PRINTED: 05/07/2014

.. FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICEENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDRNG: COMPLETED
TN5302 B. WiNG 0412312014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
700 WILLIAMS FERRY RD
BAPTIST HEALTH CARE CENTER LENOIR CITY, TN 37771
04y 1D [ SUMMARY STATEMENT OF DEFICIENGIES ] B PROVIDER'S PLAN OF COFIRECTION o)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY EULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO 'THE APPROPRIATE DATE
DEFICIENCY)
N Q00| Initial Comments N 000

Alicensure survey and complaint investigation
#32426, #32641, and #33500, were completed
onApril 21 - 23, 2014, at Baptist Healthcare
Center. No deficiencies were cited under )
Chapter 1200-8-8, Standards for Mursing Homes.
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