;QH Foriﬁ-;‘!{p'brbved '
9/29/2010.

State Form: Revisit Report

{Yt) Provider!Supplier/CLIAJ
Idantification Number

TN1702

{Y2) Multiple Construction
A. Building

B. Wing

01 - MAIN BUILDING 01

(Y3) Date of Revislt

9/28/2010

Name of Facility

ALAMO NURSING AND REHABILITATION CENTER .

Strest Addrass, Cily, State, Zip Code

580 W MAIN STREET
ALAMO, TN 38001

This report Is completed by a State survayer te show those deficlencies previously reportad that have been corecled and the date such comeclive actlon was accomplished. Each
daficiency should ba fully identified using either the regulation or LSC pravision numbar and the identification prefix cede pravicusly shown on the State Survey Report (prefix
codes shown to the left of each requiremant on the survey report form).

(Y4} ltem (Y5) Date {Y4) ltem (Y5) Date (¥4} ltem (YS} Date
Carraction Corractlon Correction
Complated Complated Completed
1D Prefix  noB32 08143/12010 D Prefix ID Prafix
Rea. # 1200-8-6-08(2) Reg. # Reg. #
LsC Lsc LSC
Corraction Corraction Cormrection
Completed Completed Completed
ID Prefix ID Prafix ID Prafix
Reg. # Rag. # Reg. #
" L8C LSC Lsc
Correction ' Correction Corraction
Complatad Compleled Completed
1B Prefix 1D Prefix ' 1D Prefix
Reg. # Reg. # - Reg. #
LsC LSC LSC
Carraclion Coragtion Comnection
+  Completed Completed Completed
ID Prefix iD Prefix 1E Prefix
Reg. # Reg. # - Reg. #
LSC LsC LSC
Correction Corraction Correction
Complated Complated Completed
1D Prefix 1D Prefix ID Preflx
Reg. # Reg. # Reg. #
LsSC LsC LSC
o
Reviewed By V| Roviewed By - Date: Slgnature of Surveyor: Date: /’ -
State Agency 0\0 OIILﬁ!l < O ;Q B e ‘7/'2?-
Reviewed By Reviewed By Date: Signature c@urveyor: Date:
CMS RO
Followup to Survey Complatad on: Chack for any Uncorrected Deficlencles. Was a Summary of
9/13/2010 Uncorrected Deficlencies (CMS-2687) Sent to the Facllity? ygg NO
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