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This report is the result of an unannounced
Quality Indicator Survey conducted at Avalon
Care Center - Othello on 7/8/13, 7/9/13,.7/10/13,
7/11/13 and 7/12/13. A sample of 16 residents
was selected from a census of 19. The sample
included 13 current residents and the records of 3
former and/or discharged residents. This was a
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The survey was conducted by: AUG O 572013
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The survey team is from:

Department of Social & Health Services

Aging and Long-Term Support Administration
(ALTSA)

Division of Residential Care Services, District 1,
Unit B

316 West Boone Avenue, Suite 170

Spokane, Washington 99201-2351

Telephone: (509) 323-7303
Fax: (509) 329-3983
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Any deficiency statement ending with an asterisk (*) denotes a deﬂcieﬁwhich the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 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 to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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