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 The following reflects the findings of the 

California Department of Public Health-Licensing 

and Certification, during the investigation of 

Complaint:  CA00254477.

Representing the California Department of Public 

Health-Licensing and Certification:  Beverly 

Griffin, RN-HFEN

The inspection was limited to the specific 

complaint investigated and does not represent 

the findings of a full inspection of the facility.

No deficiency was issued for Complaint:  

CA00254477
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program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete YDXC11Event ID: Facility ID: CH240001792 If continuation sheet Page  1 of 1


