
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES T(Xi) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

095031

ROCK CREEK MANOR NURSING CTR

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - MAIN BUILDING 01

B. WING

STREET ADDRESS, CITY, STATE, ZIP CODE
2131 0 STREET KRIV

IMASHINGTON , DC 20037
ID

PREFIX
TAG

K 000

The annual Life Safety Code inspection was
conducted on January 20, 2006. There were no
deficiencies cited.
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