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(Y1) Provider! Suppliers CLIA S (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
6/20/2011
445118 B. Wing

Struot Addrass, Clty, State, Zip Code
3030 WALNUT GROVE RD

Nama of Facllity
ASHTQON PLACE HEALTH & REHAB CENTER
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