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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 6/21/23 in
accidents category and elopement reviewed.
White River Health Care Center was found in
compliance.
LABORATORY DiRECTOR‘S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTEE . (X8) DATE
AL 7 Brdeed B minshador /31173

Any deficiency statement endmg with an as’{ensk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

cther safeguards provide sufficient prctectlon to the patients . (See mstrucﬁons) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey Wthl@J Zimiles ar-arsing homes, the above findings and plans of correction are disclosabie 14
L]

days following the date these do iencies are cited, an approved plan of correction is requisite to continued
program participation. Tj
, TTT 1]
FORM CMS-2567(02-89) Previous Ve-iv nJ Qlsolete Event | (:ladiiit Facility 10: 0086 If continuation sheet Page 1 of 4
97 JUN 27 203 :
1

l SD DOH-OLC




