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June 9, 2008

Mr. Hugh Hall. Administrator
West View Health Care Center
239 Legris Avenue

Wesl Warwick, Rl 02893

Dear Mr. Hall:

Thank you for the courlesy fa the stall of HEALTIVFacilities Regulation who surveyed

West View llealth Care Center on June 6, 2008, The results of this survey indicales your facility 1s in
compliance with MedicareMedicnid cerification requirements. Enclosed is vour copy of the CMS-2567
which 15 nolably deficiency {hec,

Based on the resnlts of this supvey. our gertification of vour comphance with Medicare/Medicaid
reqpuirements will be Torwarded (o the Rhode Island Department o Thunan Services.,

I'hank you lor your cooperation during this process, and for your conlinued participation in the
Medicare/Medicaid program. 1f we can be off assistance at any time in the future, please do nol hesilule (o
contacl our vifice.

Sincerely.

O

Ravmond Rusin, Chief
Facilitics Reguiation
(401) 222-2566
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0935-0391
STATEMENT OF DEHGIENCICS 1) PROAVIDCR/SUPPLICRICLA (*2] MULTIPLE CONSTRUCTION (%) DATE SURVEY
AND PLAN OF CORRCCTION INFRTIFICATION NUMRER CONPLETCD
A. BUILCING
' 415067 6. VNG e —r— 06/06/2008
NAME OF PROVIDER OR SUPPLICR STREET ADORESS. CITY, STATE, /1P COLE :
239 LEGRIS AVENUE .
WES HEALTH CARE CENTER
TEw WEST WARWICK, Rl 02893
o | SUMMARY STATEMENT OF DERCIENCICS - e PROMVIDER'S PLAN OF CORREGTION " ol
PRLFIX {FACH DEFICIFNCY MUST BF FRECEDFED BY FUILL PRENX {FACH CORRECTIVE ACTION SHOULD BE | COWPLL TN
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' The Annual State and annual Federal ;

| Recertfication surveys were conducted at this
facility.

_: The West View Health Care Cenler is in
: compliance with 42 CFR Part 483 requirements
: for Long Term Care Facilies. |
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LABDRATORY [NRECTOR'S OR FROIVIDER/SUPPLICR REPRESENTATIVE'S BIGNATURF .pull- DATE
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Ar- Heficiency stalerment ending wilh an astersk () denotes a deficiency which the institubion may be excused from comecting providing Il i detenmined thal
0, afeguards provice sufficent proteciion to the patierts. (Seo instructions.) Except for nursing homes, the findings stetod above pro disclosable PO days
folkuwing the date of sunvey whather &2 not 8 plan of Cofrection is provided  For nursing homes. the above findings and slans of carreciion are disclosable 14
days foliowing the dale these documents are mado avalable to the fadlily. Il deficencies ane cied, an approved plan of COrechion IS RRQUIste 10 continued

program participation.
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