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A. BUILDING:
N059018 B. WING 12/19/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
821 E SWENSSON DRIVE
BETHANY HOME ASSOCIATION DBA VARDSHUS
LINDSBORG, KS 67456
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S 000| INITIAL COMMENTS S 000
The Assisted Living/Residential Healthcare
resurvey of the above-named facility
resulted in a finding of no deficiency citations.
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