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DEPARTMENT OF HEALTH AND HUMAN SERVICES . : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' ' OMiwl‘
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: : COMPLETED
A, BUILOING
) TN7942 8. WinNe 11/23/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GODE
2100 EXETER ROAD
BAPTIST F{EHABILITATION-GERMAﬂTOWN GERMANTOWN, TN 38138
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (]
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL FREFLIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
JTAE _ T A DEFICIENGY) ; . o
F9998 | FINAL OBSERVATIONS Fag99
During the initial certification survey conducted on
11/23/2010 Baptist Rehabilitation - Germaniown
SNF unit is substantial compliance with 42 CFR
Part 483, Subpart B - Requirements for Long i
Term Care. '
LABCRATORY DIRECTOR'S OR PROVIDER/SUPPUIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any dsficlency statement ending with an asterlsk {*} denotes a deficiency which the institution may be excused from correcting providing it is determined that

_;\‘Lsafeguards pravide sufficient protection to the patients. (See instructions.) Excapt for nursing homes, ths findings stated above are disclosable 90 days
| N

ing the date of survey whether or not a plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of comrection is requisite to continued
program partcipation.
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