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An annual licensure survey was conducted from
December 20, 2011, through December 22 ,

2011, to determine compliance with Title 22
DCMR, Chapter 39. The findings of the survey
were based on a random sample of nine( 9)

active chinical records based on a census of

three hundred forty- five(345) patients, two (2)
discharge records, ten (10) personnei files based
on a census of fifty-two{52) empioyees and three
(3} home visit. The findings of the survey were
based on staff and patient interviews , review of
clinical records and observations. There were no
deficiencies noted and Home Care Agency was
found to be substantial compliance at the time of -
this survey. '
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