check all that apply)

2X Notified 911 PX Notified legal guardian [1 Notified CPS/APS
ZB/\Notified police [l Notified Residential Programs LI Notified Crisis Phone (486-8020)
[1 Notified BLC [I Notified Service Coordinator [1 other (please explain below)

Describe actions taken by provider: &N A"Y] G4

COThY el wad  Tueeld IO UE ¢osPrpe
For EV KWp T ON N

PhvopToe g R UTRg Mo e BEFone

£ ey 9 xen AR Ty WA e
T8G T fBEAALE 7T ~

List cuyr t medications and dosages:
[ ¥\e QK’?’HK)-— W"U 3o M)\/
aS ol AR W &1 O~Re
M Y) W cAe w X ) \US Y y

aans | o,mﬂ" | n Vel
O 54
; o
%quww% [>—2 %]
Provider Signature Date

Crisis/Serious Incident Reporting Procedures

For SNAMHS Clients For Mojave Clients
1. Call Case Manager (Service Coordinator-SC) 1. Cali Case Manager (Service Coordinator-SC)
2. If unavailable, ask for a supervisor 2. If unavailable, call Mojave front desk (968-5000),

ask for Jason Schwartz or any supervisor
3. If after hours, call the designated on-call SC

3. If after hours, call Crisis (486-8020), identify client
4. If unavailable, call Crisis (486-8020) as Mojave client, Crisis will contact Mojave on-call SC

RECEIVEL

5. If a PACT client, call PACT on-call (389-7938)




.~ Continue -

P.O. Box 3902, Las Vegas, NV 89127 Health Cards

702.759.1099 08/14/2008

CUSTOMER RECEIPT

Name: WOLFKILL, REBECCA N
Birth Date: 02/17/1951 ‘ ;’-Q@DSEHWCEWAWWG
Address: 6344 VIL [E‘MJQ%;%ETS AU"J' 1 8 1,'3
me 89031-
Amount Paid:  $65.00 Charge To:
Admin Fee:
Phone #: (702) 644-8270 Ext.
Health Card #: 1378949 /’/ /9 7o f//)g i/ >[)
Health Card Classification:  FOOD HANDLER/AGC/CC-R A N anss /Z’,,}; S
Expiration Date: 08/14/2010 O KK 1992 —=ao7S

Your temporary Health Card is valid for 30 days. In order to receive your permanent Health Card, the
following requirement(s) still need to be completed.

MOVIE (2 YR)

PLEASE REPORT TO THE AUDITORIUM AT LEAST 30 MINUTES PRIOR TO MOVIE TIME, SEATING IS LIMITED. FOOD HANDLERS
CLASS MUST BE ATTENDED WITHIN 30 DAYS. FAILURE TO COMPLY WILL REQUIRE CLASS ATTENDANCE PRIOR TO
REAPPLICATION AND ADDITIONAL HEALTH CARD FEE.

PELICULA DE ENTRENAMIENTO DE PREPARACION DE ALIMENTOS POR FAVOR DIRIGIRSE AL AUDITORIO POR LO MENOS 30
MINUTOS ANTES DE QUE COMIENZE LA PELICULA YAQUE LOS ASIENTOS SON LIMITADOS. CARGOS DE TARDANZA S| NO SE
COMPLETA ANTES DE LOS 30 DIAS.

/ C
ﬂ ‘ SHHD - HC NV
XRAY TEST (2 YR) APPROVED BY: t ( ? ) Y /0 b N

[])F SPECIFIED AND APPROVED BY SNHD STAFF - PLEASE REPORT TO DIAGNOSTIC IMAGING, 3560 E. FLAMINGO. CLEARANCE
TAKES 7-10 DAYS. (NOTE: XRAY FEE NOT COVERED IF NOT SIGNED BY AUTHORIZED REPRESENTATIVE)

[ ] RAYOS X POR FAVOR DIRIGIRSE AL DIAGNOSTIC IMAGING, 3560 E. FLAMINGO RESULTADOS TARDAN ENTRE 7 Y 10 DIAS. . . .
DIAGNOSTIC IMAGING: PLEASE COMPARE TO OLD FILMS AT YOUR FACILITY IF AVAILABLE.

D 581
i
- RECEIVED
L 6 7

Cow i (ARG
URE Ao 4

PLD - REGISTER #5



GENERAL PHYSICAL EXAM/SYSTEMS REVIEW

y sl |
219 )0

DATE OF SERVICE:
PATIENT NAME: W&Lﬁ/(bf” ; '/ZLC'«' ¢ e DOB:

SUBJECTIVE FINDINGS:
Mnk

OBJECTIVE FINDINGS: V/S:B/P jAV/% p L4 R /. Temp. 9 9
HEIGHT: __{ WEIGHT: __ |44

G 015

CLINICAL FINDINGS:
EENT:
LUNGS: ‘ )

/
|«
]

HEART:

ABDOMEN:

EXTREMITIES:

SKIN: !
MENTAL/NEURO: 1

ASSESSMENT/DIAGNOSES: Wt»’»“j (/ J

PLAN: ¢ MC’) ~{-w LV‘jM‘ #“&}1 A, _,

i
! A \L\/\/}

N —— ———-
wav w Au ! 7)7} EN/ N 'kl«l‘f P ¢ s // . 5/\’;/6’;3 =)

Y ',US(J & 3

RECEIVED
Fratwces  [Toacd DA e 2 Y // 31

CENGURE At Ca71E
k wﬁe@“&i“ﬂl%

PHYSICIAN PRINTED NAME: :
PHYSICIAN SIGNATURE: /ey/ﬂwv*
|

H




HEALTH CARDS INTERVIEW FORM

DATE: 5// v/08 PPD RESULT:
NAME: (A/'z«’)///&l/ febetla_ X-RAY: SNHD ‘/
poB:__2//7//9 S/ COMMENTS: —

GENDER: »[c Mol

7AG Y03

mm (Reactor) (Converter)

PRIVATE

[h Ve [/)"Jf]

we# /576949

COUNTRY OF BIRTH: NURSE’S SIGNATURE: ¢

Phill (p1rS

Have you ever had a TB skin test: \/ Quantiferon blood test

If yes, was it Negative or Positive (Circle one) @ - N0 (¢

Gg2 /99

When was your last TB skin test and/or Quantiferon blood test /

Do you have:
1. Cough lasting three or more weeks
2. Coughing up blood
3. Unexplained weight loss
4. Loss of appetite
5. Fever
6. Night sweats
7. Extreme tiredness/fatigue

8. A smoking habit

Have you been diagnosed with any of the following medical conditions?

1. Diabetes
Lupus Erythematosis
Rheumatoid Arthritis -
Sarcoidosis
Kidney failure / Dialysis
Cancer, Lymphoma or Leukemia
Chemotherapy
Organ transplant
HIV or AIDS

. Blood clotting disorder

© e N oA W

—
=)

. Epilepsy or Seizure disorder

[y
3

. Liver Disease or Hepatitis

13. History of Gastrectomy / Partial stomach removal

If female:
1. Are you pregnant

2. Areyou currently breast feeding

YES

CLIENT’S SIGNATURE 0///'0 S (o ‘//J@/M

B
7

U

SR SR
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TG,
12/ /2)08
Smoke Detector Monthly Inspection Report
Month DEC z 1 Bée Day [ Year 200?
Room Operational | Needs Date
Repair Repaired

Bedroom #1 | .y, ho ™
Bedroom#2 | .~ ', M 2
Bedroom#3 | . | . [ M
Bedroom#4 | ~ Yu m ™
Bedroom#5| - )
Laundry Y M na
Living Room | ~ vy M h
Entry -y ha "
Garage O gu nd 1o
M%ﬁspwﬁm lérint Né.me Hére £

RE@EW B

ST o

e O g e
FURd O Ml et




i CLAIM FOR RE‘M’BURSEMENT FOR RESlDENTlAL PROGRAMS SERVICE - fné '”[{d
fo:  Southern Nevada Adult Mental Health Services |

' For Period: ;%Vhﬂ/&!/ oZﬁﬁf
6161 West Charleston Boulovard

Las Vegas, NV 89146 T £33 8 4

(%~ 7404 —BI
“rom: &/\W ?%W\é Cor | € — 7405 - . 7(&7 OO
| A ber W -
m, Yy L9437

. Stiperréf Stipend

' . k Dates of No. of Fi%ftty{aé@ Allowance ! Allowance Client Other Balance Owed
losldent's Name SSN or DOB Service Days ‘I; o ) GH (+) " Other (+) » Revenue (-) l?.evenu%gi ney {=
Yelynole W alegn 0.0 .22 |B-Lov/yzpblIo | |, BT+ 0 (#3745 | ~ RS/ pp | /476 T%é“z e
W o of -0 s olyzolp |20 | G40-00 | jtzio0 | — £74, 0 X 4o Fp5 47
Chardew by fulae  B3340 3726 l-1.0¢/30f| D> | 92000 | o253 | — &3, 00 W&z2.29 1
Gidd, et Ll ] o eks B \Gatp 085 | yof2.20 | — _© M pR35D

Lo o0l Vo) npntg 1 \sssier | g3.00 X i/w 79

T 7758 55D . , —
1£66.3.91 O - L e

'OTAL 39 | L5505 [, 776:00\Fi5 o0 §3,£17-7
_hereby certify that the above claim Is in accordance with the contract between ' : 9@
ind Southem Nevada Adult Mental Health Services and payments agreements for identified residents are complete, signed
nd in my possession.

ate: [{ /1 / ¢9 - Slgnature: é 2‘&4‘ . . /f{( “,ﬁbﬁxﬂm/ﬂ/
L acility Admtnfstrator o{pesig ee
Jate: A%( /Q/Zf Signature: %

Resndential rogram Director




Tag Y-908
12/22/ 3
JOHN V. ANOOSHIAN, M.D.

Mojave Mental Health
Psychiatric Clinic

e
4000 East Charleston Blvd., Suite B-130
Las Vegas, Nevada 89104

702 ¢ 968 « 4000

M¢MW Fax: 968 ¢ 4040
PATIENT INSTRUCTIONS

£

/) / > -ﬁ. /4 {:(’;{i "
PATIENT NAME; f\ | O% / ";K/v/// oate: | &/2° 7

1. MEDICATION

2. OTHER

. ( / /D

K \Moshian, M.D.




Group Care Facility @Ci W ‘)gﬂ’?ﬂé écza,

Medication Sche

Month. . 27279t N

) ) ©)
Medication | Taken | pit | 1 2 | 3| 4| 5|6 7 8| 9 | 10|11 |[12|13] 14| 15

; y VAPYY - ? 'ﬁ 5 — A ”i’/,i 7
phacaseny QY (P P 5 1BK) YD PO BT Py
Dosageg%g

Tty m\E
Cab pghtlin

(6) Prescription

&

. - / Q) - - 1 ﬁ’t/ E’d/' \I‘ ’1‘2’- q“\} ’,‘-‘/ 'J ’ . 1 7
Wmf%lyﬂﬂrﬁgfﬁ 5v’v\3w;/eusv({> B g %/%\i/w'b' &Z&?Bfgﬁyﬁ
Dosageé@,yljf; V
Y
7ale oase

(6) Prescription ) ’
@t)}m‘b}%{ c; W( Bv"‘ : @}*}" g,’\*’ % b ,‘ B E’W}ﬂ B (B4 '@‘wi‘ (TATVET I

Dé%géglz-@ i/v? ' ) ) 5 >
a']L &,u‘f? ZZWUZ

(6) Prescription

(11) Name of Doctor

(12) Med. Clinic Appointment Kept?

(1 3) Injection Received?

(14) Was the Dr/RN Courteous?

ALLERGIES:




L 1 \_ ‘
“ Group Care Facility 9_%@&?&»\ IFJ\E\N QQ\&!\ Medication Sche«

Month. /L2 oy [ Y

z_mamvm:o: mmw: Bl 2|3]a]s]|s 3 8 | o | 10| 11 [12]13] 14|15/

. A ol Teadd Bl B8 il Tl el 0 A0 1k B

. mvmmwm& M\v\\_\ ¢ B ] N o\@ﬁ 3 . wwq m‘ b 4 J\w F @ mv, r%
osage, vy

Tade. | Tut ]
% Qk\@\ | \ ; ~

/

Amv Prescription

AN
N\
N

&

By
B,
4>

t:s—*
3
%Q_
e
l ~
NGNS
tq‘ =X
k>
<
o>
<
Z
o
N
S
NG
T \~P

(6) Prescription v

X
&
ER
2.
<
2
RN
X
=z
Z
)‘\
(J)
|
=
A
N
=)
A\
™w

w&?ﬁ .| G4

7 e fCe
w? Lidion

(6) Prescription g

(11) Name of Doctor

(12) Med. Clinic Appointment Kept?

(13) Injection Received?

(14) was the Dr/RN Courteous?

ALLERGIES:
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Group Care Facility \m A28 %) Jﬁwg\& @Qﬁ& Medication Sche
Patient Name Ku\\_\@w\ . 1

Month. /L 7iada 41 |

) @ |1 & 1] 2|3|4]5]e6s 14 | 15

Medication Taken Pill ) .
L4 H L £

N
™.
\
N
0
Y
[
X
'
N
N

o
(o]
—_
o
. )
—_
Vo=
—_
n
-
w

S
O~
=
DCQ
IES
N
3 2
=
Q%’R ~
N
—
g
SR
e
A

?
o~
P
P<

\!

o~y e o A -3, : -

AQ Prescription
.@Mm\%x&s&ﬁ m% \us\\\ A < ‘q !
Dosage D) 67y }
AQ._”M\NN u\N ‘m\m g P d (. g - o~ -

R ey
(6) Prescription \

>
IS
~J
R}
AN
T
CK N
N
N ST
dr‘(‘_v:, -5\
S
-
t~ L

N
/
NS
N
N
N

~
D
X
D
N
S
<
QR
™
g

4@&@%&;
Dosage \%\.WJ\M\
..*ﬂN‘N\ \ Q\m v \g -~ - \7. A . 7 ‘\\ - < - ra f “\\.w '
ol (o Tond B0 H A CACA A YA G

Amv Prexscription

A

I\

(11) Nare of Doctor

3 Mv Med. Clinic Appointment Kept?

(13) Injection Received?

3 £ Was the Dr/RN Courteous?

ALLERGIES:




Group Care Facility 3 oig,p Ehona. Care Medication Sche«
Patient Name wu\\éz%,“@ ? 3&

Month. :\ il i Y

R

(1) 2 (3)
Medication | Taken | Pill | 2 | 3| 4| 5|6 | 7| 8] 9 1011|1213 14151

Pnggonc | 4 SO 1]\ 0 DA DA DA o 2P 2K
Dwmm@ﬁ\@mwsc
?F \SF%
%&w\@\s{ w\\iw 412 A,\A.ﬁ\qﬁ\ . T ‘,‘_Q&\\\ \A\ : \\@X

(6) Prescription ,

A ol

.

K

: : Vv
%M@w%ﬁ‘ﬁﬁmi\\ Uy'Y \_q %, w\ %\ﬂ x@ / Em &w\) 24
Gt A H A |
(6) P“Nmo:vco: v 4 J R v U 7 i Nm 7 [} N
RX
Dosage

AOV Prescription

A._ ._v Name of Doctor

3 Mv Med. Clinic Appointment Kept?

3 nwv Injection Received?

(1 4) was the Dr./RN Courteous?

ALLERGIES:
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Group Care Facility Dmrwr 2 fore Cone Medication Sche
Patient Name \A\/: Nﬁw)\ (e=L ; ¢ xﬁr}\\ -

..... _ Month €2 by P N
Meddion | 22| &) dlzfsals e 7890218405
3 - ) D . Y Py L P
BVEE 7 WAL AL (L] ULRATLLA (L C AL €S T
Aol o o | X0 LLBLAL LR N L w\-‘m Ly (7 L L
UOmmmme:Q \s\x\ 4 / ¢ p
&F f\\wm
?v&%%
av Prescription a ) ) . ; o ] ] B )
m. S ANTAA L %I4T n.\r\..‘ nLr‘, € A7A[4° (554 YL W Or; g
. m:f\ L e AN \A\ci AL DL T
UOmmmm\g; ya g %
\xw ,F e
Teh ek
Amv Prescription Q |
N , N NE ¢ oL _-,metﬁ\\m\rﬁ.a\ﬁ. AP A
@@E,S» IR 2 N S A NN, \h\,om\ (iidlvy:
_qum@@m«l\ Y/
ok Z%
dely
av _u_‘mmo:? on

(11) Name of Doctor

3 NV Med. Clinic Appointment Kept?

A._ wv Injection Received?

3 Av Was the Dr./RN Courteous?

ALLERGIES:




Nov, 15 209 @2:38PM F1

FAX NO. :64482780

FROM BECKY 1

(I I B

.nl-._'_‘—g——— .

ADULT CARE CONNECTIONS
ACKNOWLEDGES THAT THE PERSON NAMED BELOW HAS
COMPLETED THE MEDICATION MANAGEMENT REFRESHER

COURSE APPROVED BY THE’

NEVADA STATE HEALTH DIVISION
THE BUREAU OF HEALTH CARE QUALITY &
COMPLIANCE

Rebercea Vethleill

Has successfully passed the approved medication refresher examination
as required by NAC 449.196(3b) for Four (4) Continuing Education Hours)

Date Test Taken: November 14, 2009 L Rerese W(‘M

Date Certificate Expires: November 13, 2012 Signature of Proctor

J
»\
Z

Certificate No 20091114002
Adult Care Connections
3732 Lone Mesa Drive
Las Vegas, NV 89147
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11/15/2809 18:96 782--878-3411 FEDEX OFFICE 1383 PAGE B2
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FROM BECKY 1 FaxX ND. :6448276 Now. 15 2009 22:27PM P2
NPT VRS \La N1 QNE:E

B P T U -
7

Leet Lo \FRIL E P R
. participant name Ty .

Mwﬂly completed o course in CPR torine P LUS

. L HENLTI R

‘ Mowmg sundprda established by the

T '2'| American Hean Assogistion

w Moy, aw Hisv. 2w\
A 'h date reaammended rencwal

B Db

Instructor Nome

mmmmmmmwmmwimmummm

Cadiopalmanary Retuseitation 28 sct forth by JAMA (Joueal of American

Mud-lmm J CPR PLUS mtumes NQ rexponsibsitity for how thls
dnmy it gpplicd by the recipient af ths ard.

s W, uﬁm‘iﬁ' &"ug'm NV wI02
PHTZISLI0N FAX (212220048
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PAGE 81
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NEVADA DEPARTMENT OF PUBLIC SAFETY
CRIMINAL HISTORY RECORDS REPOSITORY
APPLICANT FINGERPRINT RESPONSE

ADDIES HOME CAR INC

EDILBERTA M DEGUZMAN OR JOSEPH FLINT
7955 TRAIL HEAD DR

LAS VEGAS, NV 89113

REFERENCE

ACCOUNT NUMBER: 881486 DATE FINGERPRINTED: 2008/08/25
APCN: NAME : DOB: OCA:;
PS0223370A DEGUZMAN, EDILBERTA M 1938/02/04 881486

FEI NEGATIVE

A TECHNICAL FINGERPRINT SEARCH OF THE ABOVE INDIVIDUALS FPINGERPRINTS WAS
ggg;gﬁM?D THR?UGH THE FBI INTEGRATED AUTOMATED FINGERPRINT IDENTIFTCATIONS
IAFIS

PURSUANT TO NRS 179A.210, BASED ON THE INFORMATION RECEIVED FROM THE BACKGROUND
CHECK, IT HAS BEEN DETERMINED THAT NO PRIOR CRIMINAL HISTORY INFORMATION EXISTS
FOR WHICH NOTICE IS5 SUBJECT TO RELEASE.

OR
PURSUANT TO NRS 449.188, BASED ON INFORMATION RECEIVED FROM THE BACKGROUND
CHECK, IT HAS BEEN DETERMINED THAT, THIS SUBJECT HAS NOT BEEN CONVICTED OF A
CRIME LISTED IN NRS 449.188.

THE INFORMATION CONTAINED IN THIS DOCUMENT IS PROVIDED IN ACCORDANCE WITH THE
PROVISIONS OF NEVADA REVISED STATUTE (NRS) 17SA.180 - 179A.210. THIS RESPONSE
IS BASED ON THOSE RECORDS, DATABASES, AND DOCUMENTS AVAILABLE TO THE CENTRAL
REPOSITORY OF NEVADA RECORDS CRIMINAL HISTORY AT THE TIME THE BACKGROUND CHECK
WAS PERFORMED. THE INFORMATION IN THIS DOCUMENT SHOULD NOT BE CONSTRUED TO
PRECLUDE THE EXISTENCE OF A CONVICTION RECORD OR ADDITIONAL RECORDS OF THE TYPES
LISTED IN NRS 179A.190 WHICH MAY BE IN A RECORD, DATABASE OR DOCUMENT NOT
AVAILABLE OR ACCESSIBLE BY THE CENTRAL REPOSITORY. USE OF THIS INFORMATION IS
REGULATED BY LAW. IT IS PROVIDED FOR OFFICIAL USE ONLY AND MAY BE USED ONLY FOR
ngvggggoggnggUESTED. DISSEMINATION TO A SECOND PARTY OR ENTITY IS PRCHIBITED.
0

DATE REPORT GENERATED: 2008/12/17

NEVADA DEPARTMENT OF PUBLIC SAFETY
RECORDS AND IDENTIFICATION BUREAU

B2



PAGE 83
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\Apmcﬁ Wome Qipes

RED ROCK MEDICAL CENTER

5701 W Charleston Blvd # 100, Las Vegas, NV 89146.
_Phone: (702) 877-9514

211250 DEGUZMAN CESAR M  05/18/1974 11109/2009 CXR
X-Ray Chest PA & Lateral view.

Both lung fields are clear.

Both apices and CP angles are clear.

Both diaphragmatic contours are normal.

Cardiac shadow within normal limits.

Soﬁ tissues and rib cage do not reveal any abnormality.

The pre & retro-cardiac spaces are clear on Lateral view.

No e/o mediastinal mass.

OPINION:~ NORMAL FINDINGS.

D Pasasuw
s/d R.D.Prabhu M.D.
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take care health services’

&

Eight Tower Bridge

161 Washington Street ~ Suite 1400

Conshohocken, PA 19428

TakeCareHealth.com « 1-866-Take-Care {1-B66-825-3227)

Tuberculosis Skin Test Results

Patient Name: (oenme | QQ 9¢, Z2mal)

Patient DOB: _ 05 ~ (¥ - (9 24
Date TB test administered: _//.(3" 09

Date TB test read: ___ /- 06 - CF ,

Take Care Provider Reading Test: _/7- Lﬂ?&g AC

Resuit of TB test: A 25 mm é&ftmegative)
. . ..;d"‘j

Additional Comments: Oxe nee d.e c/' Pg ot e:rﬂ‘" e 42, . cl ﬁ
elast. C’a‘wnZ/ fleca bt Distict - T8 Clemac -
Can elao dee PO

1 understand that the resuits of the Tuberculosls Test. The Take Care Provider has provided
me with clear discharge instructions and I acknowledge that 1 am responsible for adhering
to these discharge instructions.

\ O S ‘ 1 los

Signature of Patiént Reediviig TB Test (or parent/guardian) Date
ezt e It/ fog
Signature of T2 ’Care Provider reading TB Test Date

Rev 9.15.09
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save !

L

-

CVS/pharmacy

for all the ways you care™

4014 5. RAINBOW, LAS VEGAS, NV
(702) 873-6917

RER#CT TRANBRO19 LSHRES0R119 STREBROY

ExtraCare [ard 8: #xskanau2]21

- Y -1, 3¢

1 N6 FLU MASK 1CT 2,997
1 N9S FLU MASK I1CY 2.997
1 NS5 FLU MASK ICT 2,997
4 ITEMS
SUBTOTAL 1676
NV B 1% TAX 1.28
TOTR. 17.04
OERIT 17.04
¥R H RN R XGE4E MS
m#»mr

I

2508 &799 3148 0190 10
RETURHS WITH RECEIPT THRU 061/09/2010

NOVEMBER 10, 2009 11119 AN

TR T T

RA
THANK YQU. SHD> 249 HOURS AT CVS.COM

ExtroCare Cord balonces as of 10/11

j‘

back for details, save money. earn rewards. see back for details, save money. earn rewards. see back for

FALL 2009 SPENDING: 8.4

2009 CVS BRAND:SAVINGS: 5.8

wards, see

e

LSk e 7Y AL e T e M el e e n P e e T ok 0 W = e L - ey
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NOR-168 2889 13:19 From:MED ROOM 1793833618 To: IEESE606 P.171

FROM ZBECKY 1 FAx ND. 5446270 Moo, 46 2083 12:46PM P1

Nodes Woma Quer

Rl Futmy tor,

Prior to Admission/Annual TB Symptoms Check
Ve of Screcning I /40 1 09

Nume of person being screened LB WOLFKIEL _ (please print)

Y our history ind_imes lha.n you are a tuberculin gkin test reactor, Peoptq,wglh Tatent TR infection
sty devclop active TB diseasc in thelr lifetima. "Please answer the following questions honustly,
-to help detecmine (€ you have symptoms of active TB which may require immedizie trearmenL

Ro.you have or have yeu baen experieneing the fatlowing?

1. A rough that lasts longer thaw 3 weeks yos__ Bo o’
if yes, when did it stary? -

2, A productive cough yen___ LW
if yes, when did it stare?

3. Blood in sputum yes__ na_—="
if yes, for hew long?

4. Fever (ant aysoviated with cold, flu or other apparent illuess) yes rryed

S. Swaating zt night yes_ L P> o
if yes, how Yong Rave you baen experiencing this?

6. Unexpigined weight loss yes m_&_//
if yes, bow much weight have you lost? o

7. Becw in close contatt with a person wn$ Im ackive mhmnuinﬁs - yoR___ no_g "

Have you convubted 2 modica! professional for any of these symptoms?  yes oo

if yes, please indicate the name of the medical professionai

the medical prufessianal’s telephone cumber ée 2 — 22:& s 'g

W hut megications are You curvently taking?
L JPI7OR
1D ENE.CARE.

1 it is determined that you answered yeas {0 question numbior 1 and there are any other yes
answers to questions 2-7 and the person beiny screened has not congulted a medical profissional,
then & medical professional must be consulted. 1f the person conducting the soreening is a
medical profassional, then the medital professional should make a determination comcerning the
digposition of the person being sereened,

Name of the Scrésner

Signatnre of the Scroene:

1 uroup cam Fperom, TR Snptons {Theck doc
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. == mr=o e
o o | o, [ | | B | e
Programs | wiStipend | Stipend | Stipend wiStipend W/oStipend | Stipend

1 $3493 |$3032 ($461 |[$47.12 [$4251 |$4.61

2 $69.87 [$6064 |$9023 [$9426 |$8503 |$923

3 $104.80 |$90.96 |$1384 |$14139 |$12755 |$13.84
4 $13074 | $12120 [$1845 |$18851 [$170.06 |$ 18.45
5 $17467 [$15161 |$2306 |$23564 |$21258 |$23.06
6 $20961 [$18193 ($2768 |$282.78 |$255.10 |$27.68
7 $24455 [$212.26 ($3220 [$32000 |$297.61 |$32.29
8 $27948 |$24258 [$3690 |$377.03 |$340.13 |$36.90
9 |$31442 [$272.90 |$4152 (542416 |$38264 |$41.52
100 [$34935 [$303.22 [$46.13 |$47129 [$42516 |$46.13
11 [$38429 |$33355 |$5074 |$51842 |$467.68 |$50.74
12 $41922 [$363.87 |$55.35 |$56554 |$510.10 |$55.35
13 $454.16 [$3084.10 | $50907 |$61268 |$552.71 |$50.97
14 | $489.10 | $42452 | $64.58 |$65981 |$50523 |$64.58
15 $52403 [$45484 [$6019 [$70693 |$637.74 |$69.19
16 $558.07 [$485.16 ($7361 |$754.07 |$680.26 |%73.81
17 $50300 |$51548 |$7842 ($801.10 [$72277 |$7642
18 $625.84 [$545681 |$683.03 |$84832 |$76529 |$83.03
19 $66378 |$576.13 [$B87.65 |$89546 |$807.81 |$87.65
20 $698.71 | $606.45 [$9226 |$94258 |$850.32 |§$92.26
21 $73364 [$636.77 ($96.87 |$980.71 |$69284 [$96.87
22 [$76858 [$667.10 |$10148 |$1038.83 |$935.35 |$ 101.48
73 $80432 |$697.42 |$ 106.10 | $ 108397 |$977.87 |$ 106.10
24 $83845 |$727.74 1% 11071 |$1131.10 |$1020.39 | $ 110.71
25 $87338 [$758.06 9 115.52 |$11768.22 |$ 1062.90 | $ 116.32
26 $60833 [$768.39 | $119.94 | $122536 |$ 110542 [$119.94
27 $94326 [$818.71 | $ 124.55 | $12/249 |$1147.94 | $ 12455
28 $978.19 |$849.03 |$120.16 | $1319.61 |$ 1190.45 | $ 129.16
29 $1013.12 [$679.35 | $ 133.77 | $ 1366.74 |$ 123297 | $ 133.77
30 $1048.06 | $900.67 | $ 138.30 | $ 1413.87 |$ 127548 | $ 138.39
31 $1083.00 | $ 940.00 | $ 143.00 | $ 1461.00 |$ 1318.00 | $ 143.00
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- AGNES P. MORTEL, MD
5025 Alta Drive Las Vegas, Nevada 89107

Tubéi‘culinf Skin test (Mantoux)

Pétient name; ?wk P Aﬁtgk SSN:

First step

Date given: ‘7/35' / 09 Site: & EA Size:
Induration: __ 2™ Wun Date read: /0 / &/0 7
Manufacturer: ) Hp Lot: /1108 ¥
‘Expiration: /! j/ 0 Administered by: wr®

i , ' 7%
Second step

Date given: lpz’gz;_)g Site: & £4 Size:

Induration: £2 s Date read: /Q/ g o9

- Manufacturer: ‘_) !-l-‘f , Lot: /Il &5F
| Expiration: {1 / [0 4 Administered by: ﬁ/[u:.m Z

4 Ay,



