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Y 000! Initial Comments Y 000

The facility is ficensed for ten Residential Facility
for Group beds for elderly and disabled persons,
Category | residents. ‘

This Statement of Deficiencies was generated as
a result of a self-attestation questionnaire and is
not the result of an annual State Licensure
survey. Since the facility is in good standing with
the bureau and its 2010 annual survey revealed
no major regulatory deficiencies, the facility was
selected to complete the seif-attestation
guestionnaire in lieu of a 2011 annual survey.
The facility completed the questionnaire on
7/11/11. The questionnaire indicated the facility
was in regulatory compliance and the faciiity wili
receive the grade of A. No further action is
necessary. Please retain a copy of this report for
your records.

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM 6898 BRNJT11 If continuation sheet 1 of 1




