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\ This inspection report is the result of a Complaint |
 follow up regarding a Time Waiver granted to

¢ Riverview Lutheran Care Center for K147 which
“was set to expire on 9/30/13. Facility has made

| the necessary corrections to the deficiencies cited
on the initial survey conducted on 6/18/12.

Facility is now considered to be in substantial _ _
compliance.

The Surveyor was:

iie—

Deputy State Fire Marshal

| Nursing Home Surveyor
20225

The Surveyor was from: ‘
Washington State Patrol
Office of the State Fire Marshal
Fire Prevention Bureau

PO Box 19130

Spokane, WA 89210-9130
Telephone: {(508) 227-8567
Fax: 1)509) 227-6639
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Anydeficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
otffer bafeguards provide sufficient protection {o the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
féllowing 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

& folowing the date these documents are made available to the facility. if deficlencies are cited, an approved plan of correction is requisite to continued
program participation.
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