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An Abbreviated Survey, investigating

KY00022787, was initiatred on 02/03/15 and
“concluded on 02/04/15. KYQ0022767 was

unsubstantiated without identified deficiencies.
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days following the date these documents are made available to the facility. If deficiencies are cited. an approved plan of correction is requisite to continued

program participation,

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: X7PS11 Facility ID: 100110 If continuation sheet Page 1 of 1



