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Provider ID: 5-100038

Home Name: Marysol Ganotisi, CNA Review iD: 5-100038-4
4212 Helii Place Reviewer: _
[ |
Lihue Hi 96766 Begin Date: 1/13/2015 End Date: \ | x-'ﬁ\\ S
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Foster Family Home Required Certificate [17-1454-6]
6.(d)(1) Comply with all applicable requirements in this chapter; and
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6.{d)(1) ) . ; :
Review for recertification. Former SCG added back on as SCG. Ali items submitted on date of review.
Foster Family Home Personnel and Staffing [17-1454-41]
41401 Tuberculosis clearances that meet department of health guidelines; and
e s SR SR R B e e R S Rheeet el ¢ R e SR SR Hm

41.(b){5)(C)x)
Results of CG #3's TB test ( already done) to be submitted.
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