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11-94.2-0 Initial Comments

The Department of Health, Office of Health Care
Assurance, conducted a recertification survey
from 10/22/24 to 10/25/24. The facility was found
not be in compliance with 42 CFR §483, Subpart
B. The Office of Health Care Assurance will
accept the federal Medicare recertification of this
facility for state relicensing purposes and has
exempted this facility from a relicensing
inspection as authorized by Chapter 11-94.2,
Hawaii Administrative Rules, §11-94.2-6(e).
Refer to the federal Medicare recertification
survey report to review the statement of
deficiencies and the facility's plan of correction.

The census was 77 residents at the time of
entrance.
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