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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5S-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
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Surveyor: 32331
A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for long
term care facilities, was conducted from 7/28/15
through 7/30/15. Areas surveyed included quality
of care and treatment and infection controi.
Tieszen Memorial Home was found in
compliance.
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