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Initial Comments

Surveyor: DC007

A licensure survey was conducted from June 9,
2010 through June 10, 2010. The findings of the
survey were based on observations of the
Community Residential Facility (CRF),
interviews with the administrative staff and
residents, as weli as a review of clinical and
administrative records, including incident reports.
A random sample of three (3) residents was
selected based on a census of thirteen (13) with
various medical disabilities, and three (3) '
personnel files based on a census of sixeen
(16).

A thorough environmental inspection was also
conducted of the facility and there were no
deficiencies found at the time of this inspection.
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