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P : : - PRINTED: 03/03/2009
RS : : . : FORM APPROVED
Health Requlation Administration ) .
STATEMENT OF DEFICIENCIES s UCTION (X3) DATE SURVEY
%i--AND PLAN OF CORRECTION 1 ,‘;’é%.?ﬁ&’%%?ﬁf&é’# S oty U %) MULTIPLE CONSTR . COMPLETED
g | A BUILDING :
, A wl .
1 HFD03-0085 _|Bme 02/20/2009
] NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIP CODE -
i : - H NW
1 . GOMMUNITY MuLTI S_ERV[CES, INC : “TVOSSP*.#NWODOL:’ D%TIZEEI‘
1 a0 SUMMARY STATEMENT OF DEFICIENCIES D f PROVIDER'S PLAN OF CORRECTION (X5)
1 . PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL - "PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
S Y- REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROSS-REFERENCED TO THE APPROPRIATE DATE
= . DEFICIENCY)
] . ROO0O| INITIAL COMMENTS - ' RO0O
‘ A licensure survey was conducted from February
I 19, 2008 through February 20, 2009 to verify
| S compliance with the District of Columbia -
1 e | Municipal Regulations (DCMR), Title 22, Chapter
) 47 Heailth-Care Facility Unlicensed Personnel
5 Criminal Background Checks.
Je-,
K{ £ The findings of the survey. yvem . _
-~ interview with administrative staff d theeye .
of personnel records. It was deterniined tha,! 3 S i _
" faClllty was in substantial compllancemw spriio ot | iy
i jo Sk .& Cé’f{S"l"R!.;é%iDN ‘
- 4 RATE, /1P CODE
(LTI IRV N BT ¥ P C.DE’.nIllt.-.‘Cb"-l_" '
- f r _ ‘ EH"'Pl; AM P E T
’ I (CACH CORRECTIVL +w
$r-orossREpERENCEDTO 1
e - g DEf L oNTv
i 140 - [
) \
i - H
(X6) DATE
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