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N 0005 Initial Comments N 000
Complaint investigation of #35074, 35430, 35545, ' . : )
35583,35628,35933 35934 35952, 36216 ! ‘ This Plan of Correction affirms our
. - ! ! ; ; ; allegation of compliance for the
22315' 363‘1 5, 3232‘61' 32335' 36552, 36636, deficiencies cited, however, submission of
| 36849, 36944, 371086, 371 1,37321 was . this Plan of Correction is not an admission
| conducted at Bqu!eva(d Terrace 9/15/15 - . | that a deficiency exists or that one was 11-13-15
' 9/29/15. No deficiencies were cited in relation to | cited correctly. This Plan of Correction has
the complaints under 1200-8-6, Standards for been respectfully developed and submitted
Nursing Homes. as required for compliance with federal and
state regulations
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