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F 000 INITIAL COMMENTS

This report is the result of an unannounced
Off-Hours Quality Indicator Survey conducted at
Sunrise View Convalescent Center on 1/15/14,
11614, 117114, 1/21/14, 1/22/14 and 1/23/14.
The survey included data collection on 1/17/14
from 4:50 a.m. 10 8:00 am. Asample of 28
resicents was selected from a census of 56. The
sample included 23 current residents and the
records of 5 former and/or discharged residents.

The survey was conducted by

SR = N B.S.N., M.S.Ed
e <N B.SN.
A N B.S.N

S RN B.S N,

The survey team is from:

Department of Social and Health Services
Aging and Disability Services

Aging and Long-Term Support Administration
3906 172nd St NE, Suite 100 '
Arlington, WA 88223

Telephone: (360) 651-6850
FAX: (360) 651-6940
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Any deficiency statement ending with an asteriék { ‘} denotes a deficiency which the institution may be excused from correctmg providing it is determified that
other safequards provide sufficient protection to the patients. (See instructions.) Except for aursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are discicsable 14
days following the date these documents are made avallable o the facility. If deficlencies are cited, an approved plan of correction is requisite to continued

nrogram participation.
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F 155 483.10(b)(4) RIGHT TO REFUSE; FORMULATE F 155; l
ss=0 ADVANCE DIRECTIVES |

: The resident has the right to refuse treatment, to
- refuse to participate in experimental research,
and to formulate an advance directive as

- specified in paragraph (8) of this section.

- The facility must comply with the requirements
specified in subpart | of part 489 of this chapter
f related to maintaining written policies and

- procedures regarding advance directives. These ;
requirements include provisions to inform and
provide written information fo all adult residents
concerning the right to accept or refuse medical
or surgical treatment and, at the individual's

; option, formulate an advance directive. This
includes a written description of the facility's
policies to implement advance directives and
applicable State law.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and recaord
review the facility failed to ensure resident choice |
was honored in the initiation and ongoing use of
personal alarm devices for 3 of 6 sample
residents (23, 30 and 42). Faiiure to honor
residents' choice in use of devices placed the
rasident at risk for diminished quality of life and
dacline in condition,

Findings include:

RESIDENT 23
Resident 23 was re- admitted §iiiof 2013 and
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F 155 | Cantinued From page 2 F 1585 :

' Resident 23 reguired extensive assistance for

| most activities of daily living, had impaired

. When she lifted her body from the surface of her |

| The Plan of Care included the problem of

. Resident 23 had fallen at 1800. The resident had

SN 20 3. She stood up trying to reach the

had diagnoses including a GEG_GI disorder,
generaiized B weskness, Sk and

. Her most recent Minimum Data Set
{MDS) assessment, dated 12/25/13, indicated

balance and was cognitively intact.

On 1/15/14 at 11:35 a.m. Resident 23 was lying
on her bed watching TV. She was approached
for an interview. She agreed to the interview:

hed to reposition herself, the pad alarm device
began to sound. A staff member responded from
across the hall where she was assisting ancther
resident. The alarm continued to sound until the
staff member reset the device.

Patential for injury. Interventions included use of
a Pad Alarm for bed and wheeichair and directed
staff to check for placement every shift and
ensure the equipment was working properly.

Nursing documentation, dated 10/30/13, stated

reported she was in her room trying to find her :
call light, stood up to get it from under her
comforter lost her balance, fell back and hit her
nead on the floor. The nursing assistant had
reported hearing the alarm going off while she
was in the bathroom tolleting another resident,
went and checked on the alarm sounding and
found Resident 23 on the floor laying on right
side; her head had hit the floor,

According to the Quarterly review and Care Plan
update, 12/25/13, Resident 23 had 1 fall in
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call light. It stated a Safety Assessment was ‘ /

completed and pad alarm, when in bed and ‘ bﬁ &t { s /}\é’f‘_,{/é 7 f;

wheelchair, was still indicated as residenthad | ¢ / e / é/ Zl W{}Fﬂ
oor safety awareness/impaired judgment, ; oy 7 g, G S

p Y p juag {f’ ]{/ /&/fivl”p A A 4 j(

impuisiveness, and impaired mobility. | A

SUNRISE VIEW CONVALESCENT CTR

d

.

| The Safety Assessment Consent form, dated ! / N4 Nf/’ é E
12/31/13, indicated the resident was alert, i . ;

oriented and impulsive, had a history of falis and | S *VJJ/(/ Lt

used a pad alarm in bed and wheeichair. The

‘ resident's documented reaction to use of the s R R/ B
alarm was, " don't like it!" The consent form was ‘éfffﬂ/f{}{’”?"'é’i’ WL

not signed by the resident or a representative. ¥

On 1/22/14 at 10:00 a.m. the resident was
interviewed regarding use of the alarm. She
stated, "l hate it."

RESIDENT 30

Resident 30 was admitted in & 2011 with
multipie medical diagnoses that included

| DIIPENI: discase and associated impairment
of lliliilie =bility and AN, 25 well as GENEG—G5
disorder and i, The resident was able
io identify and articulate his needs. He answered
guestions appropriately when interviewed,

' Multiple observations of Resident 30 throughout
i the survey periad found him in a wheelchair
during the daytime,

When interviewed on 1/17/14, the resident was
observed sitting in his wheelchalr with his back
facing the door. Atab alarm was visible on the
back of the resident’s wheelchair.

At 9:45 a.m. the resident leaned siightly forward
to move some iems from the over bed table
. directly in front of him, immediately triggering the
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wheelchair alarm. The alarm was very loud in the
small uncarpeted room.

Staff G responded to check the resident and
reset the aiarm. Resident 30 told Staff G that he
wished he could take the alarm off. Staff G
stated "That would be nice, wouldn't it, but you
can't”.

During the interview, the resident stated the chair
alarm was "very annoying™ and said that he
would be out of his room more if he did not have
the alarm on his chair. The resident said he had
not had any falls in the facility.

COn 1/22/14 at 1:17 p.m., Staff £, the resident’s
care manager, was interviewed. When asked,
Staff E stated the resident did not have any
history of falls that she was aware of. Staff £ said
the bed and chair alarms were used because "he
{Resident 30) forgets to call for help and tries to
get up on his own."

Clinical records reveated a consent dated 9/26/12
for use of alarms, when the resident was in bed
~or his wheelchalr, due to "spontaneous episodes
i of confusion with impulsiveness.” The benefit

noted was " increased mobility when in
| wheeichair.”

' The resident's most recent MDS assessment,

dated 12/18/13, indicated the resident required
. extensive assistance for transfers and nearly all
. activities of daily fiving.

| Interventions in the resident's care plan under

| Problem 003 - Alteration in thought process

i included a directive o "ensure his safety, make
. sure alarms are in place, resident is impulsive at |
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F155| Continued From page 5 ‘ F 1585
times. Resident is a fall risk.”

RESIDENT 42
' Resident 42 was admitted in G 2013
following hospitalization for a m

comprassion s and a2 ¥ o
‘ Other re'evar&t diagnoses mchdmdm

! . i and Qg disorder. The resident
: was abie to verbaiize her needs.

On 129/14 at 826 am. the resident was FR R P PR
observed trying to deactivate the pad alarm on
her bed because "it wili make noise when | get

up. | need to go out of the room to find a nurse. 1
know there is a way fo turn if off." |

Record review found the resident had seven
documented falls since admission o the facility
three months ago, most recently on @/ 14.
[njuries were minor (bruising) or none.

The nursing progress note dated 1/17/14
documenting the fall included "refused any atarm
at this time. Resident said "l am OK, [l be more
! careful next time, | don't want that "sound”. ™

F 167 | 483.10(g)(1} RIGHT TO SURVEY RESULTS - F 167
as=8 | READILY ACCESSIBLE |

Aresident has the right to examine the resulis of

the most recent survey of the facility conducted by :
Federal or State surveyors and any plan of ‘
_correction in effect with respect o the facility. ;

The facility must make the results avallable for |
examination and must post in a place readily
accessible to residents and must post a notice of ‘
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their availabiiity.

{‘-'l (5 L‘)’fﬁ{;? ?C&‘Iéjﬁ/ ff/f"f AV (_»‘ L!,/‘VH Z/If'@vfcf}:_

Lg e {’i,\\{i ! jf_,}’;ff%

This REQUIREMENT s not met as evidenced :‘i —~
by: I’%‘af wred ﬁ’w ({ﬁébﬂi«“"é @“* i
Based on observation, interview, and record ~
i review, the facility failed to update their resident ) !\iﬁ‘fl g,y;,ﬁ_%, HF ””r m{,@ VS ";7‘5{5
“survey binder, located across from the Courtyard
nurses staiion. By not containing required ,/ !zf‘f ZU/r @Lf{‘i (,qm ‘“g/;'g i,éum;
information, neither residents nor the-public : ) a,f i
would be aware of recent citations and the | 4 ”L f_;L (At e ,
facility's plan to correct those citations. o i}"i/i/‘ Y ‘éf’ W 2 /’ﬁ j
i ff ‘g{ Y }7 g
Findings include: | B — ‘f/ 7
2 ‘ 3 oy
On 1/17/14 at 5:10 a.m., the survey book was Kﬂ ’f} /} 2 (& f““’L S
I evaiuated to ensure it was accurate. The survey P . ,s PR { » V":{[fé"y }
| book contained the last two annual surveys from T AT by Y Yiei & %jfj
12011 and 2012, There was no posting of the RN
unannounced abbreviated survey dated, £7 LT ﬂr{‘/yux{_ £ K/ z‘ﬁ)f}fff.«i.~}g’.;éft
10/04/2013.

ey i bt
In an interview on 1/17/14 at 6:40 a.m., the {facility

administrator stated she was responsibie to keep - ]/wf l'f/uéé
the survey book accurate. She was informed the N f_/ﬁ%’ A ‘*«;:h .

survey book did not contain the most recent B 7" )
abbreviated survey. ﬁ‘@’} { /H./ A . A L}Q{:, ind g,

F 323 483.25(h) FREE OF ACCIDENT F 323
s8=E | HAZARDS/SUPERVISION/DEVICES

The faciity must ensure that the resident
environmeni remains as free of accident hazards
as is possible; and each resident receives

' adequate supervision and assistance devices 1o
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This REQUIREMENT is not met as evidenced
by

Based on observation, interview and record
review the facility failed to ensure water
temperatures were maintained at a safe
temperature and consistent level to prevent
accidental injury to residents in 3 of 4 hallways.
This faiiure potentially placed residents at risk for
hot water burns.

Findings include:

On 1/16/13 at 1:40 p.m. the water in room ### at

a resident accessible sink was very hot to touch.

The Maintenance Supervisor {staff A), was
notified immediately and he checked multiple.
resident accessible sinks throughout the facility
with both of his thermometers. These
thermometers showed temperature differences of
up to 6 degrees when testing the same water.

The foliowing resident accessible sinks were
identified as having water hotter than 120
degrees. The 100 Hallway: both room @8 and
the Courtyard Nurses Station, 200 Hallway: room
Sl 2nd the 400 hatl bathroom.

The 400 hall bathroom sink was identified as
having the hottest water with a temperature of
130 degrees. Staff A said the water for this sink
shares the same plumbing as the dishwasher in
the kifchen. :
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F 323 Continued From page 8 ._ ‘ ’ F 323 #54 },r« b’(»@i}»&/{# @\é /f
| On 1/16/2013 during an interview at 4:06 p.m. /(/
| with staff A, he said the facility policy is to go by ;}/7 oy jj
. the policy in the Washington Administrative JreadymL o u{/ ,
Codes for the range of acceptable water i u,é, ’L/ A é fii @A w“/“?' LAt
. . . LA A
temperatures, which is 110 degrees plus or minus V/fti
10 degrees. There had nof been monitoring of - ’43( WMJLQL/%JJL&
water temperatures, but the temperatures shouid i‘w f’w & //i
have been checked weekly. Stafi Awas unable ] %é g fr LS ;é_g
to locate any temperature logs dating back for iib"/ & tfﬂf%ﬁrﬁf -1/

several years.

2l
e Bt it gm%« il AT
Review of the incident log for the past 6 months

ealed no resident burns. Y : A LE, i
rev ent burns &é,%;_‘ii&uﬁ L u;f‘“,;u {p%g j

On 1/16/2014 at 9:53 a.m. during an interview
with resident 19, who had been observed using
the 400 hail hathroom muitiple times, the resident
sald "the water gets really hot and you have to
wash fast, | have never burned myself.”

On 1/17/2014 at 6:42 a.m. a noh-sampled
resident was observed rinsing & washcloth in the
400 hall bathroom sink. The resident said he is
. careful with the water temperature becauss "if j
you're not careful you can scald your skin off.” 1
F 371 483.35(1) FOOD PROCURE, F 371,
85=E ‘ STORE/PREPARE/SERVE - SANITARY i

The facility must -
(1) Procure food froem. sources approved or
considered satisfactory by Federal, State or local | ‘
authorities: and |
{2} Store, prepare, disiribute and serve food ‘
under sanitary canditions '

| | | |
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This REQUIREMENT is not met as evidenced
by:
; Based on observation, mterv iew and record /{‘;) Q,WVE & N{ *5 7/{/5;/ e fém@y
review the facility failed to ensure foods were / %

N LT - 4/” /l'
stored, prepared and distributed under sanitary %Az ‘T?ﬁ]" !/IL,{ g, Dg R i/ P / fal 5/ ‘*/f]
conditions. Faliure to ensure food was stored | Py ?/ -
under sanitary conditions, ensure food ; J V2 gp f;f/ mn [ ? #d \-J,f‘--né/«:!» !

- ¢ preparation equipment was maintained in a o / f:’i?/éfffvf
» sanitary condition, and dishwasher temperatures | fu V‘«;ﬁﬁ,ﬂ” 'f““}‘, ?;/,c Ao f’? ‘
. were maintained and documented placed : / =7
residents at risk for potential food borne illness. ’fé‘g_/ /fiﬁé( /’((/ﬁ/ T ,{fzj!: : fre/
Findings include: Qf% 1{&2 e j‘r{/zﬁﬁ-« /%;;/? ﬁwfﬂz -
On 1/15/14 at 8:15 a.m. during the brief initial ' ,
kitchen tour, in the dry storage ares, there was a Jéé(’i ’u«
large white rolling storage bin of instant mash
potatoes with the scoop in the bin with the handle

- lying against instant mashed potatoes. The i g
- storage bin rim was soiled with a yellow/brown -~ .

i ?‘ 7 /" -
- tacky substance, N | WL £ )
On 1/22/14 between 950 a.m. and 10:20 a.m., . o A / "“_Z/
the following kitchen observations were observed: f 3{55/9; - /j '
- Y 4
A I o S
The dry storage area, on the second floor, was i/fi’f“y “7 T ] TR
noted to have dried cereal under the first storage M{ e /M A \/j{f‘,@_/’ SFTYLS v
rack on the left hand side, and an approximate 3 A s _ /ﬁ o
- % 5 inch light brown dried substance on the floor JL 74 L{ \.f”bwé;a' £ e 3(51“3
| under the back right storage rack. Additionally o W
1 there was a chaffing pan and a chaffing stand I M’/ {%H % L_‘_ ;/ g /g,/g - /{ ?/}
“and pan stored under a storage rack lying directly ! Al (/// !(ré ~ bt
on the floar. é&/ i wf{ ﬂ,w,«
"In the kitchen, the instant mash potato bin, in the ié S ‘ jmfjf ([Mg Z 7 5@":3’:»;5?{
| dry storage area, had the scoop lying inside. Staff {’ AL :,_,;f:{{ff_j{ ‘
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1Yl 0l A
B, Dietary Manager, was asked if the scoop was f/L%i & «Lﬁj}/f/; T/gf/:'Z“?,_ Wl /
to be stored inside the storage bin, Staff B replied { ‘ // j )/5’//5//
‘no.” bt O ef%it.éf« 4
] o Lo
The freezer floor had frozen peas, food particies ' D% LAl ‘}9%‘;4& f ‘
S ’ o/ { 47 L | 7
and several areas of a black unidentified fu’ L y / _g! "’é/ e }
substance on the floor. Staff B was not able to &,“ué Lg,{g/,f LA j;j;p\gz%és S
indicate how often the freezer was cleaned. - "/ - / )
There were several large white rolling bins and
tubs stored under a food preparation area. The T [
outside rims and front of the containers were «'L/’s NEV S m”ﬁ’u{ /(,
soiled with a yellow/brown tacky substance. Staff | ?1
B was asked how often the storage bins were 7 ff\f/ A Lﬁu iy w(/ ’7&’% ’
cleaned. He replied, "they (the bins/containers) | / /{/ PR '(,//
were wiped down weekly," | 5’7[/3 (A
y %{/ﬁ%f{ /’é/; Lil'vt f/z’;é
There was a sticky brown substance along the 3 y,/;/ éa m,g;;k, ! e v
front of the oven. There was a hair hanging down iy L Y é@wazpw;?
from the left hand corner of the oven surface. 5 /{:f/ \f(‘;g, M W//’x 7o D f ;
Staff B was asked how often this oven was 3642“{( : -
cleaned, he stated the oven was not used. | et 'ffa/’z: e f_)‘, /;% e nﬁ
H e ~ i— 1
Next to the counter top oven, in a work area, Loy \éif ; ?t AT
there was a covered 16 ounce coffee cup and an
| opet piastic cup that was filled % of the way with |
'fluid. Staff B was asked i these belonged to staff, | : ) /{
he replied "yes " w.)]/ﬂ/ ﬁgf@ ,_.',ffaé i
During observation of the dish machine operation, | rig L J/ f 75;,;%/: [“1{//!?,7? }/f %/f’f
Staff B stated the machine was "low heal” This i ., [
type of dishwasher required the water v g({}"ﬁ P L T
temperature to reach 120 degrees F and the Ll S g
sanitation o be ai 50 ppm (part per miltion) v gj )
chlorine for the final rinse. He stated these LAMEE T
temperatures were monitored and decumented
i by the kitchen staff three times a day. j
1’
Review of the past three months of "Low . i |
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“from 100 to 115 degrees F. There were 46 wash
temperatures and 42 sanitation readings missing. |
(- November 2013 log was missing. ’

Staff B was asked what staff did when the
temperature fell below 120 degrees F, He replied
they (staff) notified the maintenance director. In
an inferview at 2:15 p.m., Staff A, the
Maintenance Director, stated he had been
notified "3-4 times" in January, 2014 regarding

the dishwasher's temperature.

. The maost recent monthly report from the facility's
, contracted company, with a service date of

12/04/13, regarding the preventative maintenance
on the dishwasher revealed the sanifizer reading
was "0 ppm" and was adjusted fo 75 ppm. Under
the comment section stated ", . Machine not

. Sanitizing. Found ftat Squeeze tube changed out
" both Sanitizer and Detergent Now in good repair.”

- The trash can the staff used to dispose of their

paper used towels after washing their hands was

|

is

ﬂ/“
| f\/ Lj
| gj/f’li [i
s corkiSFn
j‘ﬁ \é,{,ﬂf‘;‘ 5(,{’1”\,.(/5/

{‘Xi MJ\ praa

el P’}‘"‘J 74 m/:” 1/ bé :{—" €
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Temperature DISHMACHINE TEMPERATURE »aiu/ps e “?ﬁ/”“f“"”“ [“5’( /ff)é, ”
LOG" revealed the foliowing: /{/ y gj/ /¢ b ”{/
- January 2014 log: out of 90 required L el fg»é’ﬁ/?\é:[ can of
temperature and sanitation checks, 12 entries P /'/'? . .
were made with a wash temperature ranging from | nﬁa‘i')-ﬁﬁf\, AL, M f;.«y / / ;o fmf’%’;‘dm
- 100 to 115 degrees F, and 33 sanitation readings i (74 7 {// o ',‘ Yy Y- !
i above 50 ppm. There were 20 missing wash Py ﬁ‘fij/{ f / e
| temperature and 16 sanitation readings.. | i _ e [/ 1{1(:%// f_/r
.- December 2013 log: out of 93 required \V;{/).qmy@ﬂf;gm?ww -
- temperature and sanitation checks, 9 entries i
" were made with the wash temperature ranging |24

% ﬂ@&w ﬁw#iw° oA
ibww%”’

fm& iy hf AL

) 2/
J@/f’(f/f Lﬁ’/ﬁ’/‘éf W/(" {

éff»/flL L /’?/“* 4

B
,1 .

j‘/;; /(;Zle*!( /x’{;c/‘vt {26'

Lg, JA. f{ Lgé/(

mé ,-’7’3“‘%‘7/{4% A ?L T

i

Heira f;[{{g{u’a

E“’“k’{ / z‘ﬁx/;!dgﬂ%//k

i

covered. Staff were noted to |t the contaminated g'm,}fmzﬁ
frash can lid with clean hands and then proceed %’ { T
with their kitchen duties. Staff B acknowledged -
this was how staff disposed of their paper toweis | | faef 4 T s 1o L
and other disposable items. [é/[ » w{//{ IL-'L »;3}'\ Lot 5/;.:%0;&:3@‘ ey
5 o LAl
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E 458 483.70{d)(1)(ii) BEDROOMS MEASURE AT
s85=R ; LEAST 80 8Q FT/RESIDENT

Bedrooms must measure at least 80 square feet
per resident in multiple resident bedrocms, and at
ieast 100 square feet in single resident rooms.

This REQUIREMENT is not met as evidenced
by:

1 Based on-observation and interview, the faciiit
faited to ensure 7 resident rooms (i, §,
o W 9 - @) measured at least 80
square feetl per resident in multiple resident

: rooms, and at least 100 square feet in single
‘resident rooms, Failure to ensure residents
resided in rooms which met the minimum
regulary requirements for square footage, placed
them at risk for living in a physical environment
too small to meet their needs.

Findings include:

"Rm. @ 142 Square Feet (Sq. Ft.) {2 beds)
Rm. 143 5q Ft (2 beds)

Rm. 131 Sg. Ft. {2 beds)
Rm. 154 Sq. Ft. {2 beds)
Rm. 154 5q. Ft. {2 beds)
Rm. 154 Sq. Ft. (2 beds)
Rm. @ 153 Sq. Ft. (2 beds)

Surveyor observation and interview of residents

residing in the affected rooms determined that
neither health nor safety of the residents in these

rooms was compromised due to the size of the

| rooms.

H
;

i . |
¥ H

% _
E |

H

i

]
E 458 t/?ffwm;{!uf f}l"b’j{}/&:v#;ﬂu{ M"’”EAS M” /é_w

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, COMPLETED
A. BUILDING
505463 B. WING 01/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIP CODE
2520 MADISON
SUNRISE VIEW CONVALESCENT CTR
EVERETT, WA 98203
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
I DEFICIENCY}
F 458 Continued From page 12 F 458, /°

heavy et _i-ffﬂk}c’{«&wji vl
Gt [:&z; /f}«ﬂL i s f/Zéf" [
‘{ fffféiv e m&ﬁ*’/f‘ Gl ki
Ve LA /W«ﬂ s L/(g/«f M/if J‘Y‘ﬁf’ Vﬁ
Aéi,’. & yfé«’&;{g 5:21'.5\1%?4’;:-%&% fep |
Qm ”«’/:v-/f’ffij

f'JZ e g, mué‘c {75ty
{/‘ /Vﬂ[ ax/ adfzf /z_‘ Y[.{Zua lle\ z,:p?
il iramecdio: (Ljf assit
f’é’,&? g:l’é’,m’i/;; z@;f ? SN {\;
b@fv@{ﬂéa :{,éf: Z& 'ﬂm»; (i
e /,ZL rex &hf//’h.fﬂ’ip

‘ >ﬂ| q{{ )TT? é /%MN’&)\ i/j

" \

ff)/ e ﬁfﬂff/
?QR/‘L ;}C/L? 7 w( *a/?j{ éﬁﬁj{ﬁb‘g’ |

C/m?mma/

:
:
!

FORM CMS-2567(02- 90) Pravioys Versions Obsolete Event [D: Q0LQ11

) 2

Facilily ID: WAGGBDQ if continuation sheet Page 13 of 13




