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An annual survey was conducted from 08/08/18
through 08/08/18 to determine compliance with
Title 22B DCMR, Chapter 39 (Home Care
Agency's Regulations). The home care agency
provides home care services to one patient and
- employs three staff. The findings of the survey
' were based on a review of administrative record,
- no complaints or incident reports, one active
- patient record, four discharged patient records,
and three personnel records.
The agency was in substantial compliance with
Title 22B DCMR, Chapter 39 Home Care
Agencies Regulations, no deficiencies were
identified.
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