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STATEMI:NT OF DEFICIENCIES 
AND PLAN Of  

ex 1)  
IDENTIFICATION  

(X2) MULTIPLE GONlimUCllON 

A BUILDING 01 • MAIN SUII_DING 01 

(X3) DATE  
COMNnr:D 

095026 
a WING _ 

OS/24/2007 
NAME OF PROVIDER on  STREF-TADDRESS, CITY, STATt:, ZIP COOt: 

6200 OREGON AvE NW 
KNOLLWOOD HSC WASHINGTON, DC 20015 

(X5)PROVIDER'S PLAN or CORHLG'I'IONSUMMARY STATEMf:N'f 01' OI:I'ICIENCIES ID(X4) 10 (EACH CORRECTive ACTION SHOULD BE PRI:FIX(EACH DEfiCIENCY MUST ElE PRECEDED BY FULl. DAlE TO THE APPROPRIATE TAGRECUl.ATORY OR isc IDI:NTIFYING INFORMATION) TAG DF-FICIENCY) 

K 000 K 000 INITIAL COMMENTS 

The annual Life Safety Code inspection was 
conducted on May 24,2007 No deficiencies 
were cited 

Any  statement ending witt) al/ asl(ll"is!<. (0) denotes II deficiency which the irll\lilullol) may be excused from correcting providlllg IllS determined thai 
otner llllfllguards providll IIlJHiciGnl  to the patients (Seo InGlrudlioll5)  for nursing homes, Iho findings lllDled above are disCIOtlablQ 90 days 
following the date of survey whether or (101 OJ plan of correction is provided For nursing homes. the above findings and plan,. of correction are diaclosable 14 
days fOllo"",lng the date these documents are made al/ailablo to tha (acilily If deficiencies are citOd, an approved plan of (;011"6(;1;01\ is requlsite to continued 
program participation . 
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