GOVERNMENT OF THE DISTRICT OF COLUMBIA

Department of Health
Health Regulation & Licensing Administration
* w X
Intermediate Care Facilities Division _
I
DEC 2 1 2010
Lynda Richard
Director of Operations
CARECO
8555 16™ Street, Suite 240
Silver Spring, Maryland 20910

RE: 6613 6" Street, N.W.

Dear Ms. Richard:

On December 9, 2010, a monitoring survey was conducted to review the adequacy of
adaptive equipment being used by the individuals in your facility. The monitoring survey
resulted in a determination that your facility remained in compliance with the federal and
licensure requirements.

Thank you for your cooperation during this monitoring visit. If you have any questions

regarding this matter, please contact Laura A. Hunte, Supervisory Health Services Program
Specialist, Intermediate Care Facilities Division on (202) 442-5888.

Sincerely,

Sharon H. Mebane

Program Manager
cC: Kenneth Cabral
Director of Quality Management
Department on Disability Services

899 North Capitol Street NE + 8th Floor »Washington, D.C. 20002 « (202) 442-5888 * FAX (202) 442-9430
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A monitoring survey was conducted on December |
g, 2010, to review the adequacy of adaptive

. equipment being used by the clients residingin !

the facility. The facility has a residential ;

population of five females with various levels of |

" mental retardation. i

The findings of the survey were based on
" observation, interviews and record review, as well :

as a review of client and administrative records, ‘
“including incident reports. During the survey, the |

facility was determined to be in substantial 3

compliance with the federal intermediate care

facility regulations at the standard level.
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. A monitoring survey was conducted on
December 9, 2010, to review the adequacy of

" adaptive equipment being used by the residents
of the facility. The facility has a residential
population of five females with various levels of |
mental retardation. :

The findings of the survey were based on
observation, interviews and record review, as well |
as a review of client and administrative records,
including incident reports.

The results of the survey determined the facility
was in substantial compliance with Title 22
DCMR, Chapter 35.
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