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 V 000  V 000INITIAL COMMENTS

An annual survey was attempted on May 9, 

2018.  According to the Licensee and the 

Regional Director there are no clients being 

served at the facility.  The last time clients were 

served at the facility was February 6, 2018.

Observation on 05/09/18 of the facility at 

approximatley 9:30 revealed:

- Two adult female staff of the Licensee and one 
male staff of the Licensee were on site "spring 
cleaning" the facility and completing yard work at 
the facility.

Telephone interview on 05/09/18 with the 

Licensee and the Regional Director revealed:

-No clients were residing at the facility since

02/06/18.

-The former resident/client was transferred to a

sister facility on 02/06/18 and discharged from the

current facility.

-The Regional Director agreed to fax the

discharge summary for the former resident to

DHSR surveyor.

Division of Health Service Regulation

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM 73RE11


