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A standard survey was conducted 06/15 -
06/16/10 and found the facility to be in
compliance with no deficiencies cited.
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A Life Safety Code survey was initiated and
conducted on 06/25/10 to determine the facility's
compliance with Title 42, Code of Federal
Reguilations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
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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
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