OFFICE OF HEALTH QUALITY

Revisit Report for State Deficiencies Corrected

“B*” FORM
Facility Name: &\\\\&uﬁ\\\.\ § §L City: ? > MN\MA\.
J 7 . 7
Date of Follow-Up: Qw \\ w\\\\u ol Follow-up to Survey Date of: «\\\ Vb/ 08
Tag # Sect 4(e mwu Tag # Tag # Tag #
Date . \ Date Date Date
Corrected: AWM\ / W\ 0% Corrected: Corrected: Corrected:
Tag # Tag# Tag# Tag #
Date Date Date Date
Correcied: Corrected: Corrected: Corrected:
| Tag# Tag # Tag # Tag #
Date Date Date Date
Corrected: Corrected: Corregted: Corrected:
Tag# Tag# Tag # Tag #
Date Date Date Date
Corrected: Corrected: Corrected: Corrected:

\.ﬁ
Signature of Surveyor: m\ \\_.N\? \“ﬁ a%'\\ Date: G-/ S 05

(Rev. 10/18/02) 4




