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ALLEGATIONS OF ABUSE AND NEGLECT AND NUMBER OF DEATHS
DATA ENTRY INSTRUCTIONS

M. Allegation of abuse and neglect

(W68) Number of allegations of abuse investigated.
(W69) Number of allegation of neglect investigated.

According to 42CFR §488.301:

Abuse is the willful infliction of injury, unreasonable confinement, intimidation or punishment with
resulting physical harm, pain or mental anguish.

Neglect is the failure to provide goods and services necessary to avoid physical harm, mental anguish
or mental illness.

Consistent with the referenced definitions, enter the number of allegations of abuse and or neglect
investigated, including investigations resulting from complaints, follow ups, initials or recertifications.

If there is no information to report, leave the field blank.

(W70) Total
This field represents a combined total of W68 (allegations of abuse investigated) and W69 (allegations
of neglect investigated). The total for this field is program generated therefore, no data input is necessary.

N. Number of Deaths
(W71) Number of deaths related to unusual incidents.
Insert the number of deaths that occurred as a result of unusual incidents. This includes all unexpected
or unanticipated deaths not included in W72 or W73.

(W72) Number of death related to restraints.
Insert the number of deaths that occurred as a result of the use of restraints.

(W73) Number of deaths for any reason.
Insert the number of deaths occurring for any reason. Do not include information contained is W71
and W72 above.

(W74) Total

This field represents a combined total of W71 (number of deaths related to unusual incidents), W72
(number of deaths related to restraints), and W73 (number of deaths for any reason).

The total for this field is program generated; therefore, no data input is necessary.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-0062. The time required to complete this information collection is estimated to average 3 hours per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.

FORM CMS-3070G (03/13) 4
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
49G022 B. WING 11/04/2021
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STREET ADDRESS, CITY, STATE, ZIP CODE
4123 CONRAD STREET
ALEXANDRIA, VA 22312

(X4)ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(X5)
COMPLETION
DATE

W 000

W 158

INITIAL COMMENTS

An unannounced annual Medicaid survey for
Intermediate Care Facilities for Persons with
Intellectual Disabilities (ICF/ID) was conducted
11/3/21 through 11/4/21. Corrections are required
for compliance with 42 CFR Part 483
Requirements for Intermediate Care Facilities for
the Intellectually Disabled. The Life Safety Code
survey reportwill follow.

The census in this four-bed facility was three at
the time of the survey. The survey sample
consisted of two current individual reviews,
Individuals #1 and #2.

QIDP

CFR(s): 483.430(a)

Each client's active treatmentprogram mustbe
integrated, coordinated and monitored by a
qualifiedintellectual disability professional who-
This STANDARD is not met as evidenced by:
Based on residential program record review,
medical record review, facility document review
and staff interview, it was determined thatthe
QIDP [Qualified Intellectual Disabiliies
Professional] failed to integrate the PCP
(person-centered plan) and to monitor
implementation of the nursing plan of care forone
of two individualsin the survey sample, Individual
#2.

The QIDP failed to integrate Individual #2's
nursing care planinto the PCP and failed to
monitorimplementation of the nursing plan for the
individual's indwellingurinary catheter.

The findings include:

W 000

W 159

W159

1. This deficiency will be corrected
by an addendum being made to
the plan that incorporates the
nursing plan and can therefore
be monitored as a part of the
ISP/PCP the new plan will be
entered into Therap so progress
can be tracked.

2. The Home Manager and QIDP
will develop and provide the
final review of all ISP/PCP goals
in the future to ensure that the
nursing plan is incorporated into
the ISP/PCP in the future, if
needed thereby ensuring this
deficiency does not reoccur.

3. Compliance with this plan will be
maintained by the House
Manager. A QIDP will be
providing a final review of the
ISP/PCP prior to the ISP/PCP
being sent out and signed by all
parties.

4. Compliance with this regulation
will be monitored on a weekly,
monthly, quarterly, and annual

basis. Progress on the nursing

By
12/15/2021
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plan that is incorporated into the
ISP/PCP will be monitored on a
weekly basis by the Home
Manager as a part of their
program oversight and by the
Nurse as a part of their contract
with the ICF. Each month, the
Training and Compliance
Manager and Project Director
will monitor progress as a part
of their monthly review of billing
sheets. Each quarter, a
Quarterly report will be
developed which monitors
progress on all goals, including
the nursing plan. Additionally,
the Nurse will submit a quarterly
regarding progress on the
nursing plan. Finally, annual
progress will by reviewed by the
entire team at the annual
meeting.

5. Date.
By December 15, 2021.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATUR (X6) DATE

. . b 08 f TITLE \
-+~ ') ,——j-—' ™ : ] i ( { s
B~ PR lecroe U]19]207y
Any deficiency statement ending with an asterisk (*) denotes a deficiency wﬁ the institution ma@l-be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-93) Previous Versions Obsolete Event ID: sUSB11 Facility ID: VAICFMR04 If continuation sheet Page 1of 6
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W 159| Continued From page 1 W 159

Individual #2 was admitted to the group home
with diagnoses including moderate intelleciual
disability, autism, and an enlarged prostate.

A review of Individual #2's medical record
revealed the following physician's order most
recently signed 8/30/21: "18 Fr (French)
indwelling Foley Catheter changed outevery
month.”

A review of Individual #2's Annual Nurses Care
Plan dated 8/30/21 revealed, in part "Monitor
kidney and bladder health. Uses an 18 Fr
Indwelling Foley Catheter, changed out patient
(sic) every month, drain bag and record volume
through day, monitor for blood in urine orif pain,
discomfortis noted. Keep [primary care
physician]advised of changes in urological
status."

A review of Individual #2's PCP dated 9/1/21
through 8/31/22 failed to reveal any information
related to the use of an indwelling catheter.
Further review of the data collection documents
forindividual #2's PCP for Septemberand
October 2021 failed to reveal evidence thatthe
urine outputhad been recorded each day.

On 11/4/21 at 12:13 p.m., OSM (other staff
member)#1, the QIDP, was interviewed. When
asked about Individual #2's use of an indwelling
urinary catheter, OSM #1 stated the individual
empties his bag independently. She stated he
does notallow staff members to accompany him
into the bathroom, so the staffis unable to
determine the volume of urine outputeach day.

On 11/4/21 at 12:16 p.m., ASM (administrative
staff member) #1, the projectdirector, joined the

FORM CMS-2567(02-99) Previous Versions Obsolste Event ID: QU5B11 Fadility ID: VAICFMRO4 If continuation sheet Page 2 of 6
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interview. ASM #1 stated the facility used to
record the urine output volume for Individual #2.
However, he is now independentwith the use of
the catheter, and he "knows how to do it." She
confirmed the staff is not recording the urinary
outputvolume. When asked how the nursing care
plan is integrated into an individual's PCP, ASM
#1 stated, "Everyoneis invited to the annual
meeting - DSPs (direct supportpersonnel), too."
She stated the Q (QIDP) trains the staff afterthe
individual's plan is formulated. She stated the
fraining should include the nursing care plan.
ASM #1 also stated, "Each discipline has their
own outcomes. Nursing. Social Work. Dietary.”
ASM #1 stated, "We have lots of different
outcomes for each individual.” When asked if the
Q is ultimately responsible for integration and
implementation of each individual's whole PCP,
ASM #1 stated, "Yes."

On 11/4/21 at 12:31 p.m., OSM #1 was
interviewed. When asked about the training she
provides o all siaff regarding each individual 's
plans for care, OSM #1 stated, "I guess| haven't
done the training on this plan yet." When asked
why she had not yet done the training, she stated
she was not sure. When asked if she ordinarily
integrates a nursing plan into an individua's PCP,
OSM #1 stated she was not sure. When asked
who is responsible forintegrating nurse care
plans and outcomes into an individual's PCP, and
for monitoring implementation of the entire plan,
OSM #1 stated, "The house manager. And all of
us."

On 11/4/21 at 12:50 p.m., ASM #1, ASM #2, the
compliance and training director, and OSM#2,
the house managerwere informed of these
concems. Policies regarding the role of the Q

FORM CMS-2567(02-89) Previous Versions Obsolste Event ID: sU5B11 Fadility ID: VAICFMRO04 If continuation sheet Page 3 of 6
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were requested.

w321

A review of the document, "QIDP Job
Description"revealed, in part: "Implements or
ensures the implementation of the particular
requirements of the ISP [Individual Service Plan]
on a daily basis. In the ICF [intermediate care
facility], ensures compliance with all pertinent
federal regulations applicable to community ICFs.
Applies quality improvement principles, tools and
techniques; assists in data collection; identifies
processes forimprovementin daily work; educate
new staff in a new process. Ensures required
plan documentation, reports, and other...records
are maintained.”

No furtherinformation was provided prior to exit.

PHYSICIAN SERVICES w321
CFR(s): 483.460(a)(2)

The medical care plan of freatment mustbe W321
integrated in the individual program plan.
This STANDARD is not met as evidenced by:
Based on residential program record review, 1
medical record review, facility documentreview
and staff interview, it was determined thatthe
residential home staff failed toimplementthe
nursing plan of care forone of two individualsin
the survey sample, Individual #2. For Individual
#2, the staff failed to follow the nursing care plan 2.
to record the daily urine output volume from the
individual's indwelling urinary catheter.

The findings include:
Individual #2 was admitted to the group home

with diagnoses including moderate intellecual
disability, autism,and an enlarged prostate.

Corrective action: The Nurse will
revise her plan to meet the
recommendation of the
Urologist. The staff will closely
monitor and document.

Provision of deficiency: A
protocol will be developed and
conducted by the manager and
or the QIDP after each plan has
been revised or newly written. In
the process, the
recommendations from the
Urologist will be followed. The
staff will be trained, and each

FORM CMS-2567(02-98) Previous Versions Obsoclete Event ID: 8USB11 Facility ID: VAICFMRO4
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will sign a fraining acknowledge
form that they have been trained
and understood the revised plan
with Doctor’s directives.

3. Measures to be taken. The staff
will follow the protocols and the
manager will conduct weekly
checksin the home to ensure
that the protocols are adhered
to. Training will be documented
on new plans, & protocols and
signed to document by all staff
have been trained. Training will
be conducted by a QIDP

4. Monitoring Compliance with this
regulation will be monitored on a
weekly, monthly, quarterly, and
annual basis. Progress on the
nursing plan that is incorporated
into the ISP/PCP will be
monitored on a weekly basis by
the Home Manager as a part of
their program oversight duties
and by the Nurse as a part of
their contract with the ICF. Each
month, the Training and
Compliance Manager and
Project Director will monitor
progress as a part of their
monthly review of billing sheets.
Each quarter, a Quarterly report
will be developed which
monitors progress on all goals,
including the consultant plans.
Additionally, all consultants will
submit a quarterly report
regarding progress on the
consultant plans. Finally, annual
progress will be reviewed by the
entire team at the annual
meeting or when the plan is
revised as needed.
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5. Date.
By December 15 2021.

NAME OF PROVIDER OR SUPPUER

CONRAD ICF
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A review of Individual #2's medical record
revealed the following physician's order most
recently signed 8/30/21: ™18 Fr (French)
indwelling Foley Catheter changed outevery
month.”

A review of Individual #2's Annual Nurses Care
Plan dated 8/30/21 revealed, in part; "Monitor
kidney and bladder health. Uses an 18 Fr
Indwelling Foley Catheter, changed outpatient
(sic) every month, drain bag and record volume
through day, monitor for blood in urine orif pain,
discomfortis noted. Keep [primary care
physician]advised of changes in urological
status.”

A review of Individual #2's PCP dated 9/1/21
through 8/31/22 failed to reveal any information
related to the use of an indwelling catheter.
Further review of the data collection documents
forindividual #2's PCP for Septemberand
October 2021 failed to reveal evidence thatthe
urine outputhad been recorded each day.

On 11/4/21 at 12:13 p.m., OSM (other staff
member)#1, the QIDP, was interviewed. When
asked about Individual #2's use of an indwelling
urinary catheter, OSM #1 stated the individual
empties his bag independently. She stated he
does notallow staff members to accompany him
into the bathroom, so the staff is unable to
determine the volume of urine outputeach day.

On 11/4/21 at 12:16 p.m., ASM (administrative
staff member) #1, the projectdirector, joined the
interview. ASM #1 stated the facility used to

record the urine outputvolume for Individual#2.
However, he is now independentwith the use of
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the catheter, and he "knows how to do it.” She
confirmed the staff is not recording the urinary
oufput volume.

On 11/4/21 at12:42 p.m., RN (registered nurse)
#1 was interviewed. When asked if she was
aware that Individual #2's urinary output was not
being measured each day, she stated she was
not. RN #1 stated, "They should be. | thoughtthey
had been.” She stated the urinary output hasto
be an "adequate" amountto preventa urinary
tract or kidney infection. She stated the
individual's urine should be pouredintoa
graduated cylinderand measured each time his
indwelling catheterbag isempties. RN #1 stated,
"We wantto make sure his outcome isadequate
o maintain [Individual #2's]urinary health." She
Individual #2 has a history of a kidney infection,
and the staff needs to make sure the urine is
clear, has no odor, and has no blood.

On 11/4/21 at 12:50 p.m., ASM #1, ASM #2, the
compliance and training director,and OSM #2,
the house manager was informed of these
concemns. Policies regarding following a nursing
care plan were requested.

A review of the facility-provided policy,
"Documentation and Records Management,”
revealed no information related to implementing
and following a nursing care plan.

No further information was provided prior to exit.
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COMMONWEALTH of VIRGINIA

Department of Health

M. Naorman Oliver, MD, MA Sy B 3 . TYY 7-1-1 OR
Stats Heallh Comnissioner Office of Licensure and Certification 1-800-828-1120

9960 Mayland Drive, Suite 401
Henrico, Virginia 23233-1485

VIEMORANDUM " Fax (804) 527-4502

November 22, 2021

TO: Kourtney Hales-Richards, Director
Division of Long Term Care
( /}[1 (hafhocc.
FROM: Joyce Walker, Life Safety Coordinator
Division of Life Safety Code

SUBJECT: Conrad in Alexandria, Virginia CMS #49G022, Event ID #9U5B21, Survey Date 11/17/2021,
Highest Scope/Severity: N/A

The attached report forwarded to you with the following comments:
I SURVEY [X]

[X] Recommend certification based on compliance with Life Safety Code.

[ ]Recommend certification based on acceptable POC.

[ 1Recommend certification based on acceptable POC and a scope and severity of C or less with no revisit required.
[ ] Recommend certification based on compliance with LSC by requested continuous waiver.

[ ]1Recommend certification based on compliance with LSC by requested Time Limited waiver.

[ ] Recommend certification based on satisfactory results from application of the FSES.
[ ] Do not recommend certification.

II. POSTSURVEY]|[ ]

[ ] All deficiencies corrected:
[ ] Not all deficiencies corrected:
[ ] Recommend certification based on acceptable POC
[ ]Recommend certification based on acceptable POC and a scope and severity of C or less with no revisit required.
[ ] Recommend certification based on approved or requested continuous waiver.
[ ] Recommend certification based on approved or requested Time Limited waiver.
[ ] Do not recommend certification.

If you have any questions or if we may be of further assistance, please contact me at (804) 367-2129.

F i RGENIA
VDH‘)H e
CH HEAITH
ot § h i e

DIRECTOR ACUTE CARE COPN
(304) 3672102 (304) 267-2104 (3043 267-1126
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PART VI - FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT
(TO BE USED WITH CMS 2786 FORMS)

Provider Number

49G022
K1

Facility Name
Conrad House

Survey Date
11-17-21

K4

Ké DATE OF PLAN

APPROVAL

4-20-1989

; TOTAL NUMBER OF BUILDINGS

NUMBER OF THIS BUILDING

| K3  MULTIPLE CONSTRUCTION

1

Al A. BUILDING

B. WING

C. FLOOR
D. APARTMENT UNIT

LSC FORM INDICATOR

COMPLETE IF ICF/IID IS SURVEYED UNDER CHAPTER 33,

16 | 2786V, W, X | 2012 EXISTING

17 | 2786V, W, X | 2012 NEW

(Check if K321 or K351 are marked as not applicable
inthe 2786 M, R, T, U, V, W, X, and Y.)

SELECT NUMBER OF FORM USED FROM ABOVE

K321:

EXISTING
HEALTH CARE FORM
12 | 2786R 2012 EXISTING SMALL (16 BEDS OR LESS)
1. PROMPT
13 | 2786R 2012 NEW
- 1 2. SLOW
3. IMPRACTICAL
AHCO FORM LARGE
14 | 2786U 2012 EXISTING
4. PROMPT
15 | 2786U 2012 NEW - D 5 SLOW
6. IMPRACTICAL
ICF/IID FORM

APARTMENT HOUSE

K8

7. PROMPT

8. SLOW

9. IMPRACTICAL

K351:

COMPLETE IF ICF/IID IS SURVEYED UNDER CHAPTER 33,
EXISTING

ENTER E - SCORE

Ks5: e.g. 2.5
K9 FACILITY MEETS LSC BASED ON (Check all that Apply)
Al X A2, A3. Ad. AS.
(COMP. WITH ALL (ACCEPTABLE POC) (WAIVERS) (FSES) (PERFORMANCE
PROVISIONS) BASED DESIGN)
FACILITY DOES NOT MEET LSC K0180
A. B. c, X
FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
(All required areas are (Not all required areas are (No sprinkler system)
sprinklered) sprinklered)

*MANDATORY

Form CMS-2786V (07/2018)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/19/2021

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

49G022

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILDING 1

B. WING

(X3) DATE SURVEY
COMPLETED

11/17/2021

NAME OF PROVIDER OR SUPPLIER

CONRAD ICF

STREET ADDRESS, CITY, STATE, ZIP CODE
4123 CONRAD STREET
ALEXANDRIA, VA 22312

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

1D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

K000 INITIAL COMMENTS

The facility is a one-story structure with an attic
of Type V(000) construction type. The facility
does not have a fire sprinkler system.

An unannounced recertification Life Safety Code
survey was conducted on 11/17/2021 in
accordance with 42 Code of federal Regulation,
Part 483.150 and 410 to 480: Requirements for
Intermediate Care Facilities for Persons with
Intellectual Disability (ICF/ID). The facility was
surveyed for compliance using the 2012 Life
Safety Code existing regulations. The Facility was
n compliance with the Requirements for
Participation for Medicare and Medicaid.

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete
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COMMONWEALTH of VIRGINIA

Department of Health

M. Norman QOliver, MD, MA R S 7 TYY 7-1-1 OR
State Health Gammssionar Office of Licensure and Certification 1-800-328-1120

93960 Mayland Drive, Suite 401
Henrico, Virginia 23233-1485
Fax (804) 527-4502

11/19/2021

Genna Bunney
GBunney@CLA-Va.org

Ref: Conrad House
Provider Number 49G022

Dear Ms. Bunny,

This concerns the off-site recertification Life Safety Code survey of the referenced
facility conducted on 11/17/2021 in accordance with 42 Code of Federal Regulation,
Part 483.150 and 410 to 480: Requirements for Intermediate Care Facilities for
Individuals with Intellectual Disabilities. The facility was surveyed for compliance
using the Life Safety Code 2012 Existing regulations. No deficiencies were found.

All institutional buildings must meet all applicable Life Safety Code (NFPA 101)
requirements in accordance with 42 Code of Federal Regulation, Part 483.150 and
410 to 480: Requirements for Intermediate Care Facilities for Individuals with
Intellectual Disabilities certification requirements issued by the Centers for
Medicare and Medicaid Services (CMS), in order to participate in the
Medicare/Medicaid programs.

If you have any questions or if we may be of assistance to you, please contact me at
david.holland@vdh.virginia.gov call (804) 638-0077.

Sincerely,

Daved W/ Noilant
David W. Holland
LSC Medical Facilities Inspector

DIRECTOR ACUTE CARE COPN VIRGINIA COMPLAINTS LONG TERM CARE
(804) 367-2102 (804) 367-2104 (804) 367-2126 a’{/DHDVPARTM NT 1-800-955-1819 (804) 367-2100
OF HEALTH
ateeling You amd Your Er

www.vdh.virginia.gov



12/2/21, 9:23 AM Commonwealth of Virginia Mail - Fwd: Conrad 49G022 EID #3U5B21 Request for RECERTIFICATION SURVEY

B, Commonwealth of

(; V”—g'n'a Tillman, Bryanna <bryanna.tillman@vdh.virginia.gov>

Fwd: Conrad 49G022 EID #9U5B21 Request for RECERTIFICATION SURVEY

1 message

Walker, Joyce <joycea.walker@vdh.virginia.gov> Mon, Nov 22, 2021 at 8:52 PM

To: Bryanna Tillman <bryanna.tilman@vdh.virginia.gov>
Cc: Angela Conner <angela.conner@vdh.virginia.gov>, Walker Joyce gif68453 <joycea.walker@vdh.virginia.gov>

Attached are the LSC recertification survey reports to print for the supervisor. Note: Close certification kit
after health data entry is complete.

If you have any questions, please let me know.
Thanks!©

Joyce A. Walker, Aspen Coordinator
Office of Licensure & Certification
Virginia Department of Health

9960 Mayland Drive - Suite 401
Henrico, Virginia 23233-1463
Telephone: (804) 367-2129

Work Cell: (804) 662-0079

Fax: (804) 527-4502

Email: joycea.walker@vdh.virginia.gov

This electronic mail transmission and all attachments transmitted with it may contain material that is confidential, proprietary or subject to legal protectio

privilege. If you are not the addressee or have received this message in error, please notify the sender and delete the message (and all attachments) without
copying it or disclosing it. Thank you!

---------- Forwarded message ---------

From: Reynolds, Ronald <ron.reynolds@vdh.virginiz.gov>

Date: Mon, Nov 22, 2021 at 10:21 AM

Subject: Fwd: Conrad House

To: Joyce Walker <joycea.walker@vdh.virginia.gov>

Cc: David Holland <david.holland@vdh.virginia.gov>

Hi Joyce,
Attached is the paperwork for Conrad House, no deficiencies.

Thanks,

Ron

Type of Facility: ICF/IID

Facility Name: Conrad

Location (city): Alexandria
Provider#: 49G022

Event ID#: 9U5B21

Supervisor: Wietske Weigel Delano

LSC inspector to complete:

Highest Scope/Severity: N/A
https://mail.google.com/mail/u/0/?ik=771ef464788view=pt&search=all&permthid=thread-f%3A1717182046385468073&simpl=msg-{%3A17171820463. ..

172



12/2/21, 9:23 AM Commonwealth of Virginia Mail - Fwd: Conrad 49G022 EID #9U5B21 Request for RECERTIFICATION SURVEY

Date of Survey: 11/17/21
Total Hours: 8

Ron Reynolds, MPH, MPA

Life Safety Code, Medical Facilities Inspector
Ron.reynolds@vdh.virginia.gov

Mobile: 804-718-8038

Office: 804-367-2133

Office of Licensure & Certification
Virginia Department of Health
9960 Mayland Drive - Suite 401
Henrico, Virginia 23233-1463
Telephone: (804) 367-2102

Fax: (804) 527-4502

This electroniec mail transmission and all attachments transmitted with it may contain material that is
ctions or privilege. If you are not the addressee or have

confidential, proprietary or subject to legal pr
received this message in error, please notify the sender and delete the message (and all attachments) without
copying it or disclosing it. Thank you.

5 attachments

_:] 670 Conrad House11-17-21.pdf
86K

bk 2567 Conrad House 11-17-21 no deficiencies.pdf
47K

_1_=| Booklet Ron and David signed Conrad House 11-17-21.pdf
1947K

—.mj Cover Letter Conrad House 11-17-21.pdf
— 691K

b 11-22-2021 MEMO 49G022.pdf
31K

https://mail.google.com/mail/u/0/?ik=77 1ef46478&view=pt&search=all&permthid=thread-f%3A1717182046385468073&simpl=msg-f%3A17171820463... 2/2



