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The creation and submission of this 

plan of correction does not constitute an 

admission by this provider of any 

conclusion set forth in the statement of 

deficiencies, or of any violation of 

regulation.

  

 

This provider respectfully 

requests that the 2567 plan of 

correction be considered the 

letter of credible allegation and 

request a desk review in lieu of a 

post survey review

 F000000This visit was for the Investigation of 

Complaints IN00131813 and 

IN00132330.

Complaint IN00131813 

Substantiated. No deficiencies related 

to the allegations are cited. 

Complaint IN00132330 

Substantiated. No deficiencies related 

to the allegations are cited. 

Survey dates: July 15, and 16, 2013

Facility number : 000092

Provider number: 155176

AIM number: 100266090

Survey team:

Christine Fodrea, RN 

Census bed type:

SNF/NF: 70

Total: 70

Census payor type:

Medicare: 7
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Medicaid: 56

Other: 7

Total: 70

Sample: 4

Glenbrook Rehabilitation & Skilled 

Nursing Center was found to be in 

compliance with 42CFR Part 483, 

Subpart B and 410 IAC 16.2 in regard 

to complaint number IN00131813 and 

IN00132330.

Quality review completed on July 17, 

2013 by Randy Fry RN.
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