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l b
" An annual inspection was conducted on May 24, i
1 2011. The survey findings were based on record :
. review and a staff interviews. The sample size ‘
| was five (5) personnel records based on a |
| census of five (5). l‘
' There were no deficiencies found at the time of i
| this inspection and the agency was in compliance |‘
| with Title 29 Chapter 16, Standards of Placement, |
' Care, and Services for Child Placing. |
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