AH Form Approved

10/11/2010
State Form: Revisit Report
{Y1} Provider/ Supplier! CLIA [ {Y2) Multiple Construction {Y3) Date of Revisit
Identification Number A. Building
TN7901 B. Wing 01 - MAIN BUILDING 01 10/11/2010
Name of Facllity ' Street Address, City, State, Zip Cade
ALLEN MORGAN HEALTH AND REHABILITATION CENTER 177 NORTH HIGHLAND
_ MEMPHIS, TN 38111

This report s completed by a State survayor to show thoss deficlenciss previously reporied that have been comected and the date such comective action was accomplished. Each
deficiency should be fully identified using efther tha regulation er LSC provision numbar and the identification prefix code previously shown on the Stale Survey Report {profix
codes shown to the lefl of each requirament on the survey tapart farmy.

(Y4) item (YS) Date (v4} ltem - {Y5) Date  (Y4) Item " (v5) Date

Cormrection Correction Correcticn
Completed GCompletad Completed
10 Prefix  Npao2? 09/24/2010 ID Prafix 1D Prefix .
Reg- # 1200-8-6-.09(2) Reg. # Reg. #
LsC . L8C LsC
Correclion Correction Carection
Completed Corplatad Complated
D Prefix 1D Prefix - "~ 1D Prefix
Rag. # Rey. # Reg. #
LSC LSC ' LsC
Correction Gorraction ' ' Correction
Completed Completed Completad
1D Prefix 1D Prefix . 10 Prafix
Rag. # Reg. # Reg. #
LsC LSC LSC
Caorrection Corraction Correction
Completed Complated Compléted
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
L3C LSC LSC
Corraction Corraction . Correction
Complated Completed : Completed
1D Prefix 1D Prefix - _ 1D Prefix
Rag. # Reg. # Reg. #
LSC : LSC LSC
s
Reviewsd By 1// Reviewsd By Date: Slgnature of Surveyor: Date:
State Agency 14 "Dll l] ) W V‘H‘PJ"’V }D/H /10
Reviewed By Raviewed By Date: Signature @Suw&yor: Date:
CMS RO .
Followup to Survey Completad on: Check for any Uncarrected Deflclencles, Was a Summary of
9/7/2010 Uncorrected Deflclencies {CMS-2587) Sent to the Faclllty?  ygg NO

STATE FORM: REVISIT REPORT (5/99) Page 1 of 1 EventiD: U9ZP22




