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INITIAT COMMENTS

ct MS #14825
A complaint Investigation was conductod on
Oclober 23.2017 in your faclllty. The result of lhe
lnvesllgation was unsubstantlated with no
delicienciee clled.
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Any deficiency statoment ending wlth En s (') denoteg a defloiency which lhe in3tituton mey be cxcused t oth Eorrecting providi ng it is determined tiat
olh6r srf.guerds provide suficienl proleotlon to the pall6nE. (Ss€ lnslructlon6.) Erc€pt for nurElng hqm€6, the findings rtated above are dlsqlo6able 90 dByg
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FORM CMS-2S67(o2€9) P/€ebu! \&rElorls Ob€ol€ts Evenr lO: RNO|11 Fadllly lor3TLH lfconllnultion sheet Page 1 or l

B WNG-

I

F00ol

I

I :

F 000 i

!

I

I

I

L

I

t

I

I

I

:

i

!

I

I

I

I

I

I

I
I
I

I

I

I
I

I

I

I

I

!

!

i
!

I

I

!

i

!
;
t.

!

TI]IE


