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On 4/25/19, an onsite revisit survey was
conducted to verify correction of deficiencies
noted during the March 15, 2019. Promontory
Point Rehabilitation it was found to be in
substantial compliance with federal health care
regulations as of April 15, 2019.

The surveyors conducting the survey were:

Jenny Walker, RN, Team Coordinator
Roxie Lacey, RN
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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