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Surveyor: 23059
A complaint health survey for compliance with 42
CFR Part 483, Subpart B, req_uireme.n_ts for long
| term care facilities, was cotiducted from 11/4/14
through 11/5/14. Areas surveyed included
resident assessment, abuse/neglect of residents,
sufficient staffing, and environmenial cleanliness.
winner Regional Healthcare Center was found in
compliance.
LABOWTOR'S OR PROYIDE PLIER R! ENTATIVE'S SIGNATURE TITLE '(?/smg/-
~ ;
Cego (/9 /[

An@afrﬁency stater;%rdfng with aglastérisk (%)
other safeguards proyiée sufficient protection to t
following the date of survey whether or not a

program participation.

Ttes a deficiency which the institution may be excused from cd?;ﬁéféting:
patients. (See instructions.) Except for nursing homes, the ﬁnding':s gs’ég&

ed-above’s

ﬁroﬁdjng‘;iﬁis&e f_ﬁin@‘/thgfﬁ“\

f, of correction is provided. For nursing homes, the above findings and pT;a;h§ of correction are disclosable
days following the date these documents arg made available to the facility. If deficiencies are cited, an approved plan;of ¢ rrection i

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: QY1B11

Facility ID: 0071

{_t.continuation.sheet.Bage ) 1 of 1
S0 DCHLAC

re-discldsable %daiyé
i

HH

i
it
ontinued | { I}
3 /]




