
FOIA Data Base - The Law Office of Jeffrey J. Downey, serving clients in Washington D.C., 

Virginia and Maryland 

If you have been injured in a nursing home or assisted living facility, call the Law Office of 

Jeffrey J. Downey for a free consultation. 

Phone: 703-564-7318; email: jdowney@jeffdowney.com 
 

 

Crofton Convalescent Center 

2131 Davidsonville Road 

Crofton, MD 21114 

 

 
Characteristics: 

 For-Profit Corporation with 180 beds 

 Legal Business Name – Crofton Convalescent Center Inc 

 Administrator – Philip J Gordon, Sr. 

 www.croftoncrc.com 

Crofton Convalescent Center is listed as a Five-Star Facility, according to Medicare.gov 

 

 

 
Researching Nursing Homes 

A note by attorney Jeffrey J. Downey: 

Thank you for visiting my website. Anyone who is considering the admission of a loved one into 

a nursing home or an assisted living facility should undertake a review of surveys or other data 

that will provide a snapshot of some of the issues or problems that the facility is experiencing. 

Keep in mind that this information can be limited and may not reflect the actual condition of the 

facility when your loved one is admitted. You should consider personal visits of any facility you 

are evaluating. 

The Maryland Department of Health inspects nursing homes including the Crofton 

Convalescent Center in Crofton, MD. Periodically they do inspections as complaint surveys 

which should be public record. 

I am interested in any additional information you may have on this facility. Please call me with 

any question about this or any other facility you may be interested in searching or prosecuting 

civilly for patient neglect or abuse. 

mailto:jdowney@jeffdowney.com
http://www.croftoncrc.com/


If you have a concern or complaint about a nursing home or an assisted facility, there are three 

ways to file your complaint: 

1) Write to the Maryland Department of Health, Office of Health Care Quality, 7120 Samuel 

Morse Drive, Second Floor, Columbia, MD 21046-3422. 

(linkhttps://health.maryland.gov/ohcq/docs/complaint_form.pdf) 

2) Fax : 410-402-8179 

3) Online - https://fs30.formsite.com/OHCQ/OnlineComplaintForm/index.html 

Having already researched Crofton Convalescent Center in Crofton, MD and obtained FOIA 

responses, I am posting these statements of deficiencies here, in a searchable format. Keep in 

mind that these surveys have been altered during the conversion process and you should update 

your search results. 

Disclaimer: Information is built using data sources published by Centers for Medicare & 

Medicaid Services (CMS) under Freedom of Information Act (FOIA). The information disclosed 

on the NPI Registry are FOIA-disclosable and are required to be disclosed under the FOIA and 

the FOIA amendments to the FOIA. There is no way to 'opt out' or 'suppress' the NPPES record 

data for health care providers with active NPls. Some documents may not be accurately copied 

and some results may have changed upon appeal, which may not be noted here. 



Department of Health & Human Services 

Centers for Medicare & Medicaid Services 

Printed: 10/22/2020 

Form Approved OMB 

No. 0938-0391 
 

 

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION 

 

(X1) PROVIDER/SUPPLIER/CLIA 

IDENTIFICATION NUMBER: 

 

215120 

 

(X2) MULTIPLE CONSTRUCTION 
 

A. Building 

B. Wing 

 

(X3) DATE SURVEY 

COMPLETED 

 

NAME OF PROVIDER OR SUPPLIER 

Crofton Convalescent Center 

 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2131 Davidsonville Road 

Crofton, MD 21114 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency . 

 

(X4) ID PREFIX TAG 
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(Each deficiency must be preceded by full regulatory or LSC identifying information) 
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Level of Harm - Minimal harm 

or potential for actual harm 

 

Residents Affected - Few 

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 

accordance with accepted professional standards. 

 

> 

 
Based on medical record review and staff interview, it was determined the facility staff failed to maintain a 

medical record in the most accurate form for a resident (#1). This was evident for 1 of 3 residents reviewed 

for accurate medical records during the complaint survey. 

 

The findings include: 

 
A medical record is the official documentation for a healthcare organization. As such, it must be maintained 

in a manner that follows applicable regulations, accreditation standards, professional practice standards, and 

legal standards. All entries to the record should be legible and accurate. 

 

[NAME]land Medical Orders for Life-Sustaining Treatment (MOLST) is a portable and enduring medical order 

form covering options for cardiopulmonary resuscitation and other life-sustaining treatments. The medical 

orders are based on a resident's wishes about medical treatments. 

 

On 12-12-19 at 9:14 AM while reviewing Resident #1's medical record this surveyor found 2 active MOLST 

forms. One was dated and active with a practitioner's signature as of 6-5-15 and besides a complete front 

page, the 1-9 options sections of page 2 were completed. The second MOLST dated and active with a 

practitioner's signature as of 6-9-15 had only the front page completed and not options 2 through 9. 

 

Resident #1's medical record was reviewed with the Director of Nursing (DON) on 12-19-19 at 10:35 AM and 

it was confirmed that 2 active MOLST forms were a part of the active medical record. The DON verbalized 

that she understood that only one MOLST order form is to be in the medical record and that the MOLST form 

not active is to have a line drawn through it with void written on it. 

 

An interview on 12-19-19 at 11:22 AM with the Assistant Nursing Home Administrator, the DON and the 

Administrator in Training confirmed that Resident #1's medical record had 2 active MOLST forms. Each 

verbalized an understanding that Resident #1 can only have one active MOLST order and all others are to 

have the word void written and one line drawn on the front. 

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 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 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. 
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F 000 I INITIAL COMMENTS 

 
A COVID-19 Focused Infection Control Survey 

was conducted at this facility on 7/17/20 and 

7/20/20, by the Office of Health Care Quality to 

investigate complaint MD00155031. Surveyors 

conducted onsite survey activities on 7/17/20. 

The licensed bed capacity for this facility is 180 

Comprehensive Care Facility (CCF) beds, the 

resident census at the start of the survey was 

121, and there were 6 residents included in the 

sample.  Survey activities consisted of a review of 

medical records, facility documentation, 

interviews with staff, and observations of resident 

and staff practices. Administrative reports and 

facility policies and procedures were, also, 

reviewed. 

 
 
The facility was in substantial compliance with 42 

CFR §483.80 (Infection Control), 

Subpart-B-Requirements for Long Term Care 

Facilities. This survey also did not identify 

non-compliance with Federal and State 

requirements that were reviewed in relationship to 

complaint MD00155031. 

 
 
COVID-19 (Coronavirus Disease 2019), is a 

disease caused by the coronavirus SARS 

-CoV-2. COVID-19 spreads from person to 

person, mainly through respiratory droplets 

produced when an infected person coughs or 

sneezes. 
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A COVID-19 Focused Emergency Preparedness 

  

 Survey was conducted by the Office of Health 

Care Quality as part of the Focused Infection 

Control Survey at this facility on 7/17/20 and 
7/20/20 . The facility was found to be in 

  

 compliance with 42 CFR §483.73 related to   

 E-0024 (b)(6).   
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A COVID-19 Focused Infection Control Survey 

was conducted at this facility on 7/17/20 and 

7/20/20, by the Office of Health Care Quality to 

investigate complaint MD00155031. Surveyors 

conducted onsite survey activities  on 7/17/20. 

The licensed bed capacity for this facility is 180 

Comprehensive Care Facility (CCF) beds, the 

resident census at the start of the survey was  

121, and there were 6 residents included in the 

sample. Survey activities consisted of a review of 

medical records, facility  documentation, 

interviews with staff, and observations of resident 

and staff practices. Administrative reports and 

facility policies and procedures were, also, 

reviewed. 

 

 
The facility was in substantial compliance with 42 

CFR §483.80 (Infection Control), 

Subpart-8-Requirements for Long Term Care 

Facilities. This survey also did not identify 

non-compliance with Federal and State 

requirements that were reviewed in relationship to 

complaint MD00155031. 

 

 
COVID-19 (Coronavirus Disease 2019), ts a 

disease caused by the coronavirus SARS 

-CoV-2. COVID-19 spreads from person to 

person, mainly through respiratory droplets 

produced when an infected person coughs or 

sneezes. 
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On January 8, 2020, an off-site survey was 

conducted to review the facility's plan of 

correction for deficiencies that were cited during 

the survey ending December 20. 2020. Survey 

activities included the review of the facility's plan 

of correction and credible evidence. 

 
Effective January 8, 2020, the facility was 

determined to be in compliance with the 

requirements of 42 CFR Part 483, Subpart B, 

Requirementsfor Long Term Care Facilities. 
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On January 8, 2020, an off-site survey was 

conducted to review the facility's plan of 

correction for deficiencies that were cited during 

the survey ending December 20. 2020. Survey 

activities included the review of the facility's plan 

of correction and credible evidence. 

 
Effective January 8, 2020, the facility was 

determined to be in compliance with the 

requirements of 42 CFR Part 483, Subpart B, 
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On February 4, 2020, a compliant survey was 

conducted at this facility by the Office of Health 

Care Quarity to investigate complaint 

#MO00150966. Activities included the audit of 

the residents' personal funds records maintained 

by this facility. 

 
The complaint was unsubstantiated. This survey 

did not identify noncompliance with Federal 

requirements that were reviewed in relationship to 

the complaint 
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On February 4, 2020 . a compliant survey was 

conducted at this facility by the Office of Health 

Care Quality to investigate complaint 

#MD00150966. Activities included the audit of 

the residents' personal funds records maintained 

by this facility. 

 
The complaint was unsubstantiated. This survey 

did not identify noncompliance with State 

requirements that were reviewed in relationship to 

the complaint. 
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I INITIAL COMMENTS 

 
On December 19, 2019 and December 20, 2019 

a complaint survey was conducted at this facility 

which has a bed capacity of 180 and a census of 

161 by the Office of Health Care Quality to 

investigate complaints MD00140522, 

MD00146095 and MD00148492 and facility 

reported incidents MD00143306. Investigative 

activities included the review of 3 resident 

medical records, interviews of staff and residents, 

observation of resident and staff practices , and 

review of facility investigations. 

 
 
This survey did identify noncompliance with 

Federal or State requirements that were reviewed 

in relationship to complaint MD00140522. 

Resident Records - Identifiable Information 
CFR(s): 483.20(f)(5), 483.70(i)(1)-(5) 

 
§483.20(f)(5) Resident-identifiable information. 

{i) A facility may not release information that is 

resident-identifiable to the public. 

(ii) The facility may release information that is 

resident-identifiable to an agent only in 

accordance with a contract under which the agent 

agrees not to use or disclose the information 

except to the extent the facility itself is permitted 

to doso. 

 

§483.70{i) Medical records. 

§483.70(i)(1) In accordance with accepted 

professional standards and practices, the facility 

must maintain medical records on each resident 

that are- 

(i) Complete; 

(ii) Accurately documented; 
(iii) Readily accessible; and 

 
FOOO 

 

 

 
 

 

 

 

 

 

 

 

 

 

 
 

 
 

F 842 

  

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ()(6) OATE 

01/29/2020 

Any deficiency statement ending with an asterisk c•) denotes a deficiency which the institution  may  be excused  from correcting providing it  is determined  that 

other safeguards provide sufficient protection to the paUents . (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 correction are  disclosable  14 

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

program participation. 

 

FORM CMS-2567(02-99) Previous Versions Obsole1e Event ID:M6UZ11 Faciltty 10:  02011 If continuaUon sheet Page 1 of 4 



PRINTED: 09/25/2020 

FORM APPROVED 

0MB NO. 0938-0391 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

 

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 

IDENTIFICATION NUMBER 

 

 
216120 

(X2) MULTIPLE CONSTRUCTION 

A  BU I L DlNG     

 
 

B\/'/ING   _ 

(X3) DATE SURVEY 

COMPLETED 

C 

12/20/2019 

NAME OF PROVIDER OR SUPPLIER 

 
CROFTON CONVALESCENT CENTER 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2131 DAVIDSONVILLE ROAD 

CROFTON, MO 21114 

(X4)ID 

PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

!EACH DEFICIENCYMUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 

PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVEACTION SHOULD BE 

CROSSR. EFERENCEDTO THE APPROPRIATE 

DEFICIENCY) 

(X51 
COMPLETION 

OAlc 

 
F 842 

 

I Continued From page 1 

(iv) Systematically organized 

 
§483.70(1)(2) The facility must keep confidential 

all information contained in the resident's records, 

regardless of the form or storage method of the 

records, except when release is- 

(1) To the individual, or their resident 

representative where permitted by applicable law: 

{ii) Required by Law; 

(iii) For treatment. payment, or health care 

operations, as permitted by and in compliance 

with 45 CFR 164.506; 

(iv) For public health activities, reporting of abuse, 

neglect, or domestic violence, health oversight 

activities, judicial and administrative proceedings, 

law enforcement purposes, organ donation 

purposes, research purposes, or to coroners, 

medical examiners, funeral directors, and to avert 

a serious threat to health or safety as permitted 

by and in compliance with 45 CFR 164.512. 

 
§483.70(i)(3) The facility must safeguard medical 

record information against loss, destruction, or 

unauthorized use. 

 
§483.70(i)(4) Medical records must be retained 

for- 

(i) The period of time required by State law; or 

(ii) Five years from the date of discharge when 

there is no requirement in State law; or 

(iii) For a minor, 3 years after a resident reaches 

legal age under State law. 

 
§483.70(i)(5) The medical record must contain 
(i) Sufficient information to identify the resident; 

(ii) A record of the resident's assessments; 
(iii) The comprehensive plan of care and services 
provided; 
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I Continued From page 2 

(iv) The results of any preadmission screening 

and resident review evaluations and 

determinations conducted by the State; 

(v) Physician's, nurse's, and other licensed 

professional's progress notes; and 

(vi) Laboratory, radiology and other diagnostic 

services reports as required under §483.50. 

This REQUIREMENT is not met as evidenced 

by: 

Based on medical record review and staff 

interview, it was determined the facility staff failed 

to maintain a medical record in the most accurate 

form for a resident (#1). This was evident for 1 of 

3 residents reviewed for accurate medical 

records during the complaint survey. 

 
 
The findings include: 

 
A medical record is the official documentation for 

a healthcare organizatio.n As such, it must be 

maintained in a manner that follows applicable 

regulations, accreditation standards, professional 

practice standards, and legal standards. All 

entries to the record should be legible and 

accurate. 

 
 
Maryland Medical Orders for Life-Sustaining 

Treatment {MOLST) is a portable and enduring 

medical order form covering options for 

cardiopulmonary resuscitation and other 

life-sustaining treatments. The medical orders 

are based on a resident's wishes about medical 

treatments. 

 
 
On 12-12-19 at 9:14 AM while reviewing Resident 

#1's medical record this surveyor found 2 active 
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MOLST forms. One was dated and active with a 

practitioner's signature as of 6-5-15 and besides 

a complete front page, the 1-9 options sections of 

page 2 were completed. The second MOLST 

dated and active with a practitioner's signature as 

of 6-9-15 had only the front page completed and 

not options 2 through 9. 

 
 

Resident #1's medical record was reviewed with 

the Director of Nursing (DON) on 12-19-19 at 

10:35 AM and it was confirmed that 2 active 

MOLST forms were a part of the active medical 

record. The DON verbalized that she understood 

that only one MOLST order form is to be in the 

medical record and that the MOLST form not 

active is to have a line drawn through it with "void" 

written on it. 

 
 

An interview on 12-19-19 at 11:22 AM with the 

AssistantNursing Home Administrator, the DON 

and the Administrator in Training confirmed that 

Resident #1's medical record had 2 active 

MOLST forms. Each verbalized an understanding 

that Resident #1 can only have one active 

MOLST order and all others are to have the word 

void written and one line drawn on the front. 
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S1370I 

Initial Comments 

 
On December 19, 2019 and December 20, 2019 

a complaint survey was conducted at this facility 

which has a bed capacity of 180 and a census of 

161 by the Office of Health Care Quality to 

investigate complaints MD00140522, 

MD00146095 and MD00148492 and facility 

reported incidents MD00143306. Investigative 

activities included the review of 3 resident 

medical records, interviews of staff and residents, 

observation of resident and staff practices, and 

review of facility investigations. 

 
 

This survey did identify noncompliance with 

Federal or State requirements that were reviewed 

in relationship to complaint MD00140522. 

 
10.07.02.32 A Clinical Records 

 
.32 Clinical Records. 

 
A. Records for all Residents. Records for all 

residents shall be maintained in accordance with 

accepted professional standards and practices. 

 
This Regulation is not met as evidenced by: 

Refer to CMS 2567, F842. 

S 000 
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s 0001 Initial Comments 

 
On December 19, 2019 and December 20, 2019 

a complaint survey was conducted at this facility 

which has a bed capacity of 180 and a census of 

161 by the Office of Health Care Quality to 

investigate complaints MD00140522, 

MD00146095 and MD00148492 and facility 

reported incidents MD00143306. Investigative 

activities included the review of 3 resident 

medical records, interviews of staff and residents, 

observation of resident and staff practices, and 

review of facility investigations. 

 
 

This survey did identify noncompliance with 

Federal or State requirements that were reviewed 

in relationship to complaint MD00140522. 
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.32 Clinical Records. 

 
A Records for all Residents. Records for all 

residents shall be maintained in accordance with 

accepted professional standards and practices. 

 
This Regulation is not met as evidenced by: 

Refer to CMS 2567, F842. 
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{S 0001 Initial comments {S 000} 
  

  
On April 26, 2019, an off-site survey was 

conducted by the Office of Health Care Quality 

related to deficiencies cited on the annual 

Medicare/Medicaid survey conducted from March 

19, 2019 through March 25, 2019. Survey 

activities included the review of the facility's plan 

of correction and credible evidence. 

 
Effective April 26, 2019, the facility was 

determined to be in compliance with the 

requirements of 42 CFR Part 483, Subpart B, 

Requirements for Long Term Care Facilities. 
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I INITIAL COMMENTS 

 
On April 26, 2019, an off.site survey was 

conducted by the Office of Health Care Quality 

related to deficiencies cited on the annual 

Medicare/Medicaid survey conducted from March 

19, 2019 through March 25, 2019. Survey 

activities included the review of the facility's plan 

of correction and credible evidence. 

 
Effective April 26, 2019, the facility was 

determined to be in compliance with the 

requirements of 42 CFR Part 483, Subpart B, 

Requirements for Long Tenn Care Facilities. 
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S 000/ Initial comments 

 
On March 19,2019 through March 25, 2019 an 

annual Medicare/Medicaid Long Term Care 

survey for recertification was conducted by the 

Office of Health Care Quality. The facility's 

licensed bed capacity is 180 Comprehensive 

Care Facility (CCF) beds and the census in the 

initiation of the survey was 161 CCF beds. The 

survey sample consisted of 40 residents in the 

investigative part of the survey. Survey activities 

consisted of the review of medical records, 

interviews with residents, facility staff and family 

members. Also, observations and staff practices 

were reviewed, as well as, the policies and 

procedures. 

 
 

Additionally, there were 5 facility reported 

incidents investigated during the survey: 

#MD00136476 was unsubstantiated with no 

deficiencies. #MD00136714 was unsubstantiated 

with no deficiencies, #MD00128550 was 

unsubstantiated with no deficiencies, 

#MD00127923 was unsubstantiated with no 

deficiencies and #MD 00125757 was 

unsubstantiated with no deficiencies. 

 
 
 

The Nursing Home Administrator and the Director 

of Nursing were notified of the findings during the 

exit conference. 

S000 
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s 320! 10.07.02.08 E Admission and Discharge 

  
.08 Admission and Discharge 

 
E. Notification of Responsible Persons VVhen 

Patient Moves. The administrator or the 

administrator's designee shall notify the private or 
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s 512] 

l Continued From page 1 

public agency or relative responsible for the 

patient when the patient is transferred from the 

facility for any reason or at time of death. The 

attending physician shall also be notified. 

 

 
This Regulation is not met as evidenced by: 

Refer to CMS 2567 

F Tag 623 

 

10 .07.02.12 Q Nsg Svcs;Charge Nurse 

 
.12 Nursing Services. 

 
Q. Charge Nurse. At least one licensed nurse 

shall be on duty at all times and shall be 

designated by the director of nursing to be in 

charge of the nursing activities during each tour 

of duty. The charge nurse or nurses shall have 

the ability to recognize significant changes in the 

condition of patients and to take necessary 

action. 

 
 

 
This Regulation is not met as evidenced by: 

See F-Tag 0761 

 
10.07.02.12 R Nsg Svcs: Charge Nurse Daily 

Rounds 

 
.12 Nursing Services. 

 
R. Charge Nurses' Daily Rounds . The charge 

nurse or nurses shall make daily rounds to all 

nursing units for which responsible, performing 

such functions as: 

{1) Visiting each patient: 

(2) Reviewing clinical records, medication orders, 

S320 
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I Continued From page 2 

patient care plans, and staff assignments; 

(3) To the degree possible, accompanying 

physicians when visiting patients. 

 
 
 

This Regulation is not met as evidenced by: 

Refer to CMS 2567 

F tag 880 

 
10.0 7.02.23 Transfer Agreement 

 
.23 Transfer Agreement. 

 
A. Written Agreement. A written agreement with 

at least one acute hospital shall be effected which 

shall provide for the following actions: 

(1) Planning to ensure that all services required 

for the continuity of patient care will be made 

available promptly; 

(2) Advance discussion with the patient regarding 

the reason for the transfer and any available 

alternatives; 

(3) Notification to the next of kin or responsible 
person regarding the anticipated transfer; 

(4) Interchange of medical and other information 

necessary in the care and treatment of patients 

transferred between the facilities; 

(5) nmely admission to the hospital when the 

attending physician determines acute hospital 

care is medically appropriate; 

(6) Safe transportation and care of the patient 

during transfer; 

(7) Security and accountability for the patient's 

personal effects; 

(8) Prompt readmission to the comprehensive 

care facility or the extended care facility at the 

end of the hospital stay (when program fiscal 

controls permit); 
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S1175 I Continued From page 3 81175 
  

 (9) Annual review of execution of transfer 

arrangements (by utilization review committee or 

 

 other designated group) to assure that each party 
is fulfilling the needs of both the patients and the 

providers (the hospital and the comprehensive 

care facility or the extended care facility); 

(10) If needs are not being met, it is the 

 

 responsibility of the administrator of the 
comprehensive care facility or the extended care 

facility to act on recommendations of the 

reviewing group and to effect compliance; 

(11) Before licensure, the comprehensive care 

facility or the extended care facility shall submit to 

the Department a copy of the written agreement, 

signed by persons authorized to execute the 

agreement on behalf of the facilities; 

(12) Each facility shall maintain a signed copy of 

the agreement. 

B Facilities Under Common Control. If two 

facilities are under common control, a written 

agreement is not required; policies and 

procedures of both facilities shall provide 

assurance that § A(1)-( 12) will be the practice of 

the facilities. 

C. Exception for Comprehensive Care Facility. If 

a comprehensive care facility is unable to effect a 

transfer agreement with a hospital in the 

community and can document its attempts to 

secure an agreement, the facility shall be 

considered to have such an agreement in effect. 

 

 
Agency Note: It is recommended that the 

comprehensive care facility arrange for a similar 

transfer agreement with an extended care facility. 

 

  

This Regulaiton is not met as evidenced by: 

 

 Refer to CMS 2567  
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10.07.09.08 A Res Rights/Svcs;general 

 
.08 Resident's Rights and Services. 

 
A. A nursing facility shall provide care for 

residents in a manner and in an environment that 

maintains or enhances each resident's dignity 

and respect, and in full recognition of the 

resident's individuality. 

 
 
 

This Regulation is not met as evidenced by: 
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S1175 

 
 

 

S5090 

  

OHCQ 

STATE FORM DGGF11 11 conlinuallOl1 Sheel 5 of 5 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

AH 

"A" FORM 

 

 

STATEMENT OF ISOLATED DEFICIENCIES WHICH CAl' SE 

NO HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM 

FOR SNF. AND NF. 

PROVIDER# 

 

 
 

215120 

MULTIPLE CONSTRUCTION 

A BUILDING  _ 

 

BWING   _ 

DATE SURVEY 

COMPLETE 

3/25/2019 

NAME OF PROVIDER OR SUPPLIER 

 

CROFTON CONVALESCENT CENTER 

STREET ADDRESS. CITY. STATE. ZIP CODE 

2131 DAVIDSONVILLE ROAD 

CROFTON.MD 

ID 

PREFIX 

TAG 

 

 
SUMMARY STATEMENT OF DEFICIENCIES 

F62J Notice Requirements Before Transfer/Discharge 

CFR(s): 483.15(c)(3)-(6)(8) 

 
§483. \5(c)(3) Notice before transfer. 

Before a facility transfers or discharges a resident. the facility must- 

(i) Notify the resident and the resident's rcpresentative(s) of the transfer or discharge and the reasons for the 

move in writing and in a language and manner they understand. The facility must send a copy of the notice   

to a representative of the Office of the State Long-Term Care Ombudsman. 

(ii) Record the reasons for the transfer or discharge in the resident's medical record in accordance with 

paragraph (c)(2) of this section: and 

(iii) Include in the notice the items described in paragraph (c)(5) of this section. 

 
§483. I 5(c)(4) Timing of the notice. 

(i) Except as specified in paragraphs (c)(4)(ii) and (c)(S) of this section. the notice of transfer or discharge 

required under this section must be made by the facility at least 30 days before the resident is transferred or 

discharged. 

(ii) Notice must be made as soon as practicable before transfer or discharge whcn- 

(A) The safety of individuals in the facility would be endangered under paragraph (c)(l)(i)(C) of this 

section; 

(B) The health of individuals in the facility would be endangered. under paragraph (c)ll )(i)(D) of this 

section: 

(Cl The resident 's health improves sufliciently to allo\, a more immediate transfer or discharge. under 

paragraph (c)( I )(i)(B) of this section: 

(0) An immediate transfer or discharge is requ ired by the resident's urgent medical needs. under paragraph 

(c}( l)(i)(A) of this section: or 

(E) A resident has not resided in the facility for 30 days. 

 
§483.15( c)(5) Contents of the notice. The written notice specitied in paragraph (c)(3) of this section must 

include the following: 

(i) The reason for transfer or discharge: 

(ii) The ellective date of transfer or discharge: 

(iii) ) The location to which the resident is transferred or discharged: 

(iv) A statement of the resident 's appeal rights. including the name. address (mailing and email). and 

telephone number of the entily which receives such requests: and information on how to obtain an appeal 

form and assistance in complel ing the form and submitting the appeal hearing request: 

(\} The name. address (mailing and email) and telephone number of the Ollice of the State Long -Term Care 

Ombudsman: 

(vi) For nursing facility residents with inlellectual and developmental disab ilities or related disabilities. the 

mailing and email address and telephone number of the agency responsible for the protection and advocacy 

of individuals with developmental disabilities established under Part C of the Developmental Disabilities 

Assistance and Bill of Rights Act of 2000 (Pub. L. 106-402. codified at 42 U.S.C. 15001 et seq.): and 

(vii) For nursing facility residents with a mental disorder or related disabilities, the mailing and email 
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address and telephone number of the agency responsible for the protection and advocacy of individuals nith 

a mental disorder established under the Protection and Advocacy for Menta ll)· 111 lndh iduals Act. 

 
§483.15( c)(6) Changes to the notice. 

If the information in the notice changes prior to elTecting the transfer or discharge, the facility must update 

the recipients of the notice as soon as practicable once the updated information becomes available. 

 
§483.15(c)(8) Notice in advance of facility closure 

In the case of facility closure. the individual who is the administrator of the facility must provide written 

notification prior to the impending closure to the State Survey Agency, the Office of the State Long-Term 

Care Ombudsman, residents oflhc facility, and the resident representatives, as well as the plan for the 

transfer and adequate relocation of the residents. as required at § 483.70(1). 

This REQUIREMENT is not met as evidenced by: 

Based on the medical record and facility interviews, it was determined that the facilit} staff failed to provide 

written notice to Resident #117 and the resident's Responsible Party. ofa transfer out of the facility. This was 

evident for I out of 40 residents investigated during the survey process. 

 

 
The findings include: 

 
On 03/25119 around 01:42 PM. Res ident # 117's medical record was revie\\ed for a recent hospitalization. On 

- the resident was found unres ponsive \\ith a blood pressure {BP) of 64/44.1be doctor ordered that 

the resident be sent out lo the hospital. During further revie\ of the medical record. it was noted that there 

\\OS no documentation that a written notice was given lo the resident, and the Responsible Part) (RP) 

regarding the reason for the resident's hospitalization 

Ulll 
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On March 19,2019 through March 25, 2019 an 

annual Medicare/Medicaid Long Term Care 

survey for recertification was conducted by the 

Office of Health Care Quality. The facility's 

licensed bed capacity is 180 Comprehensive 

Care Facility (CCF) beds and the census in the 

initiation of the survey was 161 CCF beds. The 

survey sample consisted of 40 residents in the 

investigative part of the survey. Survey activities 

consisted of the review of medical records, 

interviews with residents, facility staff and family 

members. Also, observations and staff practices 

were reviewed, as well as, the policies and 

procedures. 

 
 

Additionally, there were 5 facility reported 

incidents investigated during the survey: 

#MD00136476 was unsubstantiated with no 

deficiencies, #MD00136714 was unsubstantiated 

with no deficiencies, #MD00128550 was 

unsubstantiated with no deficiencies, 

#M000127923 was unsubstantiated with no 

deficiencies and #MD 00125757 was 

unsubstantiated with no deficiencies. 

FOOO 

 

 

 
F 550I 
SS=O 

The Nursing Home Administrator and the Director 

of Nursing were notified of the findings during the 

exit conference. 

Resident Rights/Exercise of Rights 
CFR(s): 483.10(a)(1)(2)(b)(1)(2) 

 
 
 
 

F550 

 

§483.10(a) Resident Rights. 

The resident has a right to a dignified existence, 

self-determination, and communication with and 

 
LABORATORY DIRECTOR'S OR PROVIDERISUPPU ER RE.PRESENTATIVE'S SIGNATURE 
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Any deficiency statement ending with an asterisk n denotes a deficiency which the institution may be excused from correcting provid,ng it is determined that 

other safeguards provide sufficient protection to the patients. (See Instructions ) Except ror nu,rs ng ho mes. 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 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. 
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access to persons and services inside and 

outside the facility, including those specified in 

this section. 

 

§483.10{a)(1) A facility must treat each resident 

with respect and dignity and care for each 

resident in a manner and in an environment that 

promotes maintenance or enhancement of his or 

her quality of life, recognizing each resident's 

individuality. The facility must protect and 

promote the rights of the resident. 

 
§483.10(a){2) The facility must provide equal 

access to quality care regardless of diagnosis, 

severity of condition. or payment source. A facility 

must establish and maintain identical policies and 

practices regarding transfer, discharge, and the 

provision of services under the State plan for all 

residents regardless of payment source. 

 
§483.10(b)Exercise of Rights. 

The resident has the right to exercise his or her 

rights as a resident of the facility and as a citizen 

or resident of the United States. 

 
§483.10(b)(1)The facility must ensure that the 

resident can exercise his or her rights without 

interference, coercion, discriminatio,nor reprisal 

from the facility. 

 
§483.10(b)(2)The resident has the right to be 

free of interference, coercion, discrimination, and 

reprisal from the facility in exercising his or her 

rights and to be supported by the facility in the 

exercise of his or her rights as required under this 

subpart. 

This REQUIREMENT is not met as evidenced 

by: 

Based on an interview with family member, who 
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is the responsible party and the residen,t the 

facility failed to honor the family whishes to 

change the bed linen of the resident in a timely 

manner. This was evident for 1 out of 1 resident 

(R#292) reviewed. 

 

 
Findings Include: 

 

 
On 3/19/19 at 12:58 PM an interview was 

conducted with Resident # 292's daughter who is 

also the Responsible Party (RP). the daughter 

stated that on 3/18/19 she noticed a large amount 

of blood and drainage coming from fracture site. 

She asked the nurse to come in and check the 

dressing and to change the bed linen as it was 

quite soiled.  This occurred during  the afternoon 

of 3/18/19. The resident's linen was not changed 

until after 6 PM that evening. 

 

 
On the day of the interview with the surveyor on 

3/19/19 at 12:58 PM, Resident# 292's daughter 

again asked the Geriatric Nursing Assistant, staff 

#4, at 8 AM to change her (Resident# 

292) bed linen. as there was some body fluid 

stain on the sheet. The daughter said that the 

GNA said nothing to her and has not gone into 

the room since. On 3-19-19 at 1 P.M. this 

surveyor spoke with the Unit Manager, staff #3, of 

the concern and showed the soiled linen to the 

Unit Manager. The Unit Manager spoke with the 

Geriatric Nursing Assistant (GN A), staff# 4. and 

asked her to change the linen now. The linen 

was changed and there were no other concerns. 

Notice of Beel Hold Policy Before/Upon Tmsfr 

CFR(s): 483.15(d)(1)(2) 
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§483.15(d) Notice of bed-hold policy and retum 

 
§483.15(d)(1)Notice before transfer. Before a 

nursing facility transfers a resident to a hospital or 

the resident goes on therapeutic leave, the 

nursing facility must provide written information to 

the resident or resident representative that 

specifies- 

(i) The duration ofthe state bed-hold policy, if 

any, during which the resident is permitted to 

return and resume residence in the nursing 

facility; 

(ii) The reserve bed payment policy in the state 

plan, under§ 447.40 of this chapter, if any; 

(iii) The nursing facility's policies regarding 

bed-hold periods , which must be consistent with 

paragraph (e)(1) of this section, permitting a 

resident to return; and 

(iv) The information specified in paragraph (e)(1) 

of this section. 

 

§483.15(d)(2) Bed-hold notice upon transfer. At 

the time of transfer of a resident for 

hospitalization or therapeutic leave , a nursing 

facility must provide to the resident and the 

resident representative written notice which 

specifies the duration of the bed-hold policy 

described in paragraph (d)(1) of this section. 

This REQUIREMENT is not met as evidenced 

by: 

Based on the medical record and staff 

interviews, the facility staff failed to provide 

required written notice for Resident # 117, orthe 

Resident's responsible party, of the bed hold 

policy during a transfer out of the facility. This was 

evident for 1 out of 1 residents investigated for 

hospitalization during the survey process. 
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The findings include: 

On 03125/19 around 01:42 PM, Resident#117's 

medical record was reviewed for a recent 

hosptialization. On the resident was 

found unresponsive with a blood pressure (BP) 

reading of 64/44. The doctor ordered that the 

resident be sent out to the hospital. Review of 

the hospital transfer information in the resident's 

chart did not reveal that a bed hold policy was 

given to the resident prior to leaving the building. 

This policy educates the resident on whether a 

bed can be held during the resident's absence, 

and or if not, the possibility of having to privately 

pay to hold the resident's bed, until the resident 

returns. 

Label/Store Drugs and Biologicals 
CFR(s): 483.45(g)(h}(1)(2) 

 
§483.45(9) Labeling of Drugs and Biologicals 

Drugs and biologicals used in the facility must be 

labeled in accordance with currently accepted 

professional principles, and include the 

appropriate accessory and cautionary 

instructions, and the expirationdate when 

applicable. 

 
§483.45(h) Storage of Drugs and Biologicals 

 
§483.45(h)(1) In accordance with State and 

Federal laws, the facility must store all drugs and 

biologicals in locked compartments under proper 

temperature controls, and permit only authorized 

personnel to have access to the keys. 

 
§483.45(h)(2) The facility must provide separately 

locked, permanently affixed compartments for 
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storage of controlled drugs listed in Schedule II of 

the Comprehensive Drug Abuse Prevention and 

Control Act of 1976 and other drugs subject to 

abuse, except when the facility uses single unit 

package drug distribution systems in which the 

quantity stored is minimal and a missing dose can 

be readily detected. 

This REQUIREMENT is not met as evidenced 

by: 

Based on observation of medication storage 

room and medication carts on March 25,2019 the 

facility failed to date medications that were 

opened on station 3 front certified medication aid 

(CMA) medication cart. This was evident for 1 out 

of 8 medication carts looked at for compliance. 

 

 
The findings include: 

 
On 3/25/19 at 12:40 PM 4 medication storage 

rooms were checked for compliance and 8 

medication carts. On station #3, The front CMA 

(Certified Medication Aid) cart had 4 residents 

who did not have 

the dates when the medication was opened : 

 

 
Resident# 10 was ordered erythromycin ointment 

for bilateral eyes for the diagnosis of Blipharistis. 

There was no date when the ointment was 

opened. 

 
Resident# 96 was ordered systane liquid opth. 

drops ordered for each eye for the diagnosis of 

glaucoma. There was no date indicating when 

the systane eye drops were opened. 

 
Resident# 47 was ordered Refresh eye drops, 1 

drop in each eye 3 times per day. There was no 
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date when the Refresh eye drops were opened. 

 
Resident # 67 was ordered Lantanoprost opth. 1 

drop in each eye for the diagnosis of glaucoma. 

There was no date when the Lantanoprost was 

opened. 

 
 
The Director of Nursing (DON) was present 

when the station 3 certified medication Aid cart 

was checked.  The DON took the medication 

involved and verified that there was no date listed 

when the medication was opened. 

Infection Prevention & Control 
CFR(s): 483.80(a)(1)(2)(4)(e)(f) 

 
§483.80 Infection Control 
The facility must establish and maintain an 

infection prevention and control program 

designed to provide a safe, sanitary and 

comfortable environment and to help prevent the 

development and transmission of communicable 

diseases and infections. 

 
§483.80(a)Infection prevention and control 

program. 

The facility must establish an infection prevention 

and control program (IPCP) that must include, at 

a minimum, the following elements: 

 
§483.80(a)(1) A system for preventing, identifying, 

reporting, investigating, and controlling infections 

and communicable diseases for all residents, 

staff, volunteers, visitors, and other individuals 

providing services under a contractual 

arrangement based upon the facility assessment 

conducted according to §483.7D(e) and following 

accepted national standards; 
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§483.80(a)(2)Written standards, policies. and 

procedures for the program, which must include, 

but are not limited to: 

{i) A system of surveillance designed to identify 

possible communicable diseases or 

infections before they can spread to other 
persons in the facility; 

(ii) When and to whom possible incidents of 

communicable disease or infections should be 

reported; 

(iii) Standard and transmission-based precautions 

to be followed to prevent spread of infections; 

(iv)When and how isolation should be used for a 

resident; including but not limited to: 

(A) The type and duration of the isolation, 

depending upon the infectious agent or organism 

involved, and 

(B) A requirement that the isolation should be the 

least restrictive possible for the resident under the 

circumstance.s 

(v) The circumstances under which the facility 

must prohibit employees with a communicable 

disease or infected skin lesions from direct 

contact with residents or their food. if direct 

contact will transmit the disease: and 

(vi) The hand hygiene procedures to be followed 

by staff involved in direct resident contact. 

 

§483.80(a)(4) A system for recording incidents 

identified under the facility's IPCP and the 

corrective actions taken by the facility. 

 
§483.80(e)Linens. 

Personnel must handle, store. process. and 

transport linens so as to prevent the spread of 

infection. 
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§483.80(f) Annual review. 

The facility will conduct an annual review of its 

IPCP and update their program. as necessary. 

This REQUIREMENT is not met as evidenced 

by: 

Based on observation it was determined that the 

facility staff failed to use proper hand washing 

techniques prior to and after administering 

medications. This practice was observed during 3 

times out of 4 residents observed during the 

medication pass. 

 
 

The findings inciude: 

 
On 03/25/19 during an observation of the morning 

medication pass, this writer witnessed staff #1 

wash their hands with soap, under running water. 

The staff then was observed turning the faucet off 

with wet hands and not with a paper towel. Staff 

then proceeded to dry their hands and proceed to 

administer medications to the next resident. This 

was witnessed on two occasions for staff #1 

during the medication pass. 

 
 

During the same medication pass observation, 

staff #2 was witnessed on 1 occasion, turning off 

the faucet with bare hands after passing 

medications to a resident. Both staff persons 

were informed of their error. 

 
 

Hand washing is one of the most effective ways 
to prevent the spread of germs from one person 

to another. Using a wet dean hand to turn off the 

faucet instead of a dry paper towel, transfer the 

genns from the faucet back to the hand. 

It is the facility's responsibility to protect its 

f 880 
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residents from any possible contaminations. 
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s 0001 Initial comments 

 
On December 28, 2018, a complaint investigation 

survey was conducted by the Office of Health 

Care Quality to investigate facility reported 

incident number MD00130359. The facility is 

licensed for 180 beds with an occupancy of 143 

beds at the initiation of the survey. Survey 

activities consisted of a review of one (1) 

resident's medical records, interviews with 

residents and staff and observation of resident 

care and staff practices. 

 
It was determined that there were no deficiencies 

identified as a result of this investigation under 

the requirements of 42 CFR Part 483, Subpart B, 

Requirements for Long Term Care Facilities. 

S 000 
  

OHCQ 

LABORATORY DIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE 

STATE FORM - GN6211 If continua110n sheet 1 or 1 



PRINTED: 09/25/2020 
 

 

Office of Health Care Qualitv 
FORM APPROVED 

STATEMENT OF DEFICIENCIES 

AND PLAN Of CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 

IDENTIFICATION NUMBER: 

 
 

215120 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING     

 

 
B. lMNO  _ 

(X3) DATE SURVEY 

COMPLETED 

 

C 

12/28/2018 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE ZJP CODE 

CROFTON CONVALESCENT CENTER  
2131 DAVIDSONVJLLE ROAD 

CROFTON, MD 21114 

(X4)10 

PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION! 

ID 

PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

(XS) 

COMPLETE 

DATE 

s 000] Initial comments 

 
On December 28, 2018, a complaint investigation 

survey was conducted by the Office of Health 

Care Quality to investigate facility reported 

incident number MD00130359. The facility is 

licensed for 180 beds with an occupancy of 143 

beds at the initiation of the survey. Survey 

activities consisted of a review of one (1) 

resident's medical records, interviews with 

residents and staff and observation of resident 

care and staff practices. 

 
It was determined that there were no deficiencies 

identified as a result of this investigation under 

the requirements of 42 CFR Part 483, Subpart B, 

Requirements for Long Term Care Facilities. 
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I INITIAL COMMENTS 

 
On December 28, 2018, a complaint 

investigation survey was conducted by the Office 

of Health Care Quality to investigate facility 

reported incident number MD00130359. The 

facility is licensed for 180 beds with an occupancy 

of 143 beds at the initiation of the survey. Survey 

activities consisted of a review of one (1) 

resident's medical records, interviews with 

residents and staff and observation of resident 

care and staff practices. 

 

It was determined that there were no deficiencies 

identified as a result of this investigation under 

the requirements of 42 CFR Part 483, Subpart B, 

Requirements for Long Term Care Facilities. 
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On January 12, 2018, an off-site survey was 

conducted by the Office of Health Care Quality 

related to deficiencies cited on the annual 

Medicare/Medicaid survey conducted from 

November 3, 2017 through November 9, 2017. 

Survey activities included the review of the 

facility's plan of correction and credible evidence. 

 
Effective November 9, 2017, the facility was 

determined to be in compliance with the 

requirements of 42 CFR Part 483, Subpart B, 

Requirements for Long Term Care Facilities. 
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{S ooo Initial comments 

 
On January 12, 2018, an off-site survey was 

conducted by the Office of Health Care Quality 

related to deficiencies cited on the annual 

Medicare/Medicaid survey conducted from 

November 3, 2017 through November 9, 2017. 

Survey activities included the review of the 

facility's plan of correction and credible evidence. 

 
Effective November 9. 2017, the facility was 

determined to be in compliance with the 

requirements of 42 CFR Part 483, Subpart B, 

Requirements for Long Term Care Facilities. 
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S 0001 Initial comments 

 
On December 11, 2018, a limited environmental 

survey was conducted at this facility to detennine 

if the newly constructed rooms meet the State 

and Federal regulatory requirement for the 

resident use. The facility is lieensed for 180 beds 

at the time of the survey the census was 150. 

 
The survey activities included a tour of newly 

constructed rooms, medial storage, and an open 

area that residents can congregate in. This 

survey identified one complaint investigation that 

was reported, (MO00134224). There were no 

Federal or State deficiencies noted in the tour. 
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On December 11, 2018, a limited environmental 

survey was conducted at this facility to determine 

if the newly constructed rooms meet the State 

and Federal regulatory requirement for the 

resident use. The facility is licensed for 180 beds 

at the time ofthe survey the census was 150 . 

 
The survey activities included a tour of newly 

constructed rooms, medial storage, and an open 

area that residents can congregate in. This 

survey identified one complaint investigation that 

was reported, (MD001 34224). There were no 

Federal or State deficiencies noted in the tour. 
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S OOOj Initial comments 

 
On 12/18/18, a survey was conducted at this 

facility by the Office of Health Care Quality to 

investigate complaint #MD00134619. Activities 

induded the interview of the facility's business 

office personnel and an audit of the residents' 

personal funds records maintained by this facility. 

 
The complaint was unsubstantiated. This survey 

did not identify noncompliance with State 

requirements that were reviewed in relationship to 

the complaint. 
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On 12/18/18, a survey was conducted at this 

facility by the Office of Health Care Quality to 

investigate complaint #MO00134619. Activities 

included the interview of the facility's business 

office personnel and an audit of the residents' 

personal funds records maintained by this facility. 

 
The complaint was unsubstantiated. This survey 

did not identify noncompliance with Federal 

requirements that were reviewed in relationship to 

the complaint. 
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SPRING GROVE CENTER 
BLAND BRYANT BUILDING 

S:S WADEAVENUE 
CAl'ONSVILLE,  MARYLAND 21228 

 

Uttn!II! No. 02011 
 

ls.wed lo: CroROfl ConvalCKen1 C.:ntcr 
21JI DavlfbonvUJ<1 Road 
Crofton, MI) 211 f-4 

T)'pc or F.nc:Uity nnd Number of Bed,;: 

Con1prcltensl\'c c m,facility - 180 Beds 

 
Di.lo ls,ucd: December 31, 2016 

 

This license has been gmnlcd to: Croflon Conv11tcsccnt Ccnlcr lnc. 

A111 11)· l.o op:ne,t Jn thb Stll-f k ,,_..cd 1a IJlf abcn entity pilNIMl to'lltc- HCllltJI..GtncR! Miele'. 

Hdc 19 s«tlon J18. A Codcof'M-r.,btd. l91211.dilion.Md subicqwffl Mlpplcmo!CJ .Sh 1llllj«t 
10 a!)'11'114111 'lb4\1111;)f)  Pfl)Yi lnduJaw all awlnbk ruin WJd NIU'-bh f'(Ufflll.llgakd l:twtt unJtt. 

111h.  · i,  Mt  ....rcnttk. ' 

r!J(pim1ion D.i1c: Dm:mbc-r JI. 2018 

 

 

 
Ju - J;'_J :r, LA-,; '111,4 

Din."Clor 

,. ,, Jlkw, n/0 li«n, .J,aJ}n,1,J«t 11,,f1llrlfl1Jtor tp  ,/ p,0$A l°o,,ortd,,.,byOJIIIO# r/'drif /I N I, 
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Maryland Dcpar1mcnt of Hc:llth and Mcneal Hygiene 
ORicc of H alth Cnrc Qunlity 

Spring Ciro\'C Center • Bland Bryant Building 
SS \Vudt: Avenuc • Ca1onsville. M1J rylIJ nd l l l 2R4663 
l 6'ry l'1 G,,im9 .,    •    B.,:,•,1'• "'tiiU,ui  n..w  •   Hl'I T. ,l f.-.·ltdl. .� 

 

Octob4tr27,2016 

Aun: Ptilllp J, Gardon Sf., Admtnlnntar 

Ctoftoo COnV4Jfesceol C•nter 
2131o.vtdsonvllle Road 

Crohon, MD 21114 
 

Ot!ar Mr. Gordon: 
 

This tetttr Is. to acknowledge rectlpt an ap ieatlon toope,at• Crofton eonvarescent Center. 

The et1do1ed Htctn:sC! wlU beIneffctet untllDecember 31. 2018, unteu re,,okad. tt ls vour autho,lty to 

m1lntalna comprehensive core facHlty with a llcen1ied CilPiildW of 180 beds uner the prowislon of 
COMAA 10.07.02. 

 

Thb r1cvnse 1$ io be displayed ln a cansplcw4,s plac.., at or neilf the enlrilnte uf yoLW fiKlllty.pl1lnly 

vl!lblC! and easily read by the publk. 

 

The bed and room breakdown Is attadied. 

 

Slncerely. 

 
 
 

 
Offkeof Health Cure Qu11llty 

 

 
MH/Cjc 

 

Endosure: License No.Ol - 011 
Cc: Ann• Arundel CGunay HealCh Officer 

w,vt,nd ffeatttl Cite Conlmlnktn 
Medlcill Care O ratlOns. Adallftbtnllan 

Medic.al c.,e Polqt Adrntn t,•Oon 
Mv,:11 ;11,d $buffer 

lYfld•LHlfO 

8eU, e, mntr, SuMrY Coordinator 

I.JamwRk! 

 

Tull• rtt l•H1'7-IMl).0lfMU - T rl'1 t-')l.and Md a,-Scoi« f.lol00•,7 

Wdl Sit . - • • ·.Jllmh.ffW}b nJp 

.z:. 



 

Philip I. Gotdon s,.• Admlnlstratcr 

Crofton Conva11!$Cctnt Center 
P.ige,Two 
Octabet 17, 2016 

 
Roam and bed brnkdown: 

CATEGQBY LOCATION mm 

Com henswe 
Care FacllilY Cid auUdln1:MaJn ftoor 

Duplex Rooms: 101, 102, 103, 104, 105, 
106, 101. 108, 109, 111, 
117,119,121,123,124, 

125.126, 127.128.129. 

l30,UJ,132,l33 
Ttlpk! Rooms: 113. 114. 115, 116 

Total ad BU11dl"8 Main Floor 

 

9f4 eund{n&- 5.mnd Ftooc 
Duplex Room1: 201. 203, 204, 205, 206, 

207,-208. 209, 210, 211. 
219,225,227,228,229, 

230, 231.:uz. 233 

Triple Rooms.! 2u.215. 211. 222. 223. 

224 
Quad Rocims: 221 

lotat Oki BullcHn,- Second Ftoor 

Old Bulfdlu -Third f119r 
OUPlex Rooms: 301 
Tripi Rooms:  303, 304, 305, 306, 307, 

308. 309, 310, 311, 312, 
313, 314,. 315,316,317. 

318,320,322 
Quad AOOfflS.: 302 
Tolal Old Bulldlnc ...ThTrd Floor 

4$bed5 

12 beds 
GO beds 

 

 

 

 
 

38 bed1, 

 
18bfds 

04beds 
SO bods 

 
 

02 bC!ds 

 
 

S4 beds 
04 IM!ds 

60bcd1 
 

 
Ovmall Tobi 180beds 



 

,o. /'!31i 

8 

§B 

·---..""""--,.----------------- 

Ucenw Rqlnratlon No.Oj_•   01\ Dale Ucvnse Dur  \   J 3l{ i f  

FAaurt uaNSURE RMEW- RENEWAL 

hciUty Hilme  L 2 f?1'-'W Go Y' VI\ LC   C,.f•.;T C,£ IJ!L:.t!. 

Admlnls1ta1or PH f L ( P J , (lo t. /.:AV l S --- 
TUM OF UCENSE 

From I [ f6 To I {1 { 
 

REASON FOR IJC£HSE: 

Two Vear Ucense Rvnewal (9 Pravlslanal I.Jc(!ns,e D FadHty Name Chang(! 

Bed Increase O Remainins Pon4on0 
 
 

TB FOLLOlWIG FORMS AR£ COMPJJn"KD: 

AppUcaUon Yes wf No N/BA 

CURRIMTCATUIOR\"'0¥ 8£.DS 

Oeomprehe-nsfve Care 

HO. 

Addresses of Board of 04rectors Vesia Ho N/A 

Room & Bed Breakdown Yes'@ No D N/A D 
Prli,dpal & ReUef Physician Yes 0 NoD N/A 0 
Director of Nursing Yes Ed No D N/A 

QSped Care Unit 

 
NtOPOSU CHANGE 
CATEGORY OF BEDS (-tar•) 

l CJ(Tolal) 

NO. 

Fadlltv Own rstdp -(Medicaid) Yes 62) No N/A B Comprch-Qnshtc care 
OwMfffllp& Dbdosuie Y sQ No N/A 

State AfRdavlt Yes&a HoD N/A D 
W0rbrs Comp, Qu tkmalr Ye-s,N0 N/A 
Cet1mc.11e of Com,:iUancct Yes Ho N/A 

Adverw Lqal Aetlons Yn No N/A 
Chain Homt Offke Info 'IH Ho N/A 

clal Om! Unit 

Ne-w Capacity 

 
 

 

 

11o Zanlns Rl!qul,ed? VcsB SP£ClltLSITUATIO.NS 
WllvetS Yes,B NoB 

 

Has Zanlng been approved? ves 
DatC!  

::B Rest,lctlon on Admissions Yes No 

IJ M HRPC CON requl,ed? VMO No □ Mandalff Stamna 'YMO NoQ 
Has CerUflcall been grant1 Volunla,y Adml"kHI OIUIns v  □ HoQ 

Ve8s NBo 
 

Oc:cup.incy Pennlt Dato. 

Phins Rvvklw Approval1 y No Date Approved_ 
 

CommunlS: 

Survey Coordfnator. e@  {\J.V  Date   /  0/.:J.I JI fd  

De,3uty Dlrec:tor.,_  Oat 
 



 

 



 

a:u. 

'° 

 
 
 

AllldUntllll1 

 

 

ROOM & BED BREAKDOWN IS AS FOLLOWS: 
 

 

CATOOQBX 

Compn1hcn.._lvc 

UK:AUPN 

DJd Bull,dln&•Mllln Eoqr 

TOTAL 

Cuc Facility Duplex Roonu: 101-109. JI1. I17. I19. 
123.133 48 

Triple RoctM! 113·116 
Toca! Mola l'Joor 

OJd Qulldh, 
Duplex Rao : 201, 203--21 J. 219. 225, 

227-Z33 
T1lplc Roon: 2.13. 21s. 211. 222-224 
QuDd Room. : 221 
Tobll Second t1aul" 

Ohl Qulbllua:Iblnl t1oor 
Duplex Room.c: 301 
Triple Room. 303-318. 320. 322 
Quad Roonm: 302 

ToUII Third Floor 

OVERALL TOTAL 

.J.21xd5 
Beds 

 

 
38 bed.-. 
18 bcd..4- 
Q:lbcds 
60lk!dl 

 

 

 

180 BEDS 



 

 

IJriJt1;"fl ti,'-, g,1p &tr.· ·-.•11 l,'-••1/tf, 11ml /,om'-' .... 
 
 

 

 

 

 

Off.a: of Hcallh Oare Qualicy 
L<mg Term Care Unit 

September 20. 2016 
0 

S1 
t--' 
0 
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, .. 

Spring Grove Center - Bhmd Bryant Bulding 
5S Wndc Avenue 

Ca1on.wme MD 2121.8 
 
 

End i5 our completed nppticatlon ror our Lang Terna Care licellf,C nmcwal 

for Crorton Conva1c.. nt & Rch:1bilitution Ccnrcr. nlong with a chc.:k ror $7000. I 
h:1vc also incluckd wfEh our applicuion, o copy or our facilities renewal COS ticen.ii;e 
which expire.Ii. on November JO. 2016, you would know lh11t we nre in 1he p 
of renew it 115 wc:tl, If you have any quc:;tio or need further informalfon, plcD. 
conuu:t me. 

 

Sina rely, 
 

U7J-- 
Phmp J. Gordon Sr•• NHA 

Adminisuncor 

 

Ent"losure5 

w/Altm:hmcnts 
 

PJG/clc 
 

 

 

 

 

 
 

 
 
 

W Wk t,C t'O/ l c>t, c;" .-.:",t:o u 1 

 

2 f 31 D.Nld  I Ro.d l   C,afton, M.1,yf •nd  1111.. 

(410) 721-1000 I (410f 19.3-4121 I tJOtl 261-36i4 

F.tt(410J 721-27•9 100:(BOOJ 7JS-22SI 

cRqcr£fi:!11S ! 



 

Pttnrlpal Phytld ■n lnfc,rmaU• (pltmt" ()'pt orpdnO 

Mtdltal u, ,,_ Nnltfbn: D0017'4D  

A dtlrnr. 1_689 Kingsbridgo c,urt 

------------ Slart: K>   _ 7.quOfl :. 21401 

T (,phON Numr.tl'(I)·: --( 4-1-0-) ;1;2;1...;.1;0.0;;0_ 

SECTION D- LONG TERM CARE PllOVIDER APPLICATION 
 

PIUNCIPAL PHYSIC,1AN AGltEHMF.NT 
 

 
 

N.m1:qf f1KUl11: ortm\ & Rlltdtlitatlm Cln:&,e._ 02..011 
 

NOTF,; Tht Stoff l)qtmmt11I tJ/lltoll" Rq:lllad.,. ,wqNirf ,,...,nrh C:an,prtlrtns.lYf' 
Can.- /t«lli'1 I0.011}1 arn,n1r /or a plt,sltlan to •rw as o l'n,rtll"'I 
Phpltla1t and a qu'1l1/1td l'fllt/to ftMr pmads whfn l,i,or Im•ul'Yltts"" 

""' aaWllla&lt. 

As PMt{J,dl Pllpkl,,11 I dlf'tt lolht/all1nrin11: 

 
J. J 1'111 ,k nnlnr 1"'11 all rnidnts1nlmfttt'd Ill thr farHl,r a,.- adn,itttd "pntl 1/w 

r-teomm.-11J11da11 of an,d  ..Ma(,r"nd"' carof 11   fr/a,r 141,o ain   prm-1,k pby1ida• 

.1m'IQ'.i' tn P4tft'1tl ct1    ihtd In rJ1lltf'1tlM,a,,,t fn tl,-./taclll ,y'1.  pt,//ri(':I. nnd 
h'OP,b tt1tlt llrc- /aallt)' ,n w«I pmhttMI. 

2.. .A.1n«c"S1t1')', f i;.•Jl/ ,rd,.'i-i(> tht fltfntln!1trallalf 4U IM .1uftahllll)• of rr.,M,nu ,,. udnfltttrl or 
r«ullftd in fM f«illty• 

•1. I ttt'lfl p,mo/,k mnlltdl ,1/,tttlan11"'1 tamdinntlan u/ 11w fedll,y'.1 mtdJn,I Cltrt!. 

4., .,,,,.,,, , ,,,   · ,,,u. fur pl,yJlrlan k"l'l'icr:r -.-1,m llw rr.wlrnl'Y allmdlnR 

t'l,y,lr:in," t. "'" mwHnblt'. 

$. I ..,,mfl"Hidl'f'I In IM ,tn"k,rmffit of pmltnl ca p>llr:in. 111 kvw un,r,-al/J'. I "ill 
/)CJtrltl(ldt In lh  1 'iet1••f fH>llda tu a.K'tttl1'tt thut • /u.:IN1>••:, Of1C'lntllllfr a cum{11m1 

•'l1h lu .,,,,.,,,,t11 palidt':S. 

6. I """ M ropam!J,h,.Jnr 1hr J1•ntrlllancr of rmpla)tt• hral1h praRram. 

 
Soptmt)ar20, 2016 

Dme 
 
 
 

Nomt: Paul H. ROsoff 
(FitllJ tMl4dltJ (Llull 

 
 
 
 

 
 
 
 

 
l>UMll 1250- ""1MIS JJl"2CIIG 



 

ICdW l'hT,1ldan lnfann11dan (plmte t)'pt or print) 

Alnlltal IJ«,w Numbrr: D002010S 

Addrn1:  !!l OO Gallant Fox Lano, SW.to 222 

City: Bawio ,-•,a,r: K> 1.Jp tofk: 20115 

Ttl phi11f,NMmkl(5); 1301) 262-?800 

SECTION B- LONG TERM CARE PROVJPER APPLICATION 

RELIEF PHYSICIAN AORlll!MENT 

 

Nam orl'a,;lllt1  0Cftl:n0:lnvaleac::ent I  Rntd.Utatlal I: 02-QI l 

NO"J'H; l'ltr Silnr IJ,p,rtmrnl a/ llnfll,RqulttlioM nqulr,1/tt,t «uh C lt nJ/1-, 
Canr Jo" IHII J0.01.01 a,ranfar• pi/dtlott ta   -o Printlpal  
l'hpltla1t ,md" qnal(/ml rdlrJ ta ftn'« prriods tt1ktn Ills M lttr strd a on 
ffOf o;tWltablr. 

 

A.s Rtllt/ Ph,sltlan I o,ru lalh /all0ttin : 
 

I. I ri.ill drrkmll thnt all ttddmrs ntlwtl1lnl to lfkt /«II/I)'" fntlttt'd "I""' tfko 
111/an a/ and ttmain 1,ndrr dit tdt't'"1a ph)'Jkl.att tiihoC'dtt p,mi,Jc phyiiclan 
n-ltt.s rolhtt pallffll  asdncriW In th ul11rfm11 tJnd In ,,._./ddllty"s ptJldt!r+ mr I 

Kwb Killa 1hr fnd/1,y10 conttf p,ol>lrtM. 

2.   1b   14')". Itt'III a,M.w , 0tlml,rht,a1la11a.i dtr :uri1ahilll)• of  ,r.,l,lrn,1 It> lhlmlllnl Pl' 

Mnlntd111 thefrn:lllty. 

J. I k·ill pwi.'ltk mtdltal dlrn:th#t ulfll cno,JlnatlOII of thr fncJll,y°J nttdical tu 

./.   I tt11l ,eip,u,lfl ,,,   1,,   •a.Ill f,w ph)":tldrm .lt' I\  Y(l'!fk 11.tt , ldm1•s allfflllinR 

ph)'>h:lnn Is "'" mwlldhk'. 

j, I K'lfl pt,rtldptJlr In fl fk\l'lt,pnt'fJt of Pf'lltm ffll(' p,lida. at lffW' anmmlly. I ttill 
portlclpntr in lhr mo/(:M.• of Pfllltlc-;t tu "'"'',.'"11ml lht   {«1111)' ".I' apnaliom a,.- rnn.11'1, 11, 
Millt lls tt'riltffl pollcks. 

 

6. I .ipo,ulhk flw thr sun<rlllu tt of nrv ,t,1)'«' 
0 

hn1lth ,wa,_>nllft, 

r Ket<=rA 1101. 5eJ)teotier  20,   2016 

Rdief l'll)'lklan (1{Nnt1t41ntJ l>utC' 
 

 
 

Namt: Rbkesl1  Arora 
 (Finl} ( lddlt) (l.lJII) 

 

 

 

 

 

 

 

 
 

 

 

 

1)1111111 1isr-Rftlwd J/16'1010 



 

. 

SECTION C- LONG TERM CARE PROVIDER ArPLICATION 

DIRECTOR OFNURSING AOREF.MliNT 
 

Crofte.-. 0:lnvalescont & 
N■m<' otll'arlllty: RcthabWt:ation CGntar IJce I:02-011 

 

••••••••••••••••••••••••••••••••••••••••••••••••••• 

Tbk to  rlfff that a. Konyo Wobar, RN 
N 

 
 
 
 
 

llfflII 

A. lteRf-.-n:cl Nurw. reg.iwy numbrr _R_1_GS_1_l_l  _ 

B. IJctn!'l'd Pndlnlll NurM.1k IJ pf Nllfflng n::s.hrry numbrr  _ 

11ftlJ empJtt)'Cd as DJ"'1or Of Numna rnr lhc abnvc, name rau.ililf 1111d cmy ihcr Mipcivknry 

t ll!iiitdUtfcsor lhi pc,silfon a.; d ibcd in SIAlC Rc1ullltki I0.07.o2 par. 12 C& o. 

My agrumi:nt with lhc Admlnhtrator rcquilei tha• I be t.1n duty 5 day;. rcr 
week a '\lmrk .11 ntlnl m -10 l'1' v.wlc. 

v). .,. t' L...,,.(!_ 5eptc!nber  20,  2016 

"1r«Ml-'n/ Nr1Qln,: ($l,:ru1lmrJ IJulr 

 

••••••••••••••••••••••••••••••••••••••••••••••••• 

 
Th a bow Hlnlefflml h C1UTffl 111nd la a«enlam: with Chf condllf on, undll'r •hlch 

JCenye Weber,  RN lumpJoyed h7 lhl1r.-m1y. 
WlrrctM of N,,nm,:J 

 

/#2:A---- - June 27,  2016  

1-•acllity A,lmtnlifnlr,w 1.ll1t,'Mnrrt') 0..lt-r/ lagrl'l'lnml 

 
 

••••••••••••••••••••••••••••••••••••••••••••••••••••• 

 

 

 

 

 

 
0111'111 IZH'".- Rnwd J/HllOIO 



 

'Ploasol'lfeftotllolnstrudionstorNe codos. 

==-- ta Rahnbllitat.1an cantor. 1ne. 

fliaW,..r:IID'lf lat,..,_ 
) ,..-,7273°; 

r1111 ,.. 
C.C..Ptrlot Nalat•  Y- ,._., 

PhUjp_.t_. Gcxdon,  .1 tt.UirA.-AJllnioie 
J"MWWftlc:ICIIIMttll 

I (   ... ,•._.Mt-a 
._,.J_ • 

1 

I 

i131  Davi mgwJiJ      -  ,..  f Ii &ii 

21114 

-  - .......... ,fpic. 
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1410) 721-2749 

 c.  
02 

MEOJCA'I. CARE PROGRAM• PROVIDER APPLICATION 

JUPORTAtf!: Pt.EASE ReApAffJCHEOINS1R1JCT!O!§ WflCOUPl£TIHGAPPUCA 

1) APPLICATION TYPE 

0 New&ttilllft 

[J PnrMet (121-s120 
 

 
11111 •1.... Please one: 

  ] 

□ 
0 W.1'rdoiier-Sdc> 01Mlrtt,c,ol1 (Pbntt  

I!) f Buna/AglrqfB»,e r)fltl 

2) PROVIDER INfORMATION 

 

 

 

 
 

 

 

 

 

 

 

 

 
 

 

 

 

 

 
 

lJ UCENSEIPERMIT •FORMA110N 

..... 

 
 

5RCl'ION D- Med'WdJll61lOID 
12/1/2016 11/30/2019-IUDl:d S!e 

.AtlaJlid t. 16 

Uurul&l"lmlllp S. ..11.sued U0.- 111111..._.., klutO. (,pirMnO.  
 
 
 

  .  

··12:il 

     

DEA.     

IQ.AB Hmvland g4n1.,, 'l/1/2014 /31/2016 -836 
CUA IUY.lsd 21DOB80231 12/8/2015 12/7/2017 
NA8P      

     

a.. - QJS Marylard 668272 12/1/2014 11/30/2016. ni 11:11  ,.t, 
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SECTION E STATE AFFIDAVIT 

 

\Vhott« knowln1 and .-UJftally m■ or causn Co he made a l'llw11D1emen1 or 

ttpRK-ntatlon an lbh 11a1.:m,n1 m111 bt stNMCUCtd and«appUc:ab'fc S•ate laws. In 

addidan. kna•fna11nd 'li'llll\stly tallIna 10 ruu,- nnd auurnldy d the lnl'onn11loi, 

ftqul!llcd m11y mull In dud■Iora ttqUCII lo bccon:w llttMl'd or. ,.hrrr thfcnell.y h 

•lm1d7 IIU"n ,■ m-oatlC111 ot 1bn1lll."fflleo 

I ctr11fy lb.al Cht admlnl"radvt 11nd pl'Uft'd'1u11I n:qulnimnu• caat•lncd In C."OMAk 

ID.07.02 (Ret ul■Uons,owmhlR Comprd'u:n"11"e Can FadUII ■nd F,,,uended CarT 

Fr.dlllltt) I Hat lftGI orwritlffl ■d mlnb ln llff and fflldtnl CIR' polldc5. B)'•IIM arwt 

athc-r orpnlatloanl doftlmrnu11lon, •rlHrn attl'ffmtnls •Ith oubldf ftlOtartttltomultanu. 

mmrnlllllr IIK'dlnp, Ila ft q,ua1Hk,1loM 11nd written dnrlopmmt pl'Ulftm tWIL"h u 

IMl'nll.'l!!I, c,qulpmml rnalnlftl.11n-.ilnd dbadrl' pnp1rnlnea h•ff not hffn !IUlntDntlwcly 

11IIC'ffli, m-ktd, or au,didcd, slnw 1hr prnlom1unt17. at' lf lhq haYr, I han notHkd thl! 

Offlet> of H lth 0.R!Qu1dfC7, In wrlU• foft lheetrml,,:date oflhe chnnp. I fur1her 

CffClf) lhAI I wlll nolll)' Che omcec,f Ilnhb C.R' Quallty ,, 11\cff RR • .,,. I\Uu 

...111?.M11n1h dlanacs In IDdUly m,111111£tmenc and opcn1don, ... asden e..s In • ln ruflton!' 

ror comp"1fop or Utt fNll'ntl qffldawlJ. thAI ,i;f(lnltkanlly qff'ect pof •nd prom!u •nd 

1ha1 nolftt wmbf''"''"" 1ft wrl1lfl, bf'forv llw tlTKllve, ,1111, orthe d1an-. 

NMII:.OF FACll.m": 

ftan o:invalesccnt & Rohabllitot.ton centu 
 

 

 

Adninistrator 9/20/2016 
SI Titll! D■te 

 
 
 
 
 
 
 

Hnllld Jll"2010 



 

/IAlb--:-- • 

,SECTION F--WORKERS• COMPENSATION l.AWOUESTIONAIRI! 

 

 

 
N:une or Facm1y 

etofton Oonvalesccnt & Rchabilit.atton emtor 

(S fca.-.ci t)11f or prinl) 
 

Add: or fAcilhy 

2131 oavidacnYille lt0edi cmftcn, M> 21114 

(PICA.foe type or prihl) 

Do )'(1\1 have Wo,km" Qlmpcmildlnn ln."lum"" fut your esn loyc:e5? 
(<.'heck One) X YF.S i.f NO 

 

Ir you have un!liwcrcd \'BS ubovc: plca111e provide 1hc !oltowing information: 

Policy Numbcr:  ,,_sa_10_4_9   

Binder Nua1bcr.          

111., umnce Compnny: Olosapeako BlploVQ.nl Insurance O;DpmY 

Etfc:clivc Dt,1c: 12/1/2015 

E.xpim1ion Dlll_c: 1__1/_Jo2_0_1/6_ 

If you hll\'e nnsweri::d NO. plea. nuacll n copy or your eentr1at1c of Compliance in 
acccrd1:1nce with Stule Wollce • Con1pcm.wion . 
(Sec nuachcd rorm AS2 nnd ln 1ruct1on Sheet) 

 

Plrase aole 

Your Httn..w Qnaot •� h.1ou unltst 1hl11: rorm II compll'Ced, Al,inrd, dalNI aDd 
prnwldl:d to thk Admlnl"tntlaa alona wllh your ...c,r11naa1, orCompllon '" Ir 
appllablt. 

 
-== SCptad)er 20# 2016 

  

Sisn:uurc= Dale 

 

 

 

 

 
J>llt.111 J»l•Rf'hed Jrll61JOIO 



 

SECTION 0- CERTIFICATE OF COMPLIANCE APPLICATION 

INS'l'RUC"l10N SHE T 

 
PJc,ase REVIEW IN&TRUCTIONS BD'"ORE COMPIE'flNG the Ccrtlnl-ate or 
Compllnnce Appllcatron 

'111e \Vor n• CompenMllon Comm ion will aCC'C'pl only lhe uri,Eln111 appllealfon. 

(Do Nol fax. photocopy or rlKtrvnlnlly .Produce) Type or prhil LECIRLY or 1ppllcallun 
may be N!turnttl wlthouc tevll!w. Complete tht" appllai1ion la ltl ntlrety. 

Una: ti N,me of Company ( 1rche coq\paoy doell noe bawe a name lrawti hl.11nk) 

Unr I 2  Ownrr•s Name ( It corporation. lbt  the: nnmr or the  contad  1'50n) 

Unr I 3 Compltlt Buidna-i Adil (P. Bo,i: b not ntttploblrJ 

Um: I 4 Complc1ci MalllnRAddl'l'.'Q 

Una: I 5 J'hone Number (P•acr Number I! noC atceptoblr) 

l'EIN or Soclal SKurity Numbl!r b required. (If p■rtnc:1'5blpi p1f115e 
IDlcllll & llr.l 1hr luc rou r dfa;lbot SSI for Heb pnrtaer. tr uidnR a 
t..:JNt, SS••• .11re not 11Ht:.1W117.) 

Um: I 6 ChKk opp priale ho,; (lift back of appUcaUon). AddUionoHy., •h rt: 

lndlalled. plc.-a.w ..-omplc.-tc: and aHoth EulwJon form C.t§R, 

Unc  I 1 Sip and Dote (If pnrtnl!nhIp.611p1rtncin mU511dain) 

 
NO'fE: Murylund Law§ 9..201 rtqulres un employer with oneor more 
employees to carry workers' compcnsnUon irnlumncc. Any employer with 
worken.' compensodon Insurance Is to submit proor (polley or bJnder number) 

orcoverage to the Agency where they are opplyln ror their Hcensc. DO NOT 
COMPLETE THE CERTIFICATE OF COMrUANCE APPLICATION IF 
YOU HAVE INSURANCE COVERAGE. Ir you hove any questions re1:ording 
the CerURcule or Compllunce, ptcu. c cull 410-864..5297 ar 1-800-492-0479 ond 
usk to be tran11fem:d to c-xtcn. ion 5297. If you do not follow the aforemcntJoned 
ln!t1mctlons, It mny cause n dcloy la lhc pruces. ng of your appHcallon. 
1bnnk you ror your caopemtfon. 
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vocation and :su nsio All appl!cable ndvcnlC l;p1nclion."li lttU t be n=po,h!d. n-prdl of 
whether 11ny n:tonk wen, cxoun1ed ornny appeals wrc ncndfn 

 

 

   SECTION I: ADVERSE ACTIONS/CONVJt.110NS  

Thi seclion apmrcs infonnation onndvcnie kpl IM!lfon., !"oUCh n,41, convlctio1t"ii.e,c(llu!!iion."ii., 
 
 
 

Con,lc1ktn1 

t. The providcr. iwpplicr. or nny owner of lM provider or 5UppUcr wn. wi1hi n tho ln. I 10 )'ca 

prcading cnrollmenc or rovnlldl11ion c,f crntollmcn.t, eGnvict:td of a Ftdcnal or State falony 

off ll\C lhbt CMS lurii dctcrmi ncd to be dc1ri mcnlA11o tht, be.llil itUemi.t.." of the progmm and iL1 

bcncficlnric."- OUett.'liiC.'I inL:ludc: 

f"elony cri npin:r-1 pciool'll' and 111hcr i1imlh1r crimes !or which 1hc individual Wa.."li 

convJctcd. inc-ludina auilty plQl.llli nnd ndjudir::nti:d pre•ltiul dive io1t_lli; fin11nclnl c:rime such 

11..,cx1ortion. cmbcmcmcnl. ineomo tax cv=,.,i;ion, im.umncc fn1ud lltld iiilhr:r !ClmHttr crime 

tor whlch 1he lndMdufd wu. convicted. including suilty pku"i and ndjudicmcd prc--trinl 

diversion. nny felony tbltl pJnccd lhc Medicaid progmm or iL"- bcnoli •nrie.,r;, ltl immcdih1e 

ri!ik (5 h O!ii n rrn11pmc1icc 5ut11h:1 n:M11Li; tn a convicthm of eriminnt ncglcc1 or 

mtM.."OndlU:I}: l\nd nny fclonia;.1hnt would rt:1-ul1 in a nuuw.lalory exclusion under Section 

I l2B(t1) or tllc Act. 

2. Any mi amcanor conviction. ulldtr Federal of Stale Jaw. rct.n1cd to: (n) 1hc dcliviary or"" item 

or Mirviee under Medicare om S1.n1e hcaUh atlll' pm5n1m. or (b) the nbuw or ncglec-t orn pnlicnl 

in connection.._ whh 1hi: delivery om hca1th aue ltcm or M:rvice. 

Ji, Any .nt cmcanor conviction, under fcdeml of Srnte lnw. n:li:.ttd 10 then. fmud. cmbcT.Zlcmcnl, 

bn:Ach or fiduci111)' duty. or olhcr finnnciut miM:OndLICI i-. connection wilh lh ddivcry o! n. 

hi:tillh cure: Ucm or Mlr.'lce. 

4. Any mi!ldemcanor con\llction. under Fcde111t of S1nto law. n:lnlcd 10 the intctfi::ta:n..-c wt1h or 

oln.truclion or;my in dpl[on iruo 11ny c:,iminitl offco.'lie described in 42 C.F.R+ Section 

JOOI.IOI or 1001.201. 

5. Any mi meanor ronvk:tion. under Fcdcml ors,mci lnw, rahuc:.d 10 the unl1.1wful mL1nu!nclurc. 

dlstribu1ion pre.-.criptinn, or d•ii ing of a con1roltcd l'.UbsUmc:e. 

Exclusions. RevOC'l'11on1 or S1l.'lpemdarut 

t. Any rcvocntion oUu.'liipcn ion or n liceme to pnwidc hcatlh care by nny Sr1.1ta liam!'ins nu1hority. 

Thi i Jud the stmcndcr of llitteh liceme white u fommt dblclplin:iry proettding was pcnd[ns 

bc(ore II Srn10 licemc.ing nulhnrity. 

2. Any rcvoca1ion ohu.•n.'liiion of m.•cn:ditnrinn. 

3. An.y !!im.pen. on or cxclll'ion from p;1nidp.11ion in. or uny l'k:lic.m impMed by,. 11 F'cde-ml or 

St1,1c htalLh cn,c prog111m. or nny dclmrmenl from panicipqtin-n in uny Fc:tk:rul Execudvc Dmnch 

procurcm nt or non•proanemant p,ognun, 

4. Aoy cum:nl Medii:nn:: payment :!IU!i.pcadon under nny Mcdic.'3re billing number. 

S. Aoy Medicare RV«nlion ohny Mt..'dicme bHHng nun1ber. 

 

lb!ntcdJ/16/lOID l 



   SECTION I: ADVERSE ACTIONS/CONVICflONS (cantlaurd)  

 

0 Yf.S - Conlin Bcluw £il NO 

 

.\ ll \ ' El SF I.I-:C.\I. IIISTOHY 

l. HbS your o,.,na.11tion, under any anwnE or former name or b nc:,., idcntily, e\'cr h..i.., n 

ndvenctlon li!th:d en P?He I orStclion J impor-cd as1ins1 it1 
 

 

 
 

2. lfycs. report each adverse aclion. when ii ota1md.1he Fcdcm1 or Stntc '1.gency or thi:i 

court/admini:ii.lrutive body that imposed the action. and the l'C50t1.uion. if nny. 

Attm:h "' copy or the: ndver.w: uctlPn documcnu.tion und rcsoJ u tion. 

 
Aibrn.r Adlon hie TllkfflB)' RC'.'011,Ulon 
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SECTION J: CHAIN HOME OFFJCE INFORMATION 
 

Thi5 section captu infoima.tion gtuding chain orpnizotions. Thi., inrcrm;,tion will be u:iicd to 
cru.um proper rcimbu rMmcnt when the provider's )'t.ar-end cost n:port i.lli filed wilh the Mcdkaid 
rec-ror-scnolcc con1mc1or. 

r'ilr mo inform:ition on c_boi n orpnim1ion.'- 1,,0 42 C.F.R. 421.404. 
 

CHECK Hiiiii.00 IF SECTION J DOU NOT APPLY AND SKIPTIIIS SECflON 
 

A TY l'E or n11s l'l<.O\'IIIFI{ IS !ff PC H<Ti:,c 

 

Check ORCI: Elrec:tivi= Dulc 

0 Provider in chain i cnrolllng in Mc:dlcnra tor    

the firiiil lime (t li:•r:ll-,ruf<.,_,,,,,tt(o...,iAlr) 

0 Providar is no lonscr a."""1Cii.lcd wilh the chi:tin    
orpni;,,..11tion pn,viou5ly reported 

 

D Provider h:L...chnngcd rorm one chllin 10 nnothcr  _ 

 
DThe, nAmc -,r provldcr•5 chnin home offire i.e.    

c:hangi ng ,.,11Ollwr infom,auo,, ff'MAlil, }. 

Sttt&ons 10 Complttc 

Comrl c all or Section J. 

 

Comptcle 5eclion J.C. 
identifying lhe rorrncr 
dw1in_home offke. 

 

Comptc1c Scc04.ln J in 
(uU lo idenlif)' lhc new 
chaill home orrice. 

Complcm:1 Section J.C. 

 

 

B. l'II.\I HO:\IE OI·Tl(T \l):',.11'.ISTK\TO!, l'\.fOl \t\l'lO\ 

 

N.lmc or llomt Ollk,: l1n.ct1.1..- Mlddlc-Naffll: ••Na.me ,, ..s,.. 
« k", 

TIiie ot ltffllt Ofl'JQ, Admih1bm1or Socbl Sttllrllf Nvmbn 0..-e t1( Ulnh( ,>YJ 

 
 

 

 

 
 

 

 
 

 

 

 
RemtdJ/1"10I0 

. \ C_T   !(   ,l' 



 

□ 

□ 

SECTION J: CHAIN HOME OFFICE INFORMATION tco,r""1w> 

 

c   l  ll   \)\ II U \ 11•: <l l ·T  l (  E ,,i:o:ot \fl(I'.\ 

 

t. -•"--Orrkt:• Rcp:,ll(d111t11ir rJ11Ctm1 Sm-kir 

 

2. lblllOrrkl: DcalmM Sllffl Add,a,.l.Jnr 1 tfmri -'"'-"""I 

 

,.._ orrj(Z nau-Slmt  u. 2p-.,.a.---.« .1 
 

S&lle Zll'Catc •,1 

 
 
 
 
 
 
 
 
 
 
 

I ).  l\"l'F OFIH, - ,   , .    "'    :-- rnn  

Ch«lc enc: 

Volurtllll)': 

 

'll  IH     OF     T!IE <  IL\I\  II()_\  I  I   OI     l-' 11.I  

 
 

GDW1nmtnt: 

0 No11-rmn1 - RcUskna.,; Orpnlmlioa 

D Non,rrnm - olhcr ,s,« 11t1  _ 

 
DPtt.1pdCtal)' 

D Individual 

OCo,ponulon 

O  l'utncBhlr,:   ,.   

0   Other       ,    -     -     -     -     -     -     -   - 

D l1dcrnt 

S11uo 

0 Chy 

0 Cnun')' 

0 Clty•C lUIII)' 

11 11a1 01st,r"1 

0 Othcr I,  _ 

 

I . I' Id l \ 1111 I<' ', 

Chc:cto,n,: 

\ I I I [ I \ J 11 I '- I O I 111 ( II \I'\ II Cl 'I II < •l I !< I 

0 Joinl Venlurc.lRdi.tiPll.dlrr O MP ged/Rc1.-1ed 

D O,cnatc.'dmclali:d D WhoUy OWMd 

D l.n\oed 

D  01hcr ,S,W'11, ,,•  _ 

 
 
 
 
 
 

Rnhcid l/16/lOIO 

C'ltJ!l"-11 

ti& ,,, .... ,  Cit_,,...,, 
irr-- N.imttt  l!.mall MitnM 

J. lbnr mr.,Tas1dnillrao11aa N..ta I Olla C 4114 R4'plft "••l!ad P• c-w., 

-t. Jtamr omar tw ,tw ,Scnw r_,..., llocnt-Orllcc llu  i11 
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Attacfnent 12 
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MARYLAND 
DEPARTMENT OF HEALTH AND MENTAL HYGIENE 

OFFICE OF HEALTH CARE QUALITY 
Sf»JUNQ 011.0Vlt CBNTl;R 
OLANO BRYANT 8UIU>tNO 

SSWAOOAVl!NU£ 
CATO. SVlt;U. MD 21128-1663 

MEDICAL LABORATORY.PERMIT 

NUMBER: 940312 EFFEC11VE PERIOD: 09/01/2014 • 08131/2016 

l'wsst.W IO IM p,Mloftl o/1111.S 11. ntHIII1. llfflllArlldt I 17.Jat n .lftl-, 

AMOltd«I Cod,qf Mo,yiand, lltit,n,,,,, 11: b.nud ta: 

CROti'ON CONVALESCENT CENTER 
2131 DAVIDSONVJLLE ROAD 

CROFl'ON, MD 21114 

Dlrcccor; Dr RAKESH ARORA 

Owner. MAX C. FRANK, M, D., l\lARTIN 8, LF.SSANS. ESQ. 

For 11tt pn/on,,a,w of Af J1t111l.ohora1o,y Tau I#1Mfollawtng JunpllrMJ: 

Chcfflbay: 
OIUCOM 

Hca:11.11olo,y: 
INR 

 

 

 

 

 

 

 

 

 

CONTROL! 57611 ,. -,;-Jr ":!; ?11; 
blrcc1or ' 

Fah{fkaliar, of" 1/cfn,t ,luallJNbj«I IM 1'1tflNIP'OJor toaillffnai pn11m,,lan and lht /llf/Htltll/olt of eNIIJlt,a. 



 

STATRo,MARYLAND 

 DHMH  

At t 13 

Maryland Departmcnt o!Henlth ond McnraJ Hygiene 
Office of Health Care Quality 

Spring Grove Center • Bland Bryant Building 
55 Wnde Avenue • Catonsville, Maryland 21228 63 
IAny llago,t. Gawmar   • &,yd lhd/tteford. Lt. Gattmor  • V'°'" MIid.iL &cntDJ7 

 
RAKESH AR.ORA 
CROFl"ON CONVALESCENT CENTER 
2131 DAVIDSONV LEROAD 
CROFTON. MD 21114 
Permit Number. 940312 

 
Thank you for making 9'UC you ore in compticmca with Marymnd•• COMAR loborntory rcaulntions. 

and n:newins your lobomtOt)' Uainsc: on schedule. We1pologiz.e forme delay in smdina out renewal 
ffllllcriaJs ror the Aususc 31. 2016 axpimlion dute. Yourcum:nt liccme cxplmdon will bcexrcndcd to 
<ktabc:r 31.2016. 

Plcue DOki;'biiiuivoiec1is• i ncl -and1 paymc:nt is ao longer reqliired.Cor.your Labomtory, 
Llcensc:·£fr usust.2' . 2016. Maryland mgullllions have been dlanscd and fees wiU no tonger 
c:lmracd for Ma,ylaricl la.bora.tory Uccnsure. 

We enctotlna, a mmidmoij .:r and:! U,..P._I·P. co P.  csl. os we aic 

condcns.mg our cm menu to cHmlnn&a specific iesis arid rq,loclns them w!t!i ICSt cllsciplines. 

Irthere is" chanac to your cummt tabormory liccnsa inrormnlton. iuch os ownership. Tax lD EIN. 
name of lnbomtory. tcsling chnnges. labonuory closure. or Ddchas clmnge,. or iflh=e me no c:bnngcs to 

cum:nl Uccmse. p!e49e complete and sian the enclosed c:hnnga form. It must be1isncd by lhe currant 
htbonttory dlr-mor. Jf ihe l1bomtory dmtor ill being changed from the dlrcclOr nmned on tho cummc 
ltccmc.. lh1: dmngc fonn mUSI also be occompMicd with a copy of lhe highdlt dc=gm: aamed diploma or 
tmnscript. My clinical Hecnse held. nnd ony boQrd certiflcolions or condnulng medical edumtion CffilIIS. 

Submit cc,mplctc:d n:ncwnJ matcriDls to: 

Lnborutory Liccnslna 
SS WDdcAvc 
Biimd Bryant Bldg 
Co1onsvilte. MD 21228 

Sinccn:ly. 

 

'-P C,_ 
Poul Celli, Lobomtory fica.tion Pmgmm Manager 
Office orHwlh COR: Quality, Maryland DHMH 

 
ToUFIW 1-sn-tMO.OltMH - lTYIMu,-land Relay Scrvtee I-S00.7J,.l2JS 

WebSire: www.dhmb,IMQkAd,ffliobcg 



 

 



 

T.,.._ 

fl. l 

SffldaJol1 ............... Mlllal.,,.. 

£WU 

...   ----------.---.....---  ·".,..._.,................-....... ............ ---  -   -   -   ..    --------------- 

 

 
Rl:G1S'rRA'f10S1aam1C\no."" ................_Attacb_, le._n.t.  IS _ 

 

 

UD!l'ORM Dl!l.O'A'roR NM UIAJal'OII ADDA.&SS Clt,\NOES. 
MUO COHnOL MUST Dl:MUlDD.iD.:JfTitr..'iH tllANGllS BIMl!DIAfflY 

DtMRlMI:. Of'1111AL11lAXDM6NTALJIYGIEGJ 
DlVl:SQil or bllOOC'OHTROl 
.a11H PATIDSONAVE. OAl.'11\IORE,MDlJll.t 

410-164-.ll90 

 

 

CAOFTQNCARa& R!HAOIUTA110N carm!I 

DUAKDIPTOf 11£"1.TII A."Q) M!Sl'.lL 
IJYCIZNC 
DMSIO. Ol"ORL'G CON'l'llCL 

. ' 

nmCDluid)l TlC UAmNI.OWISUOIS'TbQ>YU 

• Atll91J RN IICHIDI11,a M 

Offl'OHCARe & ASWStUfATIONCENTIR 

C:D.lllldHC). �� 

Nllft IUMIII .... 

11)1 DAWIIIOfMU RD 

 
CMf'rDN MO tttM 

   _....,..r{[;#    
 

 

Fi::?f,4* :-t; 
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