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Initial Comments 

Surveyor: DC006 
A licensure survey was completed on May 25, 
2012. The findings were based on a review of 
random sample of five (5) clinical records based 
on a census of twenty-one (21) residents, five 
(5) employee records based on a census of 
approximately (20) employee's, observations, 
interviews with staff and resident. There were no 
deficiency cited during this survey period. 
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