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CONFIDENTIAL

This fax that you have received contains highly confidential and federally protected health
information. If you are not the intended recipient listed above and have received this fax in
error, please notify us and destroy your copy immediately. Use or release of any information
contained in this document can and will be prosecuted under HIPAA (Health Insurance
Portability and Accountability Act of 1996) guidelines
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ANT MARY'S FAMILY CARE HOME # 3

This Rule is not met as evidenced by:
BEDROOM #1

4) During the survey, it was observed that
several bedirame marks dotted the floar at the
bed |located on the outer wall. Contact a qualified
technician fo make the necessary repairs.
Provide to our office copies of any documentation
that verifies the repairs.

03/23/16: SF-Observations revealed g small tear
in the vinyl floor where the bed posts have
penetrated the floaring. Have a qualified
technician repair the damaged floor and provide
protection between the bed legs and flooring to
prevent future damage.

BEDROOM #2
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3) During the survey, a depression was chservet
in the left wall. Contact a qualified technician to
make the necessary repairs. Provide to our office
copies of any documentation that verifies the
repairs.

03/23/16: SF-Observations revealed that the wali
was still damaged. Have a qualified technician
patch the wall. Provide documentation of the
repairs in the form of photos, receipts or work
orgers.

BEDROCM #4

3) During the survey, it was observed thatthe
door to the %4 bathroom has damage on the lower
right corner. Contact a qualified technician to
make the necessary repsirs. Provide to our office
copies of any decumentation that verifies the
repairs.

03/23/16: SF-Observations revealed that the
finish is delaminating on the inside face of the
door. Have a gualified technictan repair the door.
Provide documentation of the repairs in the form
of photos, receipts or work orders.

EXTERIOR

2) During the survey, it was observed that on the
rear side of the hame there is damage to the vinyl
trim work which has exposed the wooden fascia
board and soffit. Contact a qualified technician to
make the necessary repairs. Provide to our office
copies of any documentation that verifies the
repairs.

03/23/16; SF-At the time of this survey, the
damaged viny! trim and soffit had not been
repaired. Have a qualified technician repair the
trim and soffit. Provide documentation of the
repairs in the form of photos, receipts or work
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