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V 000 INITIAL COMMENTS V 000

 The following reflects the findings of the 

California Department of Public Health during an 

initial Certification survey conducted on February 

23, 2011.

Representing the Department:

HFEN 06833

HFEN 14718

The facility census: 3

Two Hemodialysis patients

One Peritoneal dialysis patient 

The facility was found to be in substantial 

compliance with 42-CFR, Part 494 requirements 

for End Stage Renal Disease.
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