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DEFICIENCY)
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A Recertification survey was conducted from
TA1M8 through 7/13/16, at Baptist Health Care
Center. No deficlencies were cited under 42 CFR
Part 483, Requirernents for Long Term Care
Fachiting,
LABORATORY BDIRECTOR'S OR PROVIDER/SURPLIER REPRESENTATIVE'S BIGNATURE TITLE . (X8) DAYE
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Any daficloncy Statement ending with an asteriok (*) derotes a deflglancy which the insfilofion may b axcusad from gorcesting providing it is deterrmined that
ou?r’,-r saregua{ds provide 3ufﬁcignt gratectian o the patlents. (See instrucliona.) Excent for nursing homes, e findings stated abovii are dlsclopable B0 days
fotiowing the data of survay whather or nota plan of comection 9 provided. Far mursing homaes, the above findings and plans of cotiction are disclosabls 14
days following the dote these documents are made avaliabla to Ihe facilty, If deficiencies are ciled, ea approvad plian of cotreolive i.i requisite 1o continued
program particlpailon.
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