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Surveyor: 25107

A compiaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for long
term care facilities, was conducted from 3/16/15
through 3/18/15. Areas surveyed included Dietary
Services, Sanitation, Therapeutic Diets, Abuse
and Neglect, and Nursing services. Dow Rummel
Village was found in compliance.
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