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| A complaint health survey for compliance with 42
| CFR Part 483, Subpart B, requirements for Long
Term Care facilities was conducted on 2/6/24.
The area surveyed was the misuse of resident .
funds for staff's yearly bonuses. Westhills Village |
Health Care Facility was found in compliance.
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Executive Director 02/13/2024

AKelsey Baurtackh
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{Except for nursing homes, the findings stated above are disclosable 90 days
ursing homes, the above findings and plans of correction are disclosable 14
ciencies are cited, an approved plan of correction is requisite to continued
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