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 This was an "Other" survey.

Date of survey:  7/22/13

Facility #:  003241

Medicaid #:  200827190A

Surveyor:  Susan E. Sparks, PHNS

This surveyor arrived at the listed address at 

11:00 AM.  The parking lot was empty, the 

window's were covered with a silver film, and all 

facility identification had been removed from the 

windows.  A phone book had obviously been 

laying outside the door in the elements for several 

months.  This surveyor called the phone number 

listed for the facility and received a canned 

message about all circuits are busy.  This 

surveyor went to the doors and tried to enter the 

facility.  The doors were locked.  This surveyor 

contacted her supervisor and it was determined 

this facility had closed and failed to notify the 

state office.
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