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

F 000 IN ITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during an 
abbreviated standard survey. 

Facility Reported Incident Number: CA00960706 

The inspection was limited to the specific Facility 
Reported Incident investigated and does not 
represent the findings of a full inspection of the 
facility. 

One deficiency was issued for the Facility 
Reported Incident: CA00960706 (Refer to F740) .  

F 740 Behavioral Health Services 
SS=D CFR(s) :  483.40 

ID 
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TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 
805 W. ARROW HWY. 

GLENDORA, CA 91740 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F OOO 

Please accept th is Plan of Correction a: 
our Credible Allegation of Compliance. 
The deficiencies cited wi l l  be corrected 
as specified and they wil l  be mon itored 
to prevent recurrence . Preparation and 
/or execution of this Plan of Correction 
does not constitute admission or 
agreement by the provider of the truth 
of the facts alleged or conclusions set 
forth on the Statement of Deficiencies 
and plan of correction . 
The Provider submits this Plan of 

(X5) 
COMPLETION 

DATE 

§483.40 Behavioral health services.
Each resident must receive and the facility must
provide the necessary behavioral health care and
services to attain or maintain the highest
practicable physical ,  mental, and psychosocial
well-being, in accordance with the comprehensive
assessment and plan of care . Behavioral health
encompa.sses a resident's whole emotional and
mental well-being, which includes, but Is not
limited to, the prevention and treatment of mental
and substance use disorders.

F 740 Corrections with the intention that it is 
inadmissible by any th ird party in any 
civi l  or criminal action or proceedings 
against the Provider, its employees, � / ),,

..,}
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.
agents, officers, directors , or Pf 'Jo 

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the facility

fai led to ensure one of five sampled residents
(Resident 1 )  was provided with the necessary
behavioral health care and services to address
Resident 1 's history of suicidal ideation (Si- a
range of thoughts, fantasies, or contemplations
about ending one's own life) by failing to:

(I 

shareholders. Plan of Correction is 
submitted to meet requirements 
established by state and federal law 
The Provider reserves the right to 
challenge the cited findings if at any 
t ime the Provider determines that the 
disputed findings are relied upon in a 
manner adverse to the interest of the 
Provider, either by the governmental 
agencies or third party. 
Any changes to Provider policy or 
procedures should be considered to be 
subsequent remedia l  measures as that 
concept is employed in Rule 407 of the 
Federal Ru les of Evidence and 
California Evidence Code Section 1 1 5 1 
and should be admissible in any 
proceedings on that basis. 
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Any d�ficlency statement ending with an , slerisk (•) denotes a deficiency which the Institution may be excused from correcting providing It Is determined that 
other safeguards provide sufficient protecllon to the patients . (See instructions.) Except for nursing homes, the findings stated above are dlsclosable 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 correction are disclosable i 4 
days following the date 1hese documents are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite to coi:,tlnued 
program participation . 
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