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License Number: AL1408

Ms. Shaye Donica, Administrator
Arbor House Reminisce

151 48th Avenue Southwest
Norman, OK 73072

Survey Event ID: X7LR11

Dear Ms. Donica:

Enclosed is a report of the complaint investigation conducted at your Assisted Living
facility on June 17, 2022. No deficiencies were cited. Oklahoma Statutes require that
this report be made available for public inspection within the facility for the next three
years.

If you have any questions concerning this report, please call me at (405) 426-8200.
Sincerely,

Lisa Cabiin

Lisa Calvin

Long Term Care Enforcement Reviewer/Analyst
Oklahoma State Department of Health
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INVESTIGATIVE REPORT
Facility: Arbor House Reminisce
Address: 151 48™ Avenue Southwest
City, State, Zip: Norman, OK, 73072
Provider #: AL1408
Complaint #: OKO00059031
Investigation Date(s): 06/17/22
S =SUBSTANTIATED
ALLEGATION(S)

US = UNSUBSTANTIATED

1. The facility failed to provide an environment with safe and comfortable

US
temperatures.

Deficient practice was unsubstantiated for allegation #0K00059032. No further action is required.
A determination that an allegation was unsubstantiated (US) is not a judgment, or any reflection of the accuracy
of the allegation, nor is it a dismissal of your concern. It means the survey team did not find sufficient evidence

at the time of the investigation to confirm a deficient practice or violation of the federal/state regulations had
occurred in relation to the allegation.

Thank you for bringing these concerns to our attention.

Preston Walker Life Safety Code Specialist
Date report completed: 06/17/2022
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