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4 000| Initial Comments 4000
A re-licensure survey was conducted from
09/26/22 to 09/30/22. The facility census
included 99 residents.
4 120) 1-94.1-27(9) Resident rights and facility practices 4120
Written policies regarding the rights and
responsibilities of residents during the resident's
stay in the facility shall be established and shall
be made available to the resident, resident family,
legal guardian, surrogate, sponsoring agency or
representative payee, and the public upon
request. A facility must protect and promote the
rights of each resident, including:
(9) The right to names, addresses, and
telephone numbers of pertinent resident
advocacy groups;
This Statute is not met as evidenced by:
F577
Office of Health Care Assurance
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Electronically Signed

STATE FORM

6899 QOAB11

If continuation sheet 1 of 1



