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 L 000 Initial Comments  L 000

The following reflects the findings of the California 

Department of Public Health during an initial 

licensing visit conducted on 3/11/2011.

Representing the Department: Dorothy Rice, 

HFEN.

No deficiencies were identified under CFR part 

494, Condition for Coverage, for End Stage Renal 

Disease Facilities.  

No deficiencies were identified under Title 22 for 

Specialty Clinics.

There were 20 hemodialysis stations approved 

(including an isolation room).
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