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* An Abbreviated Survey investigating ARO #KY
00020691 was initiated on 09/24/13 and
concluded on 08/25/13. ARO #KY 00020691 was
unsubstantiated with no deficiencies cited.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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: THXC11 Facility ID: 100381 If continuzation sheet Page 1 of 1



