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On 06/18/2026, Surveyor conducted a monitoring 
visit at REM Ontario to review the provider's 
request to change ambulation status. Based on 
compliances with DHS 88, effective 06/18/2026, 
the provider may serve up to 4 residents who are 
non-ambulatory. 

Census: 4

 

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

If continuation sheet  1 of 16899STATE FORM K4U311


