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Complaint Investigation: KY00021246

Dear Ms. Willis:

On February 7, 2014, the Division of Health Care completed a complaint investigation
at your facility. This survey was conducted to determine the facility's compliance with
federal certification requirements as it relates to the allegation(s) of the complaint. The
survey found your Nursing Facility to be in compliance with certification requirements
and the complaint was unsubstantiated.

Enclosed you will find the Statement of Deficiencies as it relates to the findings of this
complaint investigation.

If you should have questions regarding this information, please contact our office.

Sincerely,
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Gae Vanlandingham, RN
Regional Program Manager
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