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V 000 INITIAL COMMENTS V 000

Surveyor: 14067

The following reflects the findings of the California 

Department of Public Health during an INITIAL 

CERTIFICATION survey for an End Stage Renal 

Disease (ESRD) Clinic providing in-center 

Hemodialysis, and Home Training and Support 

for Home Hemodialysis and Home Peritoneal 

Dialysis.    

Representing the California Department of Public 

Health:Beverly VandeWeg, Health Facilities 

Evaluator Nurse. 

No regulatory deficiencies identified during the 

INITIAL CERTIFICATION survey.  

Recommend certification for 13 Hemodialysis 

stations (12 in-center  hemodialysis stations and 

1 home training station) and Home Training and 

Support Program for Home Hemodialysis and 

Peritoneal dialysis effective January 23, 2009.
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