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October 20, 2010

Ms. Mary Carhart
Bellevue Health Center
1002 West Mission
Bellevue, NE 68005

Dear Ms. Carhart:

IMPORTANT NOTICE - PLEASE READ CAREFULLY
On September 29, 2010 we conducted a revisit to verify that your Health Clinic located at 1002--- - -
West Mission, Bellevue, NE 68005 had achieved and maintained compliance. Enclosed is the

State Form showing that your facility was found to be in compliance at this revisit.

If you have any questions regarding this correspondence, please contact this office.

Sincerely,

Joann Erickson, Administrator
‘Office of Acute Care Facilities
Licensure Unit — Division of Public Health
(402) 471-3484 - FAX (402) 471-0555
Joann.Erickson@nebraska.gov
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G 000 Initial Comments G 000
A revisit survey was conducted on 9-29-2010 by
| representatives of the Department. The facility
- was found to be in compliance with all
| deficiencies cited on the 12-3-2009 survey.
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