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A follow-up survey was conducted from October i
' 30, 2013 through October 31, 2013, to verify that
| the facility had come into compliance with the
| conditions of participation of client protections.
' Three sampled clients were selected from a
“population of four women with varying degrees of
intellectual disabilities.

| The survey findings determined that the facility
 was in substantial compliance with the conditions |
| of participation in client protections. ‘
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A follow-up licensure survey was conducted from | i
October 30, 2013 through October 31, 2013, to |
verify that the facility had come into compliance
with local licensure requirements. Three sampled
| residents were selected from a population of four
| women with varying degrees of intellectual
| disabilities.
The survey findings determined that the facility
was in substantial compliance with local licensure
requirements. }
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