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Surveyor: 16385
A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for long
term care facilities, was conducted from 9/21/15
through 8/22/15. Areas surveyed included nursing
services, staffing, quality of care, abuse and
neglect, and resident safety. Golden LivingCenter
- Covington Heights was found in compliance.
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Any déficiency statement ending with W) denotes a deficiency which the institutioﬁ:majg be'excused from'correcting providing it is determined that
other safeguards provide sufficient protection to patients. (See instructions.) Except for nursing*hames, the findings stated above are disclosable 90 days
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