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The purpose of this inspection was to conduct a complaint inspection.

During the course of the inspection, the inspectors spoke with: The Administrator, the Director of Resident
Care, the Power of Attorney via telephone and the resident.

During the course of the inspection, the inspectors: completed a review of the Resident Record, reviewed
communication between various care providers, the resident and the home.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy Inspection Protocol.

There are no findings of Non-Compliance as a result of this inspection.
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