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Surveyor: 22383

The following reflects the findings of the California 

Department of Public Health during the 

investigation of complaint/self-reported event.

Complaint #: CA00187651

Regarding: Infection Control

The investigation was limited to the specific 

complaint/self-reported event investigated and 

does not represent the findings of a full inspection 

of the facility.

Representing the Department of Public Health: 

Jackie Gallen, HFEN, and Cheryl Lilley, HFEN. 

No deficiencies identified from this investigation.
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