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C 000 Initial Comments .C 000

Licensure Compliance Inspection :
Administrator: Miriam Hermandez |
County: Cuyahoga

Capacity: Six Operating Rooms
The following viclations are issued as a rgsult of

tha licensure compliance inspection comgllsted
on 01/1113.

C 139 O.A.C. 3701-83-10 (B) Safety & Sanitation 139

The HCF shall be malntained in a safe ani
sanitary manner.

This Rule is not met as evidenced by: '
Based on facility observation and staff Intdrview
and verification, the facility failed to ensmla safe ¢ caenl s e

and sanitary environment. Potentially all patients, i
visitors and staff could be affected. The feility |
provided services for 3618 patients in the year
2012,

Findings included:

|
J
|
I
On 01710 and 01/11/13 the facility was obderved | |
and documentation was reviewed during the i The odomedic dae rdeds e
|
|
:
!

compliance inspection. The following -Fo g Bt Lloor wosuabin
sanitation of the facility; roord oo been fesek a‘:g;r_s

observations were noted regarding safety gnd
iTa) 'E:ﬁ-mda-ré uﬂo'f‘\ﬂ-l ™ &
(Appendies A <B) as ewvi cle..n

1. Upon entrance to the first floor waiting grea,
| an automatic door release for the secured alting

! room door was noted. The cover to the ; Yot Twie release Wee 'qm
. automatic release was noted to be out of place, l ook, b inedhs o, o 2iE o

i f Haalth ! 'S
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AND PLAN OF CORREETION (x1) E’;ﬁ}’:gﬁ%ﬁﬁfﬁ B!ELR‘? {X2) MULTIPLE CONSTRUCTION COMPLETED
A, BUILDING
1014A8 ki 01/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1 AD
PLANNED PARENTHOOD BEDFORD HEIGHTS | Satrand neionme an 4a145
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES T o PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE . DATE
DEFICIENCY)
C 138 Continued From page 1 b ¢ 13 "'_D_,r FEs e;,-ﬁw. ,(:'ﬂeof-“' 'S oen
%) n GGl Cuin, é
exposing the inside of the bax. Staff A present at -
the observation on 01/10 and 01/11/13 re:lea!ed i o ‘”“}U&e. - ""f ‘bﬁrm L
the release for the secured door of the waiting N ‘-f\xu. e 4— C.o r Lo ;
area was designed especially for handicapped releoeed C’.igc;n o v e-L— 1\
patients. The door was equipped with an V/RFBNS. wi\

electronic eya which would release if a

was standing In front of the door. The electronic
eye may not relaase the door if a wheelchair
patient was present, thus tha need for the manus!
release button. Staff A verified the automatic
ralease was not in working order and In need of
rapair. The door did release in case of
emergency.

2. Observation of the fire extingulshers on the
first and second levels of the facility revealid the
facility fire extinguishers had not been inspected
monthly as avidenced by lack of documentstion
on the back of the tag on the extinguishers, In
addition, two extinguishers, one on the firsf floor
and one on tha second floor, had not bee

extinguishers revealed the last annuating
was In September 2011, StaffA prasant atithe | :
time of the observaition, verified thal no mo 1th

conducted and further verified the fire
extinguishers had not been serviced in 2012.

3. Observation of the second floor surglcal|
walting area revealed very lightly colored walls.
Observation of the seating area revealed
darkened and discolored walls behind the dhairs
in the waiting areas. The discolored areas Jooked
consistent with dirty areas left behind by pefsons
sitting in the chairs who may had ieaned or rested
against the wall. Staff present on the tour verified
the observation.

Review of facility documentation on 01/11/1p

Inspected on an annual basis. The tag on e two .

inspection of the extinguishers had beemts|. -~ ;
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STATEMENT OF DEFICIENCIES 1} PROVIDER/SUPPLIER/CLIA T STRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION B e R e b COMPLETED
| A BUILDING
. , WING
1014AS | i 01/11/2013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE

PLANNED PARENTHOOD BEDFORD HEIGHTS | ot feoi o aD aatas

(%4} ID SUMMARY STATEMENT OF DEFICIENCIES [} ! FROVIDER'S PLAN OF CORRECTICN (%5)

PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REPERENCED TO J"(‘)E APPROPRIATE DATE
C 139 Continued From page 2 C 139 %’: *‘?ﬂ‘c"f ,‘*’S‘;ﬂ &J—é‘ \L‘:' 3 M”‘j}é; ‘l‘g\ A
revealed the failure to check fire extinguislTers Cerranaiy 013. Co oN-cJQA hy| &/ fﬁ
had been identifiad during a safety check The Shall Yof tae. BSFE wer frcaas
conducted by staff in 2012. Review of the 6N T onial My Q013 an Wews s
contracted cleaning staff duties revealed cleaning Ao e o Sa Checks
of the waiting area walls was not listed. g wge, edinief o ‘de
T4 Meon \' 5 A
C 201 O.A.C. 3701-83-16 (B) Governing Body Duties C 201 'C"'\.uks ef %q, -P.re_ t’;yc»{%njuil slwgs
. Peaan ya T uoﬁ ROIZ “ad
The goveming body shall: MES 5&15:1_& { Aa Yo of Mg
(1) At least svery twenty-four months revietw, ASF’ w;“ ensusct. Yhad e -f—\ oL
update, and approve the surgical procedurs that exchnauishel Cascks o \'\C;-fp&{hﬂa--
may be as wfuared . TAemM 4o o
performed at the facility and maintain an totcecAed Wo\a, 20 tB.
up-to-date listing of these procedures; M caakrnaunes ! < ol &_,:L
- R
(2) Grant or deny clinical (medical-surgicalland Comp\ian ce ot de R -
anesthesia) privileges, in writing and revle%d or echacuiashmers and  Cdes \Aa
re-approved at least every twenty-four months, to ; Az
physicians and other appropriately licensed or p 80 k Lo i C N
certified heelth care professionals based o W_DRoN By W L
documented professional peer advice and pn, - - -,; e C.L/'/*-’L"-"( [y -
. recommendations from'apfifopriate proféssidnal’ = 7 G . o i aud o
{ staff. The’sg’acﬁons‘:s_hqll Qe qusmt&@! .‘:Vll:h ':‘ i :T"!' ': ! "“ '_ e S { ‘wc%éte Gl 44 -'vl.‘r.':.-'ii 3 e
i applicabls'liaw;’ngl bq@edoptfoduu a’ﬁt‘ed s I dodBihcil o el i i Daseet a o
evidence of the'ﬁcilfdwiﬁg:‘“ bt r‘,.’:. h ';'ll,E{r&."hﬂ‘ijl_h, T Lyl R, 38 5
(a) Current licensura and certification i~ | "
applicable;
(b) Relevant education, training, and experience;
and
(c) Competencs in performance of the

procedures for which privileges are requesled, as
indicated in part by relevant findings of qua
; @ssessment and improvement activities and other
. reasonable indicators of current competen

- (3) In the case of an ASF owned and operated by

. @ single individual, provide for an extemal peer

. review by an unrelated person not otherwi
affiliated or assoclated with the individusl. The | 5
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; [{t‘{" o S B . e FORMAPPROVED
Ohio Dept Health s Sl : Lduis
STATEMENT OF DEFICIENCIES P p {X3) DATE SURVEY
AND PLAN OF CORRECTION e e :fn:éi & ] e e COMPLETED
A. BUILDING
B. WING
1014A8 0111112013
NAME OF PROVIDER OR SUPPLIER iTREET ADDRESS, CITY, STATE, ZIP CODE
PLANNED PARENTHOOD BEDFORD HEIGHTS | Atorasr o D 44146
£44) ID SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORREGTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFDRMATIQN) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
: DEFICIENCY)
C 201 | Continued From page 3 C 201 [

external peer review shall consist of & qua)‘terty
audit of a random sample of surgical cases.

|
|
i

‘ “ '] p\eg (_70\.' ar nn
This Rule is not met as evidenced by: A é. @, kob %GPP-W
Based on review of physician credentialing files BaNL o
and staff interview and verification, the facility OWio (5 5 ﬁ__\. kg
falled to ensure the governing body at least svery Felorusal T,205. P“"" ELA
twenty-four months reviewad, updatad, and 5 % bl CC war \ e oo ﬁﬂ»\

approved the surgical proceduras that may be
performed at the facility. Two of four physician

(]

o "ICG. \\
fmw&m :uu‘ms- ’<““"-E-| ";:Q&S

credentialing files ( Staff CC and Staff DD) were 50 o o, i

affected. The facliity provided services fot 3518 5,}3 Sya & ’PD mBCL"'i’\M- Hedical
patients in the year 2012, | Drechs £ Wil

N i Ak i P('\J(E? 2y u.n\\l =
Findings included: | {‘Q,ulew Lé. b o o E§ (_-,,-\ cu.l\ of
On 01/10/13, Staff A provided fourcredenffaling- Ai‘l""" FLata oy erion I -

fles for physicians wha provided slirgfcal. Servjpps,
at the facliity., .ReWew af the, four credangallng. 33
" files on that date revealed the follolving; fl b1 P ed o

1. Review of the credentialing file for Staﬁ cc S A i F c\"' = l
revealed that privileges were last reviewed|and e—"‘"w of %"’— P ‘} =
approved by the governing body in Novembar ‘FU A ‘-"“/md— wai ll b& w-}e_L "a
2010. Interview of Staff A revealed that Staff CC Ase (o A
no longer provided services for the facility %ut had i ove< iy LU 55-
not been released as no longer practicing thers. He h;.n,m..-a.
Staff A verified the goveming body had tagken no N-A“}"‘ snal \‘ég a‘# Fe
action regarding credentialing and approva! of \-\

! privliagas for Staff CC. | a4 c o
2 Review of the credentialing file for Staff DD d tm
, fevealed there was no documented evidencs of a v ‘w
st of requested and approved prooedures to be ( LOonAAw U-UL)
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ST R T 7013 FORM APPROVED
Ohio Dept Health : i
STATEMENT OF DEFICIENGCIES . (X3) DATE SURVEY
AND PLAN OF CORRECTION (X1) ‘ggmggﬁgm:ﬁ%cew (X2) MULTIPLE CONSTRUCTION COMPLETED
] A BUILDING
B, WING
101448 I 01/11/2013

NAME OF PROVIDER OR SUPPLIER

PLANNED PARENTHOOD BEDFORD HEIGHTS

STREET ADDRESS, CITY, 8TATE, ZIP CODE

25350 ROCKSIDE ROAD
BEDFORD HEIGHTS, OH 44146

Each ASF shall have appropriate ventilation and
huemidity levals in order to minimize the risk of
infection and to provrde for the safety of tha
patient.

This Rule is not met as evidenced: by -

and veriffcation; the fakliity Tdiled {c engiy
appropriate ventilation and humidity levals i~
order to minimize the risk of Infection and to
provide for the safety of the patients. The facility :
provided services for 3618 patients in the year
2012.

Flndings inciuded:
On 01/10/13 tour of the facility was conducted

with Staif Aand B. Observation of the facility
revealed the surgical and recovery arsas was

Aand B verlfied the facilities utilized only
i conscious sedation of the patisnts and no general
| @nesthesia was used.

Based on facility observition and: staff" Inte:méw :

'
i
!
!
N
f
\
f
\
'

located on the second floor of the building. Staff

4) 1D SUMMARY STATEMENT OF DEFICIENCIES |, o PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFEREggFEIgr-'E-ggy)E APPROPRIATE DAYE
C 201 | Continued From page 4 ' C 201 Cso".f‘-ca borweed \ q"‘_’“‘-' f"\" ‘”}S-
parformed in the faciltty. Interview of Staff A -' @ " P\C‘f—”- Sat Al
regarding the lack of requested procedures and Ao oy e.n\.« P,mé,%_ woi b
approval by the goveming body revealed Staff DD oo w s (‘0-4.7 ul B el \—
was the current medical director. The o pseegll) ‘r"(\u
credentialing file contained no documented : o s Q“‘\ AN 02/‘-’ /'
avidence to indicate that Staff DD acquired the IS L /313
duties of the medical director. On 01/10/13at | T _ Coclec ¢
4:30 P.M. Staff A verified there was no dslineation The Vice Peesidend o
of privileges and indication of governing body Weoa dMA Deuice s W L
SRAREL ensute  CorP\iconce. A
C243 O.AC. 3701-83.20 (D) Ventiiation & Humidty | cze3 | S A% F Coouu A Ma% 6"%
Levels ?OLA forlos

[.c_b_

PR oW
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STATEMENT OF DEFIGIENGIES X DE 3) DATE SURVEY
AND PLAN OF CORRECTION (%) S;%n &fﬁgzpbuﬁmf\ {X2) MULTIPLE CONSTRUCTION *3) CAMBTTA
A BUILDING
8. WING
1014A8 01/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PLANNED PARENTHOOD BEDFORD HEIGHTS | geprono Hoioir an 414
L - WA AT e | colf
X uLL EACH CORRECTIVE ACTION S
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) P%Eglx CR(OSS-REFERENCED TO TIHgA;:%%LF?RBIETE cog:"&-EETE
DEFICIENCY)
C 243 Continued From page 5 C 243 H wedids angd M&:\u T,
é—!-ﬁa‘w 3'1{01’\ Vors wepe rcﬁmx sgi
Interview of Staff A regarding temperature and CH\A nskadled n d‘\"-ﬂJ ‘pﬂﬁ% U‘;"-j,-
. humidity levels for the surgica! and recovery v swraical Ceveq,
- areas revealed the levels were not monitored by OMAE 5 Jan uu:\.-ﬁ-| Bo "-I 3
 staff. Staff Arevealed the corporate policy was Shall wrase g m cib .
that humidity levels were to be monitorad. A -
Mom% dzuices an '-!’P\.OJP
A portable electric heater was observed In the q %‘ e VP o€ eafVin
: patient recovery area, 6&,@31( D&, PD e\ [ (oY of
e donvicas w r"\ t A f;le.

{2012, Mot ‘?ﬂf.»\ Sa
; andis will e,.«\a,g i

' oM ADE B r:,sw
f w10, o eecpun M%é_”
'r-xs ("P.G\uu.&. Gea.

'“ﬂu-_ p::r—i—abke. e,\-edc-nc. Weater
\Qb(iln vearoved Copda e, |-
‘owr On Jﬂ-ﬂu"-"'a—-

."f 013 '“Hao Stalf wede

WWocmed b B uf\% qnicien
‘Pﬁv\&a, Porkrcdou_ Wealetrs on%e
S sw,ﬁﬂ col Gor o uﬁa‘-’ﬂr\m\

i A g I \-\d Them |do e
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A wll
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Ghi Bepanment of Faallh
STATE FORM L UJCK11 1 continusation sheet & of 6




2l
2Ty

-\r‘ .-

;f.ﬁ:’;tu | iI'III
&g.ll "







Append i C







Appe rdix E

PLANNED PARENTHOOD OF GREATER OHIO

Bedford Heights Surgery Center East Columbus Surgery Center
25350 Rockside Road 3255 East Main Street
Bedford Heights, OH 44146 Columbus, OH 43213
The Governing Body of Planned Parenthood if Greater Ohio’s ambulatory
surgical facilities grants privileges to provide abortionsupto _ weeks
gestation including medication abortion to
M.D.

Privileges are granted for a 24 month period from __/__ /20__through _/__/
20_, unless terminated for cause. Privileges are restricted to the services
provided at the ASF:

O located at 3255 East Main Street Columbus, Oh 43213

O located at 25350 Rockside Road Bedford Heights, Ohio 44146

Authorized Representative of ASF Date
Governing Body

Printed Name

Title

REV 1.31.13




voday Yius jo Buwy)
wiee) Bursa

— i

B S &

S
S5

SN

Z.

_-h\rn...nhﬂ:rmm. .—m...?—.:,__.\l:_r“.

Fisher Fisher
Sclontific Sciontific

U

it

émsm_-____-







Appendix W

Lh
S

> . Calibration complies with ISO/IEC
N mememm 17025, ANSINCSL Z540-1, and 9001

i

o

,'/"!fm'i"“l Calibration Cert- NO.: 4040'4537628

Certificate No. 1750.01

Traceable® Certificate of Calibration for Therm./Clock/Humidity Monitor

Manufactured for and distributed by: Fisher Scientific, P.O. Box 1768, Pittsburgh, PA 15230
Instrument Identification:

Model: S66279 S/N: 122444558 Manufacturer: Control Company
Standards/Equipment:
Description Serial Number Due Date NIST Traceable Reference
Chilled Mirror Hygrometer 31874/H2048MCR 5/24/13 10100
Digital Thermometer 90969500 9/14/12 4000-3893285
Non-contact Frequency Counter 26.6 2025 3/06/13 1000313632
Certificate Information:
Technician: 104 Procedure: CAL-17 Cal Date: 8/03/12 Cal Due: 8/03/14

Test Conditions: 26.0°C 41.0 %RH 1012 mBar

Calibration Data: (New Instrument)

Unit(s) Nominal | As Found in Tol Nominal As Left Il In Tol Min [ Max ( +U TUR
°C | NA. 23.56 | 236 | Y 26 | 246 | 006 >4:1
%RH | b i NA. | 41.840 43 Y 34| 50 | 1.300 >4:1
Sec/24hr | nNa 0.000 0.300 | Y -8.640 ] 8.640 [ 0.130 [ >4:1

This Instrument was calibrated using Instruments Traceable to National Institute of Standards and Technology.

A Test Uncertainty Ratio of at least 4:1 is maintained unless otherwise stated and is calculated using the expanded measurement uncertainty. Uncertainty evaluation inciudes the instrument under
test and is calculated in accordance with the ISO "Guide to the Expression of Uncertainty in Measurement” (GUM). The uncertainty represents an expanded uncertainty using a coverage factor k=2
to approximate a 95% confidence level. In tolerance conditions are based on test results falling within specified limits with no reduction by the uncertainty of the measurement. The results contained
herein relate only to the item calibrated. This certificate shall not be reproduced except in full, without written approval of Control Company.

Nominal=Standara’s Reading; As Left=Instrument's Reading; In Tol=in Tolerarce, MinfMax=Acceptance Range; tU=Expanded Measurement Uncertainty; TUR=Test Uncertainty Ratio;
Accuracy=+(Max-Min)/2; Min = As Left Nominal(Rounded) - Tolerance; Max = As Left Nominal(Rounded) + Tolerance; Date=MM/DD/YY

wwww

Nicol Roariguez, Quality Manager Wallace Berry, Technical Manager

Maintaining Accuracy:

In oqr opinion onc_e calibrated your Therm./Clock/Humidity Monitor should maintain its accuracy. There is no exact way to determine how long calibration will be maintained. Therm IClock/Humidity
Monitors change little, if any at all, but can be affected by aging, temperature, shock, and contamination,

Recalibration: o

This device was calibrated using a single test point. Should additional test points be required, please contact Control Company for factory calibration and re-certification traceable to National
Institute of Standards and Technology.

——_______———_________

CONTROL COMPANY 4455 Rex Road Friendswood, TX 77546 USA
Phone 281 4821714  Fax 281 482-9448  service@controi3.com www.control3.com

Control Company is an ISQ 17025:2005 Calibration Laboratory Accredited by (A2LA) American Association for Laboratory Accreditation, Certificate No 1750.01.
Controi Company is ISO 9001:2008 Quality Certified by (DNV) Det Norske Veritas, Certificate No. CERT-01805-2006-AQ-HOU-RVA.
International Laboratory Accreditation Cooperation (ILAC) - Muttilateral Recognition Arrangement {MRA).

Page | of 1 Traceable® is a registered trademark of Control Company © 2009 Control Company




Y4 HENRY SCHEIN®
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| 9763679-01 1/29/13
____ CUSTOMER# BOX# PAGE
318080 | 1o0£1 :
BDADT24012813
—— —
BOX CONTENT LIST HARRERS BHREREIR .
L_ 06870864 01/28/13
Ho P
ILPlanned Parenthood t Planned Prnthd Of Grtr OH
PD25350 Rockside Rd ! 444 W Exchange St
T1Greater OH T Greater OH
COBedford Heights OH 44146-7110 O Akron,OH 44302-1711
"
Logggfw SH(;F;T(ED gggé gg’; DESCRIPTION & STRENGTH ITEM CODE ';':;E
E-74-08-50 3 EA THERMOMETER/CLOCK/HUMIDIT MONITOR S66279 116-5313 1
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INDIANAPOLIS,IN 46268
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State Form: Revisit Report

(Y1) Provider/ Supplier/ CLIA/ {Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
1014AS ‘ B. Wing 4/1/2013
Name of Facility Street Address, City, State, Zip Code

PLANNED PARENTHOOD BEDFORD HEIGHTS REGIONAL ME! 25350 ROCKSIDE ROAD
BEDFORD HEIGHTS, OH 44146

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown to the left of each requirement on the survey report form)

(Y4) Item (YS) Date (Y4) Item (Y8) Date (Y4) item (YS) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix C0139 04/01/2013 ID Prefix C0201 04/01/2013 ID Prefix C0243 04/01/2013
Reg. # 0.A.C. 3701-83-10 (B) Reg. # 0.A.C. 3701-83-16 (B) Reg. # O.A.C. 3701-83-20 (D)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. # A
LSC LSC == uEa | LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # 1 Reg. # Reg. # o
Lsc tsc Ly LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg. # Reg. # | Reg. #
LsC ‘ BSGIN " i T me | LSC
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Board of Directors
Chair Ohio Department of Health .
Catherine (Katie) Chatas b S p ‘ Zb
i A,,m,»,,(‘,, Ms. Wanda L. lacovetta, R.N. 1013 FEB
Vice Chair Non Long Term Care Unit Supervisor
Iris Harvey Bureau of Community Health Care Facilities and Services
nene Division of Quality Assurance
freast¥or 246 North High Street
arbara Singhaus
Blouer Columbus, OH 43215
Secretary
Jennifer McNally Dear Wanda,
Coiumbius
Edgar Avila Planned Parenthood of Greater Ohio received the ODH inspection report for
Perrysburg our ambulatory surgery center located at 253530 Rockside Road, Bedford
Alexa Sweeney Blackann Heights, Ohio on January 24™, 2013. The site review was conducted on
EBoardman January 11, 2013.
Greg Gale
Rocky River . ! . .
@ R Enclosed is our Plan of Correction written on the required Statement of
P q
aut Giorgianni : . .
Al Moy Deficiency form. We have also enclosed documentary evidence of corrective
Liz Maule Gieason action as appropriate. We hope that this evidence of corrective action will be
Athens sufficient and that a repeat onsite visit will not be required.
Adarsh Krishen M.[D.
Alaon H A
ng:e - Please notify me by phone at 216-961-8804 x 1201 at your earliest
Hudson convenience about the acceptability of our plan of correction. We hope that
Sandra Lopez you can recommend the appropriate licensure action to the licensure
Reynoldsburg administrator as soon as possible.
Rebecca Nelson
Columbus
William (Bil)) G. Porter Ii
Sexiey
Jan R'oller
Claveland Si ncerew,
Lou Stevens
Shaker Heights
Lonni Thompson 4 {
Columbus
Susan Wilkof Regarf Clawson
Canton Vice President, Health Services
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