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A. BUILDING
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BETHESDA HEALTH CARE GENTER ORI LE. T FEAcE
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES v} PROVIDER'S PLAN OF GORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T THE APPROPRIATE DATE
. DEFICIENGY)
N 800! [nitial Comments N 00¢
A ficensure survey was conducted February 4 -
12, 2013, at Bethesda Health Care Center and no
deficiencies were cited as a result of the survey.
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