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'DIVISION OF LICENSING PROGRAMS

vacis #QN39 392

MPLIANCE REVIEW EVA N ADULT CARE RESIDEN
Facility Name: Telephoge Nu
Foreet i\ Mamor 091 272-5% 7
Site Address: Typeof e:
4

006 Firest #411 fye BEL | T Sy

ame o asee/Sp tpirat ate:

rfhzie Chovdhary qust 14 20
Name of Owner, Board President, or Chairman: Currfyceme Posted Consp;cu?u: to Public
JS Ab(ﬂ/@/ Yes - No (notappuc:ble-uew facility)

Mailing Address: (it different from site address)

Current Compliance Plan Posted Or Where It
May Be Viewed /10

Number of Buildings: _Z. Date Last Fire Inspection: & _//Q /ﬁ 0. <—Jate Last Health Inspection: \3/&7 /__Jd
Licensed Capacity: fzz Date Application Received: Date Application Completed:
Requested Capacity: / ’1',47 19, P /// 5// (s, %) o
Datesof Study: Jf -/4-0d HourBegua: /T * j’g% Hour Ended: ¢ ‘' F9/° "
CA2E

Person(y Interviewed: /7] clle b Chnets ” ansdmagen
: X 7

# of Persons present on day # of Residents: # of StafT; # oi' Household Members: | Others: =
of inspection: (/ A7 7
Number of beds available for: Residents: StafT: Household Members: Total # of Residents on
Date of Study: (5 &
THIS RESIDENCE PROVIDES CARE FOR:
Residential Living | Yes L~ | No
Ayglsted Liviag Yes _¢—~ |No _*
Non-Ambulatory Residents Yes (.~ | No
Ambulatory Residents Yes ¢~ | No_____
Aggressive Residents Yes ¢~ |No___
Residents in Need of Restraint Yes | Noz—_
Residents with mental illness or mental retardation or who are substance abusers | Yes j~ |No_____
Residents with serious cognitive deficits Yes LI
ALLOW z
Reevaluation of current variance(s) is recommended: Yes No N/A
If yes, an Allowable Variance Recommendatioa form must be cop:pkted. .
'I'YPE OF LICENSE RECONBIENDED- L p ; ' CATEGORY: /
Eﬂ”ectxve])ates' Hu.ﬁuﬂ' ’Lf Z,;: i through Q—. AT i‘z L00{ )
Capacity: [ Ci Stipulation(s): :15 (1.9@"’” VL'{ ( [ 5/‘& V'ﬂ
/ . v/
e pu 'AiS<ren
SUBMITTED BY: DATE: m/o rb
ing Specialist)
\PPROYED BY: ‘ DATE:
(Licensing Administrator) 419
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