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{ This report is the resuit of an unannounced

- Quality indicator Survey conducted at Selah Care
' and Rehabilitation on 12/05, 12/06/, 12/10, and
12/11/12. A sample of 35 residents was selected
from a census of 51. The sample included 35
current residents, and the records of 16
discharged residents,

The survey was conducted by:

Pam Holt, R.N.
Lucy Fromherz, R.N,
Brenda Webster, R.N.

The survey team is from:

Department of Social & Health Services

Aging &Disabiiity Services Administration '
Rasidential Care Services, District 1, Unit D :
3611 River Road, Suite #200
Yakima, Washington 88902

Telephone: (509) 225-2800
 Fax: (509%574 -6597
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The facility was found to be in compliance with
the requirements of 42 CFR part 483, subpartB
for longterm care facilities. There were no
federai deficiencies.
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Any deficiency statemer({ ending with/an asterisk {*) denotes a deficiency which the institution may be excused from corracting providing it is determined that
other safeguards prov‘fde sufficient 6rotect|on to the patients: (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available fo the facility. If deficiendies are cited, an approved plan of correction is requisite to continued
program participation.
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