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A follow-up survey was conducted to determine !
compliance with your plan of correction submitted
for deficiencies cited on August 1, 2013 and April
17, 2013.
' The survey findings was based on observations
| in the home, interviews with administrative
management, and direct care staff, and a review
| of resident and administrative records, including
| incident reports.
The survey findings determined that the
- community residential facility was in substantial
compliance with all findings. |
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