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An Abbreviated Survey investigating
KY#00019914 was initiated on 03/27/13 and
. concluded on 03/28/13. KY#00019914 was
* unsubstantiated without deficiencies cited.
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cther safeguards provide sufficient protection ie the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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days following the date these documents are made available teo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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