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Eféperly consiructed, edﬁviﬁ;:evd;vér;d‘.ﬁ%;iﬁ'tained
to protect the health and safety of patients and
staff at all times;

This Requirement is not met as evidenced by:
Based on tour and interview, the facility failed to
ensure a safe and sanitary environment, properly
maintained to protect the health and safety of
patients and staff at all times.

Findings included:
The facility based Patient Bill of Rights stated in

part,
"Safe Environment-Patients have the right to

sounds, Schuco jsuction ma-
chine.

Any expired drugs will be
discarded whether they are
needed for abortion:ser-
vices or otherwise.

Any deffect in any exam
tables in room ! and 2 will
be properly repaired.

I will remove and replace
the mattresses in recovery
room.

All containerspbiochazard
or otherwise will be pro-
perly labelled.
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