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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

8089

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

02/12/2019

NAME OF PROVIDER OR SUPPLIER

ST JEREMIAH CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

3918 CHEROKEE AVENUE, LAS VEGAS, NEVADA ,89121

(X4) SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
ID (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
PREFIX REGULATORY TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
TAG OR LSC IDENTIFYING INFORMATION) DEFICIENCY)
0000 | Initial Comments - 0000
0503 | 449.258(4) - Employee Compliance with 0503
SS=D | Written Policies - NAC 449.258 Written
policies for facility; policy on visiting hours;
residents' mail; compliance with policies. 4.
The employees of the facility shall comply
with the policies developed pursuant to this
section.
If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER ~ Name: Title: Date:
REPRESENTATIVE'S SIGNATURE
STATE FORM Event ID: 2POU12 Facility ID: Page 1 of 1



