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Surveyor: 17151

The following reflects the findings of the California 

Department of Public Health during an INITAL 

CERTIFICATION survey for an End Stage Renal 

Dialysis Center providing in-center Hemodialysis.

Representing the California Department of Public 

Health: Barbara Ebert, Health Facilities Evaluator 

Nurse.

No regulatory deficiencies were identified during 

the INITIAL CERTIFICATION survey.

Recommend certification for 21 hemodialysis 

stations effective January 7, 2009.
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