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F 000 INITIAL COMMENTS F 000

 An abbreviated survey (KY#17845) was 

conducted on 02/24-27/12 to determine the 

facility's compliance with Federal requirements.  

The complaint was unsubstantiated with no 

deficiencies cited.  The facility was determined to 

be in substantial compliance with 42 CFR Part 

483 Requirements for Long Term Care Facilities.
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