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The facility was found to be in complians
the requirements of 42 CFR part 483, subpart B
for longterm care facilities. There were no
federal deficiencies.
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This report is the resuit of an unannounced
Quality Indicator Survey conducted at Columbia
Basin Hospital on 07/08/13, 07/09/13, 07/10/13,
and 07/11/13. A sample of 16 residents was
selected from a census of 25. The sample
included 16 current residents.
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