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A Recertification and Abbreviated Survey investigating
KY699475/KY45723 was concluded on 08/28/2025. The
facility was found to be in substantial compliance with
42 CFR 483 subpart B.

No deficiencies were issued related to
KYB699475/KY45723.

Survey Dates: 08/26/2025 - 08/28/2025
Survey Census: 22
Sample Size: 12

Supplemental Residents: 1

BRECKINRIDGE PLACE 170 SYKES BOULEVARD , MORGANFIELD, Kentucky, 42437
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
FQo00 INITIAL COMMENTS F0000

Any defictency statement ending wilh an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions ) Except for nursing hames, the findings stated above are disclosable 30
days following the date of survey whether or nal a plan of correction is provided For nursing homes. the above findings and plans of correction are disclosable 14 days
following the date these documenis are made availab'e to the facility If deficiencies are cited. an approved plan of correction ts requisite to conttnued program

pariicipation

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

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1D4E48-H1 Facility ID: 101101 If continuation sheet Page 1 of 1



