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Surveyor: 18976

The following reflects the findings of the California 

Department of Public Health during a 

COMPLAINT visit.  

Complaint Number(s):  CA00172691

Inspection was limited to the specific complaint(s) 

investigated and does not represent the findings 

of a full inspection of the facility.  

Representing the California Department of Public 

Health:  Reba Hawley, Surveyor #18976 Health 

Facilities Evaluator Nurse.

THE DEPARTMENT WAS UNABLE TO 

SUBSTANTIATE A VIOLATION OF 

REGULATIONS.
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