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A. BUILDING
B. WING C
2154 03117/2011
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TENDER HEART ASSISTED LIVING iﬁ%sug%Lé?aNguanﬁ '35107
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIQN SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY)
A 000 Initial Comments A 000
o m@é
A complaint investigation was completed for /[ ,
intake NM0O0027943. The Complaint was 9/15

unsubstantiated with no deficiencies cited.
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