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An annual lice nsure survey was completed on
January 18-2(, 2011, at Asbury Place at Johnson
City. No defici :ncies were clted under chapter
1200-8-6, Stardards for Nursing Homes.
!
RN i
Ml 2
RECTOR'S OF PROVIDERTSUPRLIE ENTATIVE'S SIGNATURE y '
3 01.28.26]

WdayI11

IFecntinuation sheet 1 of 1



