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 Z 000 COMMENTS  Z 000

LICENSURE FOLLOW UP VISIT TO THE 
SURVEY OF 05/17/2012
(COMPLAINT #1251420)

 

 Z9999 FINDINGS  Z9999

The facility is in compliance with their imposed 
plan of correction for 350.620, 350.1210, 
350.1230 b) 6) 7) and 350.3240 a) for licensure 
findings found during the survey of 05/17/2012.
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