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Follow-up survey was conducted on 9/13/17,
and it was determined the facility was back in
substantial compliance as of the date alleged in
their plan of correction.

The follow-up survey team consisted of Edith
Cecil RN and Brad Perry, L.S.W.
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Follow-up survey was conducted on 9/13/17, and
it was determined the facility was back in
substantial compliance as of the date alleged in
their plan of correction.
The follow-up survey team consisted of Edith
Cecil, RN and Brad Perry, L.S.W.
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