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A complaint healih survey for compliance with 42 .
CFR Part 483, Subpart B, requiremenis for Long
Term Care facilities was conducted on 6/22/23 in
accidents category and elopement reviewed,
Dells Nursing and Rehab Center Inc was found in
compliance.
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Any daficiancy slacﬁyﬂ:enl ending with an aslorisk {*) denoms a deficioncy which the institution may be excused from coreacting providing it is delermined thal

other safeguards ide suffi cmntﬁimmfﬁwmp'- i S T—Evdapl for nursing homeos, ihe findings staled abova are disclosable 80 days
following the date of survey whethe }:t alpta sing homas, the above findings and plans of correction are disclosable 14
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