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AMERICARE HEALTH AND REHABILITATION CENTER 3391 OLD GETWELL RD

__ MEMPHIS, TN 38118

This report is completed by a State surveyor to shaw those daficiencies previously raporied that have been corrected and the dale such comactlve action was accomplished. Each
deficiancy shoutd be fully identified using sithar the ragulation or LSC provision number and the identification prefix coda previously shown on the State Survey Report (prafix
codes shown (o the leR of each requirement on the survey raper! foem).
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