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

Forestville Healthcare Center (Formerly
Forestville Health and Rehabilitation Center)
7420 Marlboro Pike

Forestville, MD 20747

Characteristics:

e A For-Profit Company with 162 Beds

e Legal Business Name — Marlboro Leasing Co, LLC

e www.communicarehealth.com/facility/forestville-healthcare-center/
e Operational/Managerial Control — Richard Odenthal

e Managing Employee — Dodlyn Buck

As of August 2020, Forestville Healthcare Center is rated as a three-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 oneinto
a nursing home 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 Forestville Healthcare
Center in Forestville, 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.

If you have a concern or complaint about a nursing facility, there are three ways to file your
complaint:


mailto:jdowney@jeffdowney.com
http://www.communicarehealth.com/facility/forestville-healthcare-center/

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/ohcg/docs/complaint_form.pdf)

2) Fax : 410-402-8179
3) Online - https://fs30.formsite.com/OHCQ/OnlineComplaintForm/index.html

Having already researched Forestville Healthcare Center and obtained FOIA responses, |
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 NP1 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 NPIs. Some documents may not be
accurately copied, and some results may have changed upon appeal, which may not be noted
here.
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)
F 0757 Ensure each resident’s drug regimen must be free from unnecessary drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >

Level of harm - Minimal Based on review of medical record and interview with facility staff, it was determined that the facility failed to ensure

harm or potential for actual | that residents with multiple orders for as-needed pain medication had orders that specified when those medications were to

harm be administered, and that such parameters were followed when the medication was administered. This was evident for 1

(Resident #5) of 6 residents reviewed during the complaint survey.

Residents Affected - Few  [The findings include:

Resident # 5's medical record was reviewed on 2/14/20 at 9:34 AM. During the review, it was found that the resident had

three orders for as-needed pain medication: 1) [MEDICATION NAME] tablet 325mg, give 2 tablets by mouth every 6 hours as
needed for mild pain, 2) [MEDICATION NAME] tablet 500mg, give 1 tablet by mouth every 6 hours as needed for moderate pain,
and 3) [MEDICATION NAME] HCI tablet 50mg, give 1 tablet by mouth every 6 hours as needed for pain. Although the two orders
for MEDICATION NAME] (Tylenol) both had parameters of mild pain and moderate pain, the lower dose specified a higher level
of pain and the higher dose specified a lower level of pain. There was no parameter for the [MEDICATION NAME] order.
Parameters are used in medication orders to specify when a given medication should or should not be given. When a resident

has orders for multiple pain medications, parameters communicate a physician's intention as to which medication should be
administered for certain types or levels of pain. In the case of levels of pain, it is often helpful to measure pain on a

scale of 1-10, in which 1 is nearly no pain and 10 is the worst pain of a person's life. Mild pain is usually considered to be pain levels
1-3, moderate pain to be 4-6, and severe pain to be 7-10.

Review of Resident #5's Medication Administration Record [REDACTED]. Review of the MAR for (MONTH) of 2019 revealed that
the [MEDICATION NAME] order for moderate pain was given for a pain level of 2 (5/31/19). Review of the MAR for (MONTH) of
2019

revealed that the [MEDICATION NAME] order for moderate pain was given for a pain level of 3 (7/17/19), and that
[MEDICATION NAME] was given for a pain level of 3 (7/27/19).

'The Administrator and Director of Nursing (DON) were interviewed on 2/14/20 at 10:40 AM. During the interview, the
Administrator and DON acknowledged that the administrations noted above did not meet their expectation of how those

medications should have been administered.

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

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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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)
F 0584 Honor the resident's right to a safe, clean, comfortable and homelike environment,

including but not limited to receiving treatment and supports for daily living safely.
Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual |Based on observation and interview, it was determined the facility staff failed to ensure all resident rooms and hallways

harm were maintained in a homelike manner. This was evident for 11 of 19 rooms reviewed during the survey.

The findings include:

Residents Affected - Some |4. During an initial tour of the facility on 6/19/19 at 10:00 AM, observations revealed the blinds in the windows of rooms

[ROOM NUMBER] were damaged. In all three rooms, the edges of the blinds were bent on both sides of the windows. This damage
prevented the window blinds from blocking light coming into the room. One of the two residents in room [ROOM NUMBER]
expressed in interview with the surveyor that the blinds were horrid and agreed that they detracted from the homelike
environment of the room. The Director of Maintenance was made aware. Further observations of the facility revealed the
following:

1. A hole near the base of the wall behind the door in room [ROOM NUMBER]. The hole was over one (1) foot in width. The
bathroom door and the walls adjoining the door had scrape marks. The right wall facing the outside hall had scrape marks as well.
2. A hole in the wall behind the door in room150. Scrape marks on the bathroom door and wall.

3. The corner of the wall across from the nursing station was in disrepair, and the alcove door had scrape marks on it.

4. Missing paint on the lower wall by the window in room [ROOM NUMBER].

5.hTh¢|a closet door in room [ROOM NUMBER] (bed A) did not have handles or knob to assist residents and staff in opening and
the closet.

6. Missing paint behind bed A in room [ROOM NUMBER].

7. Damaged dry wall by window in room [ROOM NUMBER] (bed A).

8. Patches of paint missing from the bathroom door in room [ROOM NUMBER].

9. Exposed dry wall which requires paint in room [ROOM NUMBER].

On 6/24/2019 at 1:25 PM staff # 11 (Maintenance Director) and the administrator were made aware of the issues.

F 0641 Ensure each resident receives an accurate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on record review and staff interview it was determined the facility failed to correctly code the Minimum Data Set

harm or potential for actual | (MDS) for Residents #153 and #68. This was evident for 2 of 46 residents investigated during the survey.

harm The Minimum Data Set (MDS) is a core set of screening questions that provide the foundation for the RAI process. Providers

must complete the MDS screening assessments at specified times during resident admissions. Some MDS assessments are
Residents Affected - Few comprehensive and others are abbreviated updates to the comprehensive assessments. After completion of any comprehensive
MDS assessment, the MDS triggers care areas based on the responses to the MDS questions (also referred to as MDS Items).

Each triggered care area must then be assessed in order to determine if care planning is needed. The MDS triggers are used

to provide direction for the development of an effective plan that will ensure the assessed needs of each resident are met

when care is delivered.

The MDS is a key tool in the process of assessing the capabilities of residents in a nursing care facility. MDS Coordinators are the
certj(fjied individuals who take these assessments and use the results to formulate individual care plans for

residents.

The Resident Assessment Instrument (RAI) is a mandated process that ensures residents in nursing homes receive comprehensive and
periodic assessments that are both standardized and reproducible to ensure each resident's needs are clearly understood and that care
can be zy)proprlate&/ and effectively planned and delivered (based on the assessment).

The findings include:

1. A review of Resident #153's medical record revealed the resident was admitted to the facility on [DATE], then discharged

to his/her home on 5/7/19. A review of MDS, dated [DATE], stated resident #153 was hospitalized , not discharged home.

On 06/24/2019 at approximately 11:23 AM Staff #12, an MDS coordinator, was interviewed. Staff #12 stated she will make the
changes to the MDS.

The Administrator was made aware on 6/24/19 at 2:30 PM.

2. On 06/24/2019 resident #68's MDS assessment, dated 02/18/2019, was reviewed. The review revealed; that Resident #68 was
admitted to facility with multiple medical [DIAGNOSES REDACTED]. On 02/02/19 Resident #68 began receiving hospice services.
Continued record review of the assessment revealed that on 02/04/19 the facility coded, NO, for chronic health condition

which will result in end of life expectance less than 6 month (Section J -Health Condition J-1400). The facility did not

code the resident's hospice status for in Section O-1000, this section was blank.

On 6/24/19 at 3:00 PM the Administrator was interviewed. The Administrator confirmed the assessment error.

F 0656 Develop and implement a complete care plan that meets all the resident’s needs, with

timetables and actions that can be measured.

Level of harm - Minimal  [**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual ~{Based on observation, medical record review, and interviews it was determined that the facility failed to develop and

harm implement a comprehensive person-centered care plan that included measurable objectives to meet the medical, nursing,
mental and psychosocial needs for 1 out of 39 residents (Resident #68) reviewed during investigative portion of the annual
Residents Affected - Few survey. i . . . .

A plan of care is a guide that addresses the unique needs of each resident. It is used to plan, assess and evaluate the
effectiveness of resident care.

The finding includes:

On 6/24/19 at 1:30 p.m. Resident #68's medical record was reviewed. The review revealed an assessment dated in (MONTH) 2012.
According to the assessment, Resident#68 scored a three (3) out of 15 on his/her Brief Interview for Mental Status (BIMS),
which signifies mental impairment and inability to make decisions. Further review of the record revealed that on 2/2/19
Resident #68 experienced a change in condition and was given a new medical diagnosis. The resident was also admitted to
hospices services and given new physician orders [REDACTED].

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE
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safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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(X4) ID PREFIX TAG
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OR LSC IDENTIFYING INFORMATION)

F 0656

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0657

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0689

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

F 0697

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0756

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 1)

On 6/24/19 at 1:30 p.m. Resident #68's care plan was reviewed. The review revealed the facility did not develop a care plan
after Resident #68 experienced a change in physical condition. The continued review of the record revealed that the
facility's nursing staff failed to develop a care plan with intervention to address the new medical diagnosis.

On 6/24/19 at 3:00 p.m. The Administrator was interviewed. The Administrator confirmed the care plan did not address
Resident #68's new medical diagnosis.

Develop the complete care plan within 7 days of the comprehensive assessment; and
prepared, reviewed, and revised by a team of health professionals.

Based on review of resident records and interview with facility staff, it was determined that the facility failed to ensure

that residents' plans of care were reviewed and revised by the interdisciplinary team at least quarterly. This was evident

for 1 of 2 residents reviewed for care plans (Resident #103).

The findings include:

Resident #103 was interviewed on 6/20/19 at 9:40 AM. During the interview, the resident states that s/he does not receive
quarterly care plan meetings.

Resident #103's electronic medical record was reviewed on 6/24/19 at 1:15 PM. During the review, notes were found from
meetings that took place on 5/14/19, 8/14/18, and 1/30/18. No meeting note could be found in the electronic record that
established that a meeting had taken place between 8/14/18 and 5/14/19.

Resident #103's paper medical record was reviewed on 6/24/19 at 2:30 PM. During the review, sign in sheets were found for
meetings that took place on 5/14/19, 8/14/18, and 4/25/18. Again, no meeting sign in sheet could be found that established
that a meeting had taken place between 8/14/18 and 5/14/19.

The Director of Nursing (DON) was interviewed on 6/24/19 at 3:15 PM. During the interview, the DON was made aware of the
findings from the paper and electronic medical record and was asked to provide any evidence of a care planning meeting for
Resident #103 being scheduled or taking place between 8/14/18 and 5/14/19. None was provided by the conclusion of the
survey.

Ensure that a nursing home area is free from accident hazards and provides adequate

supervision to prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation and staff interview it was determined facility staff failed to maintain an environment free of

unnecessary accident hazards as evidenced by: 1) Residents #1, #35 and #84 using their own lighters during a smoke break

while Resident #46 was being observed; and 2) a medication cart that was found unlocked and unattended. Observations of the
residents smoking were evident during 2 smoking breaks. The findings regarding the medication cart were noted on 1 of 4

days of observation during the survey.

The findings include:

1. On 6/20/19 during the 9:15 AM smoke break Resident #46 was being observed for smoking safety. The writer noted that as

the residents went outside to smoke, before staff could light all the cigarettes, Residents #1, 35, and 84 pulled out their own lighters,
lit their cigarettes and proceeded to light other residents' cigarettes. Writer informed staff outside with

the Residents.

On 6/21/19 prior to the 9:15 AM smoke break the writer observed the 1st floor unit manager asking Residents #1 and 84 if

they had any lighters to which they replied no. Resident #35 was not among the group. When the Residents went out to smoke,
Resident #35 pulled out a lighter and lit his/her own cigarettes. Again, the staff were made aware.

Residents in procession of their own cigarette lighters puts the facility at risk for safety issues.

2. During an observation that took place on 6/21/19 at 1:24 PM, a medication cart was found to be unlocked and unattended in the
hallway outside of room [ROOM NUMBER]. Resident #87 was noted to be in his/her wheelchair, apparently asleep, facing

the unlocked cart but about 30 feet away. No staff were in the hallway at that time. The surveyor remained near the cart

until three minutes later (at 1:27 PM), licensed practical nurse #9 walked past the cart, locked it, and then turned into

room [ROOM NUMBER].

The medication cart contained most of the daily medicines for a range of resident rooms on the second level of the facility. No other
medication carts were noted to be unlocked and unattended during the survey.

2. During an observation that took place on 6/21/19 at 1:24 PM, a medication cart was found to be unlocked and unattended in the
hallway outside of room [ROOM NUMBER]. Resident #87 was noted to be in his/her wheelchair, apparently asleep, facing

the unlocked cart but about 30 feet away. No staff were in the hallway at that time. The surveyor remained near the cart

until three minutes later (at 1:27 PM), licensed practical nurse #9 walked past the cart, locked it, and then turned into

room [ROOM NUMBER].

The medication cart contained most of the daily medicines for a range of resident rooms on the second level of the facility.

Provide safe, appropriate pain management for a resident who requires such services.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on medical record review and staff interview it was determined staff failed to: 1) clarify an order for [REDACTED].

The findings include:

On 6/24/19 beginning at approximately 11:00 AM, the medical record of Resident #402 was reviewed. During the review, it was
noted that Resident #402 had an order for [REDACTED]. According to drugs.com (website https://www.drugs.com/[MEDICATION
NAME].htm), [MEDICATION NAME] is an opioid pain medication sometimes called a narcotic. [MEDICATION NAME] is used
to treat

moderate to severe pain. It is a minimum standard of nursing practice that nursing staff are to clarify orders that are

unclear.

During the same medical record review, the (MONTH) 2019 Medication Administration Record [REDACTED]. It was noted
Resident

#402 was given [MEDICATION NAME] HCL 5 mg once on the 22nd and once on the 24th. Documentation of a thorough pain
assessment was found on an electronic facility form titled Pain Assessment Tool V5 for the as needed [MEDICATION NAME]
administered on the 24th but was not found for the 22nd.

The Director of Nursing (DON) was interviewed on 6/24/219. According to the DON, each time nursing staff administer as
needed pain medication for moderate or severe pain, they are supposed to document a thorough pain assessment on this form.

Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical

chart, following irregularity reporting guidelines in developed policies and procedures.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on review of resident medical records, it was determined that the facility failed to ensure that pharmacy record

reviews were acted on in a timely manner. This was evident for 1 of 6 residents (Resident #123) reviewed for unnecessary
medications.

The findings include:

Resident #123's medical record was reviewed on 6/21/19 at 10:57 AM. During the review, it was found that consultant

pharmacist recommendations were made on 5/13/19 around the time of the resident's admission to the facility.

One of the recommendations made on 5/13/19 was related to an anticoagulant medication that had been prescribed for illness
prevention ([MEDICATION NAME]'). The recommendation stated, Please clarify as this appears to be a full therapeutic dose

as opposed to a [MEDICATION NAME] dose. The physician response stated, ((MEDICATION NAME]) dose, and was signed on
5/15/19. A follow up note was written that stated Discontinued on 5/28/19, continued on another anticoagulant. This represented a
delay from the from the physician's response on 5/15/19 to the discontinuation of the medication on 5/28/19.
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(continued... from page 2)

A second of the recommendations made on 5/13/19 was related to [MEDICATION NAME], which is often used for heart failure or
irregular heartbeat. The recommendation stated, Please clarify (indication). [MEDICATION NAME] is not used for (blood
pressure), and | see no other [DIAGNOSES REDACTED]. The physician response stated, (Discontinue) [MEDICATION NAME],
and was signed on 5/15/19. A follow up note was written that stated, Dose was discontinued on 5/31/19. This represented a delay
from the physician's response on 5/15/19 to the discontinuation of the medication on 5/31/19.

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

resident that are in accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on medical record review and staff interview it was determined there was an error in the diagnostic list in the

Admission Record for 1 of 46 residents investigated during the survey (Resident #35).

The findings include:

On 6/21/19 at 10:08 AM A review of Resident #35's medical record revealed a [DIAGNOSES REDACTED].

According to information on Mayo Clinic website
https://www.mayoclinic.org/diseases-conditions/diabetes-insipidus/symptoms-causes/syc- 269:

Diabetes insipidus (die-uh-BEE-teze in-SIP-uh-dus) is an uncommon disorder that causes an imbalance of fluids in the body.
This imbalance makes you very thirsty even if you've had something to drink. It also leads you to produce large amounts of
urine.

\While the terms diabetes insipidus and diabetes mellitus sound similar, they're not related. Diabetes mellitus - which can

occur as type 1 or type 2 - is the more common form of diabetes.

Further review of the medical record revealed no ordered lab tests or medications that would be associated with a [DIAGNOSES
REDACTED)]. At approximately 10:30 AM, staff nurse #1 was asked to clarify the [DIAGNOSES REDACTED].

On 6/24/19 at about 9:45 AM, the Administrator and Director of Nursing (DON) both stated the [DIAGNOSES REDACTED].#35
had

Type 2 diabetes mellitus and the [DIAGNOSES REDACTED].
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F 0623 Provide timely notification to the resident, and if applicable to the resident

representative and ombudsman, before transfer or discharge, including appeal rights.

Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >

harm or potential for actual |Based on medical record review and interview of facility staff it was determined the facility staff failed to ensure that

harm Resident #3's representative was notified of a hospital transfer and the reason for the transfer in writing, and failed to
provide a copy of the notice to the representative of the Office of the State Long-Term Care Ombudsman. This was evident
Residents Affected - Few for 1 of 13 residents reviewed. Resident #3 was affected by the deficient practice.

The findings include:

Medical record review on 4/10/19 through 4/12/19 and 4/15/19 through 4/16/19 revealed that Resident #3 has resided at the
facility since 2008. The resident has a [DIAGNOSES REDACTED].

Medical record review revealed that on 9/6/19 Resident #3 was transferred to the hospital on an emergency petition due to
spreading feces around his/her room, breaking a piece of furniture and taking the screen out of the window of his/her room
and trying to get out of the window.

Further review of the medical record and interview of the Nursing Home Administrator on 4/16/19 at 2:42 p.m. revealed that
the facility staff failed to notify the resident's representative of the hospital transfer in and reason for the transfer

in writing and failed to provide a copy of the notice to the representative of the Office of the State Long-Term Care
Ombudsman.

F 0684 Provide appropriate treatment and care according to orders, resident's preferences and

oals.

Level of harm - Minimal *g*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >
harm or potential for actual ~[Based on medical record review, interview of facility staff and observation it was determined the facility staff failed to
harm initiate and implement interventions to monitor a resident with suspected heart failure and [MEDICAL CONDITION] (Resident
#9); and failed to provide appropriate care to residents with urinary catheters (Resident #6, Resident #11 and Resident
Residents Affected - Some | #13). This was evident for 4 of 13 sampled residents reviewed.
The findings include:
1) Medical rec]ord review 4/10/19 through 4/12/19 and 4/15/19 through 4/16/19 revealed that Resident #9 had a [DIAGNOSES
REDACTED].
Medical record review revealed that on 3/8/19 at 9:41 a.m. the nurse documented that Resident #9 was observed with shortness of
breath and lethargy. The resident's pulse rate was 92 and respiratory rate was 24 (a normal respiratory rate is 12 to 20 breaths per
minute). The nurse practitioner was notified at 9:50 a.m.
Medical record review revealed that on 3/8/19 the resident was seen and examined by the nurse practitioner for follow-up
%?nagement of heart failure, [MEDICAL CONDITION] and chronic [MEDICAL CONDITION] with [MEDICAL CONDITION].

e nurse
practitioner documented that the resident was assessed with [REDACTED]. The nurse practitioner documented in the plan to
continue oxygen and monitor oxygen saturations. The nurse practitioner ordered a chest x-ray, [MEDICATION NAME], a diuretic
medication, 20 mg. intramuscularly daily x 4 days, [MEDICATION NAME] 40 mg. by mouth daily x 5 days, nebulizer treatments
every 4 hours, an indwelling urinary catheter to maintain accurate input and output, and a stat (right away) complete blood count and
comprehensive metabolic panel. The nurse practitioner further documented that the contingent plan would be to
send the resident to the hospital for further evaluation if no improvement occurred.
Medical record review revealed that there is no further documentation of a respiratory or cardiac assessment of the resident by nursing
staff after 3/8/19 at 9:41 a.m. including monitoring of the resident's vital signs, oxygen saturation or intake
and ?u/tput. Additionally, nursing staff failed to document the administration of [MEDICATION NAME] or nebulizer treatments
on 3/8/19.
Staff #2, the nurse that cared for the resident on 3/8/19 on the 7:00 a.m. to 3:00 p.m. shift was interviewed on 4/11/19 at
4:15 p.m. It was determined that the nurse had failed to document administration of medications, documentation of
assessment of the resident's condition and documentation of input and output for the resident. When Staff #2 was questioned about
the reason for failing to document assessment, medication administration, or ongoing monitoring of the resident's
condition, Staff #2 stated: | had orders and | was trying to catch up. | wasn't given an order to monitor.
Interview of the nurse practitioner, Staff #3, on 4/12/19 at 10:40 a.m. revealed that on the morning of 3/8/19, she was
called by nursing who advised her that the family was concerned about the resident's condition and felt the resident should go to the
hospital. The nurse practitioner stated that prior to coming to the facility, she ordered a chest x-ray. The
nurse practitioner stated that the resident was clinically stable when she examined the resident. She stated that the
resident had a lot of fluid build up in the lower extremities. The nurse practitioner stated that she discussed the plan of care with the
resident and the resident's family member. The nurse practitioner stated that all orders were in place for
x-ray, laboratory work and medications and were discussed with the nurse. The nurse practitioner stated that [MEDICATION
NAME] was given at the bedside and an indwelling urinary catheter was ordered to monitor the resident's intake and output.
The nurse practitioner stated that the resident's intake and output and vital signs should have been monitored every shift
and with any change in condition.
Medical record review revealed that the next documented assessment of the resident was on 3/9/19. The nurse, Staff #4,
documented that at 10:55 a.m. the physician was notified that the resident was having labored breathing. The resident's
blood pressure was low, 71/44, the pulse rate was high, 101 beats per minute and the respiratory rate was high, 24 breaths
per minute. Staff #3 documented that the resident's breath sounds were diminished bilaterally. The resident was
subsequently sent to the emergency department via 911 on 3/9/19 at 11:15 a.m.
Review of the hospital medical record, which was provided to the surveyor on 4/18/19, revealed that upon arrival at the
hospital emergency department, the resident reported worsening shortness of breath for 3 days. The resident was intubated
in the emergency department to assist with breathing. At 2:25 p.m. the resident went into [MEDICAL CONDITION] and was
subsequently pronounced dead at 3:01 p.m. in the emergency department. The final [DIAGNOSES REDACTED].
2) Medical record review on 4/15/19 and 4/16/19 revealed that Resident #6 has resided at the facility since (MONTH) of
(YEAR). The resident has a [DIAGNOSES REDACTED].
Review of Resident #6's physician's orders [REDACTED].
Revielwdof Resident #6's (MONTH) 2019, (MONTH) 2019, (MONTH) 2019 and (MONTH) 2019 treatment administration records
reveale
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that the facility staff failed to document the residents urinary output every shift as ordered by the physician.

The Unit Manager, Staff #4, was interviewed on 4/16/19 at 4:25 p.m. Staff #4 stated that staff should be recording urinary
output for any resident with an indwelling urinary catheter. Staff #4 further stated that the staff were documenting their
initials, but not documenting the amount of urinary output for Resident #6.

Observation of Resident #6 on 4/16/19 at approximately 5:00 p.m. revealed that the resident's indwelling urinary catheter
was not secured with a catheter stabilization device.

A catheter stabilization device provides comfortable, secure and hygienic placement of the catheter away from areas of the
body that could lead to bacteria contaminating the surface of the catheter. A stabilization device further prevents the
catheter from becoming misplaced which can lead to trauma and obstruction of urinary flow.

3) Medical record review on 4/16/19 revealed that Resident #11 has a suprapubic urinary catheter care every shift, secure
straps if applicable and documentation of urinary output every shift.

Review of Resident #11's (MONTH) 2019 treatment administration record revealed that the facility staff failed to document
the resident's urinary output every shift as ordered by the physician.

After surveyor intervention on 4/16/19, the facility staff ensured there was an entry on the treatment administration record to record
the resident's urinary output every shift.

4) Medical record review on 4/16/19 revealed that Resident #13 has a suprapubic urinary catheter. The resident has a
physician's orders [REDACTED].

Review of Resident #13's (MONTH) 2019 treatment administration record revealed that the facility staff failed to document
the resident's urinary output every shift as ordered by the physician.

After surveyor intervention on 4/16/19, the facility staff ensured there was an entry on the treatment administration record to record
the resident's urinary output every shift.

Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >

Based on medical record review it was determined the facility staff failed to appropriately assess and treat pressure

ulcers. This was evident for 2 of 13 residents reviewed. Resident #1 and Resident #7 were affected by the deficient

practice.

The findings include:

Medical record review on 4/10/19 through 4/12/19 and 4/15/19 through 4/16/19 revealed that Resident #1 was admitted to the
facility on [DATE].

Medical record review revealed that on 7/16/19 the nurse completed the Admission Observation Tool. Review of the Admission
Observation Tool revealed that the nurse documented that the resident had 2 skin areas of concern which were identified as

the left buttock and the sacrum.

Medical record review revealed that on 7/16/19 the nurse documented the following entry in the skilled documentation: .
WOUND OBSERVATION: Existing Wound. Sacrum - length 2 cm, width 7cm, left inner buttocks wound L (length) 3 cm. width 3

cm
Other (specify) - . (W)wound on sa(c)rum was not with bright red moderate bleeding. Left inner buttock wound noted with
slough on the surrounding area of the wound and redness on the base .

Medical record review revealed that on 7/17/18 the nurse completed a skin grid for a community acquired pressure ulcer of
the sacrum. The nurse documented that the resident's sacral pressure ulcer measured 4 cm x 7 cm x 0.1 cm and was a stage 2
pressure ulcer. Granulation tissue was present, the wound bed was pink and there was a scant amount of exudate. There is no
documentation of assessment of the left inner buttock wound identified on 7/16/19.

Medical record review revealed that on 7/24/18 the nurse completed a skin grid for a community acquired pressure ulcer of
the sacrum. The nurse documented that the resident's sacral pressure ulcer measured 4 cm x 7 ¢cm x 0.1 cm and was a stage 2
pressure ulcer. Granulation tissue was present, the wound bed was pink and there was a scant amount of exudate. There is no
documentation of assessment of the left inner buttock wound identified on 7/16/19.

Medical record review revealed that on 7/27/18 the nurse completed a skin grid for a house acquired pressure ulcer of the

left buttock. The nurse documented that the left buttock pressure ulcer was a new area reported. The left buttock pressure
ulcer measured 3 cm x 2.5 cm x unable to determine and was a stage 3 pressure ulcer. Granulation tissue and slough
(devitalized tissue) were present. The wound bed was pink and yellow and there was a small amount of exudate.

Interview of the wound care nurse on 4/15/19 at 3:04 p.m., Staff #1, revealed that she recalled that the resident's left

buttock wound was like scar tissue and was not an open area on 7/17/19. However, Staff #1 failed to document an assessment
of the left buttock area, even though it was a documented as a skin concern by the nurse on 7/16/18. Further interview of
Staff #1 revealed that a nurse contacted Staff #1 on 7/27/19 and reported that the resident's left buttock wound was an

open area.

Although the resident's left buttock was an area of concern on 7/16/19, there is no documentation of assessment or
interventions to treat the area of concern.

2) Medical record review on 4/10/19 through 4/12/19 and 4/15/19 through 4/16/19 revealed that Resident #7 had resided at the facility
since 2012.

Medical record review revealed that on 1/4/19 the nurse, Staff #2, documented on the skin grid that the geriatric nursing
assistant notified the nurse that the resident had a left buttock skin tear. The nurse, Staff #2 documented that the left

buttock skin tear measured 5 cm. x 3 cm. x 0.1 cm., was red, moist grainy, optimal granulation and no exudate was present.
The nurse, Staff #2, further documented that she dressed the skin tear with gauze and wound honey and covered the resident

up.
Medical record review revealed that there is no documented evidence that the nurse, Staff #2, notified the physician of the
resident's left buttock skin tear or obtained a treatment order for the resident's left buttock skin tear. Between 1/4/19

through 1/11/19, 1 week, there is no documentation of assessment and/or treatment to the resident's left buttock skin tear.Medical
record review revealed that on 1/11/19, the nurse documented in the Concurrent Review that the resident was assessed with
[REDACTED]. x 8 cm. which was black (necrotic) with a small amount of serous drainage. The physician was notified and
ordered a treatment to the left buttock pressure ulcer which was initiated on 1/12/19.

Interview of the wound care nurse, Staff #1, on 4/15/19 at 3:04 p.m. revealed that she was not in the facility the week of

1/4/19. Staff #1 confirmed that on 1/4/19 there is no documented evidence of assessment of the wound, no evidence that the
physician was notified or that a treatment order had been given and/or transcribed 1/4/19 through 1/11/19.
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F 0573 Let each resident or the resident's legal representative access or purchase copies of all

the resident's records.

Level of harm - Potential ~ [**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >

for minimal harm Based on interview of facility staff it was determined the facility failed to provide Resident #2's representative with a

copy of the resident's medical record in a timely manner. This was evident for 1 of 3 sampled residents selected for review.The
Residents Affected - Some [findings include:

Resident #2 was admitted to the facility on [DATE] for rehabilitation. The resident expired at the facility on [DATE].

On [DATE] the Office of Health Care Quality received a complaint from Resident #2's representative alleging that an
authorization form for the release of Resident #2's medical records was submitted to the facility on [DATE]. On [DATE] the
complainant alleged that he/she spoke with Staff #1 regarding the medical record request and was told the medical record
would be sent. The complainant/resident's representative alleged that after multiple messages were left for Staff #2, on
[DATE], Staff #2 informed the complainant/resident's representative that the medical record request would need to be

referred to the facility's legal team.

On [DATE] the Nursing Home Administrator advised the surveyor that a request for Resident #2's medical record was made in
(MONTH) (YEAR), and the medical records were sent to the resident's representative on [DATE].

F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >

Level of harm - Minimal Based on medical record review it was determined the facility staff failed to document an assessment of a pressure sore and
harm or potential for actual | failed to promptly initiate the treatment of [REDACTED].#1. This was evident for 1 of 3 sampled residents selected for
harm review.

The findings include:

Residents Affected - Few  [Resident #1 was readmitted to the facility on [DATE] after a hospitalization .

The resident's medical record was reviewed on (MONTH) 20, (YEAR), (MONTH) 23, (YEAR) and (MONTH) 24, (YEAR).
Review of the Skin Grid Pressure, an assessment tool for pressure sores utilized by the facility, dated 12/31/17, revealed

that the resident had a stage 3 sacral pressure sore that measured 1 cm x 0.5 cm x 0.3 cm with pink granulation tissue and

a small amount of exudate that was present on readmission to the facility on [DATE]. However, there was not a documented
assessment of the pressure sore on 12/24/17.

Review of the Treatment Administration Record revealed that a treatment to the sacral pressure sore was not initiated until
1/3/18, 9 days after the resident was readmitted to the facility.

F 0693 Ensure that feeding tubes are not used unless there is a medical reason and the resident

agrees; and provide appropriate care for a resident with a feeding tube.

Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >

harm or potential for actual ~[Based on medical record review it was determined the facility staff failed to ensure that Resident #1, who was dependent on
harm a gastrostomy tube for nutrition and hydration, received adequate water flushes to prevent dehydration. This was evident in 1 of 3
sampled residents selected for review.

Residents Affected - Few  |The findings include:

Resident #3 was admitted to the facility in (MONTH) (YEAR). The resident had a gastrostomy tube for the administration of
nutrition and hydration. A gastrostomy tube is a flexible tube, surgically inserted through the abdomen, that delivers
nutrition and hydration directly to the stomach.

The resident's medical record was reviewed on (MONTH) 20, (YEAR), (MONTH) 23, (YEAR) and (MONTH) 24, (YEAR).
Medical record review revealed that the resident was readmitted to the facility on [DATE] after a hospitalization . Review

of the hospital progress notes, dated 12/22/17, revealed that the resident's tube feeding should be slowly titrated up to a goal rate of 65
ml. per hour.

Medical record review revealed that the resident's admission tube feeding orders were Glucerna 1.5 via gastrostomy tube at
50 ml. per hour x 18 hours which provided 1,350 calories and water flushes of 250 ml. every 6 hours. There was not a
physician's orders [REDACTED]. per hour.

Medical record review revealed that on 12/30/17 the Dietitian completed the resident's nutritional assessment. Based on the
resident's weight of 156.6 pounds, the Dietitian recommended Glucerna 1.5 65 ml. per hour x 18 hours and water flushes of
220 ml. of water every 4 hours.

A physician's orders [REDACTED].

Review of the Medication Administration Record [REDACTED)]. of water every 4 hours.

Medical record review revealed that the resident was readmitted to the facility on [DATE] after a hospitalization .

Medical record review revealed that the resident's weight on 3/7/18 was 148.2 pounds (67 kg.). The resident's admission tube feeding
orders were Glucerna 1.2 60 ml. per hour x 11 hours and water flushes of 150 ml. every 6 hours. Based on the

resident's weight of 148.2 pounds (67 kg.), the resident's fluid requirement was 2,010 ml. of water per day (30 ml/kg.).

The tube feeding order provided the resident with a total of 1,131 ml. of water per day which was significantly less than

the resident's water requirement based on the resident's weight of 148.2 pounds (67 kg.).

Medical record review revealed that on 3/12/18 the resident's weight was 144.8 pounds. The resident had lost 3.4 pounds
(2.3% of body weight) over 5 days, which is suggestive of fluid loss. Additionally, laboratory blood work on 3/12/18
revealed that the resident's BUN/creatinine ratio was 41.1. The normal range is 8.0 - 25.0. An elevated BUN/creatinine

ratio is suggestive of dehydration.

Medical record review revealed that on 3/12/18 the Dietitian completed the resident's nutritional assessment. Based on the
assessment, the Dietitian determined that the resident's tube feeding was not meeting the resident's nutritional or

hydration needs. The resident's tube feeding was increased to Glucerna 1.5 at 65 ml. per hour x 18 hours and water flushes
were increased to 75 ml. per hour x 18 hours which provided the resident with a total of 2,238 ml. of water per day.

From 3/7/18 through 3/12 18 the resident had a water deficit of approximately 879 ml. per day.

F 0756 Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical
chart, following irregularity reporting guidelines in developed policies and procedures.
Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >
Based on medical record review it was determined the facility staff failed to promptly respond to the consultant
pharmacist's recommendations related to drug irregularities for Resident #1. This was evident for 1 of 3 sampled residents
selected for review.

The findings include:

Resident #1 was readmitted to the facility on [DATE] after a hospitalization .

The resident's medical record was reviewed on (MONTH) 20, (YEAR), (MONTH) 23, (YEAR) and (MONTH) 24, (YEAR).
Medical record review revealed that on 1/24/18 the consultant pharmacist reviewed the resident's medication regimen. The

following recommendations were made to the physician:

1. This [AGE] year old resident has an order for [REDACTED]. the extended-release product, [MEDICATION NAME] ER
(IMEDICATION NAME] XL). Only the extended-release product has been approved for the treatment of [REDACTED]. The
immediate-release
[MEDICATION NAME] in elderly for the treatment of [REDACTED].

(1) Given the increased risk to this resident, please discontinue the immediate-release [MEDICATION NAME] 10mg. capsule. (2) As

this resident has a [DEVICE], and the extended-release [MEDICATION NAME] ER tablet can NOT be crushed, an alternative
calcium channel blocker, such as [MEDICATION NAME], is recommended.

The physician did not address the pharmacist's recommendation until 2/18/18 at which time the physician agreed with the
recommendation, however, failed to discontinue the medication. On 2/22/18 the consultant pharmacist documented that the
recommendation was resubmitted to the physician.

However, review of the Medication Administration Record [REDACTED)]., 3 capsules every 12 hours through 3/2/18, at which time

the resident was discharged to the hospital.

2. Resident has an order for [REDACTED]. To avoid confusion re: 'remove per schedule', please clarify order to include
exactly when the [MEDICATION NAME] is to be removed.

The physician did not address the pharmacist's recommendation until 2/21/18 at which time the physician agreed with the
recommendation.

However, review of the (MONTH) (YEAR) and (MONTH) (YEAR) MAR indicated [REDACTED].M., but was not being removed
at bedtime
through 3/2/18, at which time the resident was discharged to the hospital.

3. This [AGE] year old resident has an order for [REDACTED].g. dyskinesias, hallucinations, drowsiness, tremor, and
restlessness). The risk for IRREVERSIBLE tardive dyskinesias is significantly increased when used in older individuals.

Please consider discontinuing [MEDICATION NAME]. Alternative therapy, such a proton pump inhibitor - which is actually the
preferential treatment for [REDACTED].

The physician did not address the pharmacist's recommendation until 2/21/18 at which time the physician agreed with the
recommendation to discontinue the medication.

However, review of the MAR indicated [REDACTED].

Ensure each resident's drug regimen must be free from unnecessary drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** >
Based on medical record review it was determined the facility staff failed to ensure that Resident #1's drug regimen was
free from unnecessary medications. This was evident for 1 of 3 sampled resident selected for review.

The findings include:

Based on medical record review it was determined the facility staff failed to promptly respond to the consultant
pharmacist's recommendations related to drug irregularities for Resident #1. This was evident for 1 of 3 sampled residents
selected for review.

The findings include:

Resident #1 was readmitted to the facility on [DATE] after a hospitalization .

The resident's medical record was reviewed on (MONTH) 20, (YEAR), (MONTH) 23, (YEAR) and (MONTH) 24, (YEAR).
Medical record review revealed that on 1/24/18 the consultant pharmacist reviewed the resident's medication regimen. The

following recommendations were made to the physician:

1. This [AGE] year old resident has an order for [REDACTED)]. the extended-release product, [MEDICATION NAME] ER
(IMEDICATION NAME] XL). Only the extended-release product has been approved for the treatment of [REDACTED]. The
immediate-release
[MEDICATION NAME] in elderly for the treatment of [REDACTED].

(1) Given the increased risk to this resident, please discontinue the immediate-release [MEDICATION NAME] 10mg. capsule. (2) As

this resident has a [DEVICE], and the extended-release [MEDICATION NAME] ER tablet can NOT be crushed, an alternative
calcium channel blocker, such as [MEDICATION NAME], is recommended.

The physician did not address the pharmacist's recommendation until 2/18/18 at which time the physician agreed with the
recommendation, however, failed to discontinue the medication. On 2/22/18 the consultant pharmacist documented that the
recommendation was resubmitted to the physician.

However, review of the Medication Administration Record [REDACTED]., 3 capsules every 12 hours through 3/2/18, at which time

the resident was discharged to the hospital.

2. Resident has an order for [REDACTED]. To avoid confusion re: 'remove per schedule', please clarify order to include
exactly when the [MEDICATION NAME] is to be removed.

The physician did not address the pharmacist's recommendation until 2/21/18 at which time the physician agreed with the
recommendation.

However, review of the (MONTH) (YEAR) and (MONTH) (YEAR) MAR indicated [REDACTED].M., but was not being removed
at bedtime
through 3/2/18, at which time the resident was discharged to the hospital.

3. This [AGE] year old resident has an order for [REDACTED].g. dyskinesias, hallucinations, drowsiness, tremor, and
restlessness). The risk for IRREVERSIBLE tardive dyskinesias is significantly increased when used in older individuals.

Please consider discontinuing [MEDICATION NAME]. Alternative therapy, such a proton pump inhibitor - which is actually the
preferential treatment for [REDACTED].

The physician did not address the pharmacist's recommendation until 2/21/18 at which time the physician agreed with the
recommendation to discontinue the medication.

However, review of the MAR indicated [REDACTED].
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b hJ(.."LImml h oot trV/ lIf ffl,blc.

E-piruionOllc Arrill9 220

Petsceng Tomoke Wy Wil

Din:ttor

Falvification of a license shall subyect the perpetrator to criminal peosecution and the impontion of civil fines




£1b MARYLAND
Department of Health

Larry Hogan, Governor - Bosd K. Rutherford, Lt Gosernor — Robert B Neall, Secnctary

March 7, 2018

Attn: C;il;mthl.i Green, AcfmlnistrJ to r
f'orestvill ¢ He.11th :in d Rch;,bllilationCenter
7i1S20 Matlboro Pike

Forc tvillc, MO 20747

Oc3r M s. Green:

This le tter is to acknowle dge 1cceipt of Jn J pplititlon to opc r.nc forcstvlll ¢ Health :ind Rc habll it tio n
Center

The cnctoscd license will be in cffoct until April 19, 2020, unless revoked. It is vo ur authority to maint.iln
a comprehensi vecare facility withalicCMCd c.1pacity of 162 beds under the provision of COMAR
10 .07.02.

This license Is to be displayed in a conspicuous place. at Or ne.irthe entrance of your facility. plainly
visible :.nd casity rc;id bv the public,

The bed il nd toOMbrc:1kdown Is.in.ichcd,

T AN

Vaness ;> Leu tho | d, Act inr. Ocputv Director
Officeof Health Cue Qu.1litv

VI/ cic

Enclosure: Lfc.enseNo. I, G 017

Cc: Plincc Geoli:e County HN Ith Oln cc-r
Maryb n d HN!th C.lleCo n,mh 'lJo n
M edic.ii Ore-Opcr;lllon Adminhtration
M edic.it C:;11c- Poll <Y Adminlw .1tlon
Mvc-rs:in d St .:iu ft c:r
Cynthl,1If It lun:m
J.'ICltlc-Coopt-r,SurveyCooldin;>:or
Uct-MC'Filc

200 0. Prasston Seevet - Baltumore, MID 21200 health mariomd oy - Toll Fnve: 1-877-263.3364  1TY- L300 7352258



C31Jnthia Green, Administrator
F'orcstvill e He alt h a nd RchablliliUionCenter

Pane Two
M ;,tch 7, 2018

The room andbedbrfl'akdownls ,Is foll ows:

Room and bed brcal(down:
CATEGORY

Comp,c hcnsive
CareF'acliitv

LOCATION TOTAL

FirstFloor
Ouple*Rooms: 113,1 M, 216.117,119.

120,1,25127, 128, 130,

131,132, 152.154, 155,

1S?,15S 34beds
Triph Rooms: 102.103.10S,106, 108,

109,135, 136, 138.139,

141, J.12, M6, 1'17,149,

150 48 beds
Total First Floor 82beds

Second Floor
SingleRooms: 2S2 01 beds
Duples Rooms: 213.214,216,217,219,
220,224,225.22?.228.
230,231,246,254, 2SS,
257. 2SS 34 beds
TripleRooms. 202, 203.20S 206, 208.
209, 235, 236. 238, 239.
241.242,24? 249, 250 45 beds
Total Second floor SObed s

Ovcr.1ll Total 162beds






IC'fIOS /.. 1.O C TE IIM CARE IPHO VItDEIl .A | JUC'AI' I(I N

£oFY

ATFLICANT INFORMATION T I |

Name of Fasily_Y¥aclhs it & aba o TelpboneNo_301= 2360240

1-~_|.r.: Y |.“Cf “f.ﬂ_'l ) Z‘_Ql.»|1‘5-'\-".-;* (.A’)‘.h"’-

Location WO Winellero Pibe
150t
F‘. y"’r_;.*'.'f'- l \r':: ’f‘.« hig [ l},_‘:_, '.'}' ':"11_'?
(Ciiy} (Cawnty) 1)
TYPE OF BUSINESS ORGANIZATION :
I Individual 2 Partnership scor 1 Association -".'Cﬁ.;lr.__f_{.gff
T S T — G Voleatary NeaPrefic D Craorch C Oeher (Specifly)

L Geovermamnont Umit: 1 2l < Crty L County

LEASING ARBANGEMENT (15 en enbity oparaies the buiiness wnder a ave, the fadlam lq u-nha ahall e mplﬂulp
Lewses Name(s) and Addres(en) X lorn Ledre, Go L& 432 Mar b o1 0D 23747
Lessor Name(r) and Addressles) ot e -.,.;..e_h. b ot = ALC 0 Ayhiyec :‘_Llr:,_.':..._k_'_.};.» w0l

Enparation Dute of Lease 'N'.,L-.,L\’. e L. a:

Applications on behalfl an chtvitia . Q'1QCWioL gemmend wait of apency shall be made by two offloers of the corporation,
avsociation or govenamenta) oeit of apt Dq £00 Dimasiand sddrowses of thair boasd mombsers shall b pudymitiad,

A mlnarrrator (l-* k:’t s, ';—\rn:, o f-,-,r T et Administrator License No: G,\'r} ;": 7

L.ONG TERM CARE FACILITY TYFE

¥Muning Vo e Care Faciliny 1 Does faciliny operate a special care enit?

HMaspital Fatg I OYES: Tape

Humber of O om0 T ) x Member of Beds__ N
¥ Rooem & Ned suast hed gty L P g 4 8 Vgﬁ
Ihe 2opear lioense Mool §_ N J {s0c Soe rates b low) ia 1o be aflechad b0 the spplscation. (Fee by mot refendable), Make
bk or money order pryable to “Marylind State Department of Flealth and Mertal Hyghere™
Foc; | = 50 beds, 53,000 51599 boda, 35,000 DO s, 37,000 Tramitional care wnit, $400

[l PP, A o, oy N F e i

IUWL...: L=J i il el [ I

CtJ, ) Ih.1l I ap I e ll)‘tlﬂ urmwomi‘ ad o{":l’_‘m endn = ulww r-e;h," I'W1 ) all«iut‘-_ CiUbnlti

o1ar m, rX-111 mi cheet vo the provisions of Healh-General Anticle, T 19°S I A CD<k rMircylmd.1LfiJ 1IN

tt "1 WIMJ. "Ui.1 there ¥ by the 'Qnuur) of Health ard Mantad N
1. Signuture of Appllcant . Title 'ﬁ-J"pﬂ IRht sl =1
1  imu ol Applicant ) Title ‘\'.'.m,,””“”

¢ \'\\.
(@ el Yo befors s i _ 2= 1 xh:ufm.lﬂ_.iﬂjﬁ_l”mhukm” Stase aghl .. ERE Eey g

: = S A0 .
] *".-'tb . 'f-’
= omE i
M LQLZ)]Z_E_ £ o
y Commiviion expires #l"&,ﬁhﬂb _’-_:‘?i’_.,-.ﬁ'-“"’ o
z 1D - ;

SEND COMPLETED AFPLICATION TO: om .. rHnili  fieQilkilt,, EX- SR
Ultndiyans  lat T Oy O
pi c I crta %, #’?&;'P}:'ﬁﬁﬁ' :
g \ iy YDEL "x“.;_
_C M . lrlI"""""l‘lllmlll'l"""
FOR OFFICE UsE ONLY
HHitd Thate; Amt PlIn
ORIIHIWHI Cher Coand Name:
JChancfO- itrl:hlp Rezlstration #: Llcensed; =

HIMIE 1254 — Revived MIGT010
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Calanthl.;,Green. Admini silr.:ilor
Forcstvlllc He.11thand Rehabllit,1tlonCenter

J:muary 30, 2018

The room andbedbreakdown Is 3S follows :

CATEGORY

Comprchecns e
Core J:JcllIty

1.0S AIION

J:Irst Floor

Duplex Rooms: 113, 114, 11G, 117,119,
120, 12S. 127.128, 130,
131. 132. 152.154.155,
157,158

Triple Rooms: 102, 103, 10s. 106. 108,
109. B S, 136, 138, 139.
1.H, 142, 146, 147.,119
150
TotJI First Floor

Second Floor

Sinstc Room  2S2

Duplex-Rooms: 213, 2M, 216,217,219,
220. 224,225,227,228.
230.231,246, 2s.:.2ss.
2S7. 2SS

Triple Rooms: 202,203, 20S, 206. 208,
209,235.236. 238. 239,

241.242.247,249,250
Total Second Fl oor

Ovcr:.11 Tota-l

TOTAL

34 beds

-18 beds

82 btds

1bed

34beds

45 beds
80bods

162 bods



,an,3C,2018 C3:-.I"c- 9V t-\iR:.E'TSE:KHEA.TH&RE.BA4107601703 PAG! . 202

MZAn/201R 0 17000 FACAITOLEY FORESTVILLE HEALTH F.GE 1-2102

SE CTIONN- LONG TFR'1 PROVIOI'R AP?1.ICANO:-.
P R/ISCIPAI. PHYSICIANAORIJIb'ME:-<T

Name of Facility: MML&M&&L Licensc#:_| {p(7 ]

NOTE: Thr, ftouRt'pdfl,,.,n,of J#O/tl, Rq uld,It11%UitilU d4 Cthnh, .
caN *UD 10001 o.rN1tfft, 2 PILFIIdL  to unv & OfT,,,CLP.,,
1'11,-sl(IOnon,te fII4'{fttan|I/WGTII'tr pullNL,-mitn ®Uo, Itrru rvkod.t,:
not o-vlldf.t.

A1, ,-rlult:4/3'lfysk lon I O1rttt lo t /U/ Hffftdntt

on
[,, .JuditN™"™ tiotodl,,..d, rr, ot i (d IO,,.,/.XJU,y t3d..- tit Id upt)1tfw
ti<oMflLtfd-dlor  fIfmsdrelfl.Jf,, altdo1it, c.:rjoof a T,V?fidaot W 0 «1 0, p,,wlde phyi .m

1v tt 11lo litepotltPllo, d,,mI-,Jv """ N (A o"Jc.:1111lhr /o: turye, polidu."™
wotbwtththt jocltity to < b 1m 1.

Al It tSIOTY, /willad,tS  rhr or,1titltTeli ()ft tu'11 u;dJo ttftyt;;fN.Sfduit,to I,,t,D.Ift,utd M
N R it/ 1t tltt fmJtif).

J. Iwill provide medical direction and coordination of the factiity 's medteal core.
N 1
A& Wi v1p0,dy1n, ey (CW[(/  plt)e/darizerict] -, tit | rfd,ttt tututdl'll
Pf)'t kI :m'1,t0t0">"Otlul)!,

1. Iwttl p:rcip,;de 111 tM d (t,p:r,,M efpalfsfdfca, tolkl J..otl s - wol'J) Jwitl
pm k t;,Of fli.1>m-_m ¢ Pk 1Jtol11:,,,-d3flf Utlrt /. x lIfty'J op,.r;;jliC"11s  c,,ulJtwW
MiJl, ta t potldt.J.

6. Iwill bt responsible for the nurvellionce of employec’s health pfoxr

>4 oy

Frincipal Physician (signanoe)
s ————]
Principal Phiyiclan Information (please type of print)
Nome: P00\ o 1< g
(Firsy (Middle) (Lasy)

°. . » LK,ANNw,.bn.- L)/S t7 f)ll
menElt-c S¥H< PL1/A&.. £ o<t-UC... f17(3]>" 2d.. . 2ff
cu,..n tt=(Un = .a £ ljt(#p.. .52/
T ®® et ) <E"(f-). 1 v>--"2.2.,0--- - -

DITMII 125G= Ravieed 142010



SECTION 9 - LONG TERM CARE PROVIDER ,\ PPLICATION

RELIEI' PHYSICIIN AGREEMENT

NG R, f
Name of Fucllity: FQ(EQ | |47 # Kea ) License #: “1(2 1
NOTE: Th, Stair Dtpartmc,rtof 11-tulth R'tulallall.lrtquirt thattaclr Comprdtc,ufrot

Cur< Fadllty J0.0 7,01 ammttJot aph)' Idan IDS(I \'t as a Principal

Pliyll,1an ,md a qualifltd 1(1/t/I()co,w ptrlodsh 'ht n h is or Jiu Stt \'lca OU
not anlllablt.

As Rtllt/ fh)1ld11n | OIftU to tht / olltm-Ing:

I Twllitl urmlf .-1)iat all r<Jident s adml tu d to ,;_l lad flty an admitted uponth<
r<@fflm ridall'o,rof and umct.nundu Jsit c;;;uof o pJ? fclanwio can  ovidt phj.d'm u

r.ii:<J t11tlu- palltnt as dcJeribrd in dhrrt rt guta@1liind In titt /ac ility 's potl cIr J. ar.d
wo,.l, wa},1}1 fadllty to corrtct prdolmu.

1. Al <cw ay. | wllod\idt titt ,lt'mfidlrot lo,2m tlic W!w bllit) of r<Jftft nt.J ro be-odm 1Jttd or
r,:tt/n«Ji'n tht / ad Uty.

3. 1 will provide medical direction and coordination of the focility's medical care,

1 Iwlff nt/d x>nd ro 1t tn @ cr JILs/ tr pl1didlcla rd st r. -1« .sh It n thr ry.oJldent- S attend ing
pl ryllc,la 1 1J nol awlilobl«',

$.  lwill parlcl;xm /rt Lhrdm...:/Qpmentof patimt c-tm: policlu, at Irau drmuallJe, I wi/l

pot cipau Intl:t ,;CWofpOILitd I Oadet.ttofrl that 1/ aclt > sup rOlbluart ¢o ulditnl
wllh f3 wrltunpold t.J.

6. 1wl r.:lpom!hlcforthtJ;lr,-t!,'Ianu<J/ mploya, - h(ofthprogram.

o) o 4
ate

RdIt'f JJI1)1ild :1n I nfor m:atlon (11lrut" lypc- Url.rInC)

Nanr:, .Fs@"Yl3;.:  Jfk.. £ k ..==0 |(]: -=

(Finl) ~— (Mlddl D (Lou)

\fedietdt Hunstnumber: /O7_/ L_(g

addm:..LsV( [ Yo< 9O/ (o 1Ju btr.( sf/-<a
Y R i TIN5
tiirphonenunoa s LA{ J - CHE" _7t0--0.(f.)|ljf i- f'tt -f)

UlIMII 115C- R,wUC'd J/ 1'11 010




SECTION C-LONG TERM CARE PROVIDER ArrLICATION

DIRECTOR OF NURSING AGREEME1"T

Name of Facllity: rQ(ﬂ ‘itﬂ; \‘( Hﬂ;“ﬂj N ﬂh{lﬁg,"}-’u«me H: !!,‘;2 11

This 1, 10 «n;fy th.1t 1, I_ If. - =y Z

Namr
A. Htcbtt'rtd Nunt', registrynumbc, Z /3 9 b LQ
. Licensed Practical Nurse, Board of Nursing registry number

ondcmr-lo y d :u Dlr«lor Orilil1lnlng for thenbo,-c-n.1mc f:idlity n.nd ¢.3t1>- the supc:rviw ry
rd poiuibiti: ie..,0f this posilioniu & Ktil>cd in Su:c Regulalions10.07.02 p.u. 12 Ck. G.

My & rC(mcm wllh the AdruinbInCor require$1.hl.11be onduly = LD .days per
+ minimum of 40 hou,. P" w« k.

Dir«ro/ Nukn z -, .. | !?:,i?:z

...... N e e e e e R R D L L D L L L]

"Ilcalo,-U .ol o0 lp"ond lccorJ1lin« wilb the:-colldltlonl undtr which

A=

__ __Iscntployt d by1Hl (.:adtrty.

(DI, c tor of Nini11;;)

_i‘.ﬂi' ofhah Ha,_cm 1- 5318

Factlity Administralor (signature) Date of Agreement

........ T e R L R R L L L AL LA L

DIIMII t:5C-RnhC'd J/16'1 010



STATE OF MAIW |.LAS O

DHMH

Maryland Dcpanmcnl of Heulth and Menial Hygiene
Office of He:ilth C:irc Quality

Spring Grove Center « Bland Bryant Building
55 \Vadc Avenuee Calonsvillc. M:irylnnd 2122S-4663

h .rlit10"\b.Ik)-, Go-+\"roor - AnLIIO'Ir G, Oroeell, LL G,:,*-«fliOt- > 1. Slw (kill. 1.D S« rrw,

RF.iI>EWAL \I'f' LICATIO N PACKET
FOR COMPREIIEI">S IVE CAR,E '< EXTENDED CARE FACILITIES

ti rvm.eu-al 11ppli-titlun pack,s/ mus t he :whmilltsd IQ th( 1 011,:- T i:rm Can: ,mil tw d fI)'S prinrm the lin.-,uc
copimtioll dn ¢ of 111 com pn.ki4tXil'e cur'” mttl ch -ntlted ctiret facilith-s. The rmupdef( =" ww
applk tllim, 1xu-h-tmmt he :mhmittlto 1/11: o.. -JkuUlttitettt tO ctmrpheh- lite rtenewul pma 'Q_  I'hY,it
1,rmeilfc: all n-q1lin., I sli,:iwlun;ssam/ 1111tmy t m th e appm 11rl111cform s AN /) i,:c/111h-yo ur | hc.l: 1s11n - J ex:
h1Yl 131t Atc | ONGTERM CARE I'ROVIDER AR'U CATJON. Muti: d cks poyabt to: MLiryJmul

Dt/Htrim i11tif flrealilt mu/ Altenstl/A1;1:ic, it |f 301 trfe/ mitWow( iifurm(fitm  ur lun't' gu,« :rthmss.
ph -11u C'all ./ ,/0 JOI -S! Ol.

\. Applic:tlionfor Liccnsu
Room nnd Bed 8f\-:1kdown is requir-:dm the time ofl iccn$c rencwiil

8. Principal lshysicinn Agrcemcnl& Rd ief Phys iciun Agn:cmenl
C. Direclor of NurSing Agreement
0. facility Owncrshii>( Mcdicod ,\ pplicllioyt

E. Stmc AniJ.:ivit

F. Worken;' Comix:ns:uion LowQuestioonairc
G. Ccrtificotc of CO111pl i:111cc, us:1ppl icablc
H. Ad\'CfSC Lcsal Actions.ICon™-ictions

Ch:1in HolncOflicc Informaliou "

1\ not a Mtdiu Id pro--ndc r. on ly , ub mit Ihc - r ,0-t1<1ct 0 .-,m, u hip.»nd Con t,ol Oi <lo ul(' folm-

1't>Il:1reC, 11677, 1 M) OJIMIL- | T YIM:uyb rn!Rc l.tyS<-n i C'(' 1+S00-735-2 58
Web S ilc: JhnhfllilQ)'LIXI.:.



MEOICAL CA RE PROGRAM « P.ROVID liR AP'PLICA T!-ON

MPORTANT: PLEASE READ ATTACHED INSTRUCTIONS BEFCRE COMPLETING APPLICATION

1) APPLIC.ATION. TYPE: ; X
D Err WASALCALCA

— vy I

am applying as a... Pease d OM.:

tequested Enroiment Begin I’\{ﬁ
- Gowp
] |ndeidualPrac~ =S¢1Q 21t tw' Hiit r of Gtr.lJp flease crcie hype)
AE:_ir-OlN Mileisor | I
2) PROVJm:.:R.IN FORMATJOt -

re. 0the fns v:itcns fot'tho ilppropli.' I;l oodes...

Croupt acilfy Dlosraas dgeny Mame “Fiscal Year End Dot

J pl— |
W elaeo Leasng (o LLe Abe Foresrville plexlih
5l ' R } -3

. + Bebals idgiaon Conler ) /2t

P Yo L] Name l Firyt Hame T4a
| Cortact Person Narme and Telophone Mumber £ madvetntn AdSren
LG e € Stoldz S13S20-1£12 | cselizdchs-covp.com
Frmary Practice Addrea | Sapteh Wiamdar Soap Acress
o P i 30y
TIH2D VTWNerlbore bile . 1L S

Cy ] Daste g Code

Forestville ) | MD - 5 o A
| Teleghare Namesl U st Caurty Cooe Prowcer 1ype Gode
| 201-23¢-00 |3ot-736-1i3q | 16

Crploysr Kendtoaton Numter | Hame ol £ Owrear | T

AL 'l’ = - - -;. i -

] IWerdbeco (easina G, Lic |

3J LICENSEIP.ER Il It f ORMA TION

I:.Jom;-d";>ttfnt T S,., 1111H ucd UCtt'r'WF't rl't'll NIMI"blr lih rD-mi aplrllm D1t111
f,b:li(:al

DEA

Cu,..

NMIP

SECTION D- Revised V1672010



SE-tlION O MEO CAI CJ.SI'lE PACO MM:IPROVI !:R .APPUCANON

8 MIEDIC.ARE: mfOR11A11:0

[ Name

|

Medicara Humber

rkv'_‘r,‘l'“{; ',Jh, 'c{'-‘l Ir' J"i'_.) ' l- i;-s, ,L [nl‘l-, a ‘»

; l"" L'd?‘.\,

C_'fh- ki

91 AL'IIERNATJE AD'DRESS INFORMATION

Pay to Address

Addross

Ciy

S, Uil

Corespondence Address

Address

ey

Ste

Zp Code

- s S —
Would you prefer 10 recenve electronic cormespondence, indusng remittance advices, in lesu of paper, when avaladie? [y~ YES O wo

10) ornER PRACTICE | OCAIt ON INFORMATIOH

Pleasa enter of . ytlli - -bl - manrimrr Ie:te..:tl TS YUOR 3 CAETE
lir S Ltio s, -t approprath codes
Practcn Address w2 Sufad - 000 Ha map Aoy
Cay State T code
[ Telephone Number : Lacefises Number
» Coun COdi, Expiration Date
Practcn Addross #2 A0 Humber Handcap Access
Ciy State Jip Code
[~ Telephane Number “County Code License Nurber _ _

Expraten Dala

SECTION - Revived M162010




SECTONO - MEDICAICAREPROGRAM: PROVIDER APPLICATION
4) PRACTCEUIFORMATION
* Please rt!¢!toll"lOin\Ir\.dlons fet :ip;:1or,t»:c:cdes

* Typo of Practen *HMO Type Cateqocy

—

SYSPECIALITY INFORMATION
» Please m!@101he rntrutionsle<ii>0ape<o¢:i:0 codos.

Ptim.1nilStc ondi~ Soecl.,1tv *soecl,Itv Code Ccrtific3tionDate Certifical.on Number
6) SPECIALTY VERIFICATION
P J:S()med U'lea $1.)k«nert:r.c, tnere<t,ited PiL.rlo¥'1tl0 mentsto Ser\QS

(CO-VARO00'1.02) 0e.c,;,,,Mf 1.1979a,cli<dal™***"******""°, ""00!nes 0ConWton, Speci>|_, Is >-
ph)'SaciJneho .soneofClOto:c-M09cr.«lri.l:

D tc beeflded¥cdbaYd cen:6edby a mien-beirof tNIA. Boayo!.\Wa, SpeoobtsancsOJirM't{teia:nN |
olmy boJrd ois :tUdlcd..
O__. saSs'actc:n) .cdarosi::cncy p-09'  accrOd-!Mbyinolbisc:n eofot +e.__ eoi.:z:onOtbflhe
o¢.t.eresldencylT LLL CXWIM:.C0 08 ttieAtnerie.rm AnXhedIs3k".c . Fro rrmithe ot
IM  pvtmmie tittol < drrr,re Ote tlctol  ndlte )'\:ing. Thisleti(findudcs!ticnacoof ¥ I~ @ = 1
commyres;oerq . lengholrmy/  _by"tomihe ogrrnlsace r ¢ itheoiimpietiondJ:0of rrr,reslderq,
0 IhY  boo,dcd.lit'd bo.\."dwu!cdtr,3 b0O¥d ,Cdby!heAd is,c:ty BoJrdo1Os:copalhc Spcciab:s Yd 'ho Board o!
Th.s:m ol AinecieY € s z Assad A ol rrif bO¥d CcoI"(.3U)1$aaxhed
0 Ih.1. beendodarcd bolrdolgb!cel>s;,0dl,'lyb>»'d- by ° 8o=rdol0...0p,uU;C Verilationlcm
my "1 1,mt>0.Yoei9]>leisil11>:hcd
0 [ Ia'l0 eomp:c'.cd 3 rosid = € "in;)1(bign(hJf(ty, My 3"idIr.iIN":9al-acttp'..Iblc for in thO
sys:cmof:M a Amerii:::an SpociMty 8o¥ d. Alte!twd. my bo,ydVerif  th$is
lt-ps  pk3:ionisiOtt 1) 1O W ;) <«<.modxich € .><mn T Nwu:,or m.00ltione tio"\ ,0 bo od 1

$0codis;r.1ISISthrillhor(!Ql.ricd \'N'i5¢:3".icn

7)GROUP MEMBER $MINFORMATION

GrouoNama Provi der Number dealnD.1tc

SECTION D- Revised M1672010



SECTION O+ MEDICAL CAAEPROOAAII « PROVIDER APPLICATION

INAUTHORIZATION

. 1.hepBCtitioncr ad rimstrobroc authorized professional re  escnta,eo!liS rqupherebya’f m!hatthi$inbrmaticogitn
b'f moislruo andaxnplclol0thot>eold myi<n<T""ge and belid. | undcrSéndthat | ocmygrouplssolXedbyahospiltl or
otheri utionfo1PJtienlcare thatlor mygtCCJ?wl nothillthoMarytand MccfJCJ! Coro ProgramforthoSescmcesfoc'\\hich |

ormyg<OUP1$--
Dade_’Z‘L;‘lLZ _%- Cd
) rod Prefessonyd Responsatie for the Qualey of Patent Care

Sgnatre of Practtoner, Adminisyalor o

Claces € Stalliz

Pret of Type Name of Practtoner, Adminatrator o Asmonzed Professional Resporadio for e Qually of Paent Cre

N/A
Sdratre of Owner (n o case of 3 Pharmacy)

PleaserC-umeomp<:od appic3tlon lo:  Syst.emsondOpefi'fions Ad trotion
Prci tle,t EnorUmcnl

P.O. Box 17030
8.JItimore.MD21203

SECTION D- Revised V1672010



SECTIOND. PROVIDER APPLICATION' PRACTITIONER AlID GROUP ADDENDW

PRACITTIONER NI

If youa:ooa:ticip.ilingina ,oupl)(lICtice. dO)"Oll alsopro-ooocaro lo I\Il)1an<l Medicallrecipientsin i-ou,l)ri'late p,aciioo
ard 'M\htobereimburseddirec.11)bythoStato?(Y ourpersonaltoxx,e.ntifcazk>nnumbermustappcJfonthisa )

O YEs O NO

Group 1-J) |\
ti your g foupls arflli.Jtedw:tha healthcatt!nstiMiono, mcdc.| | school.p;€eoier he nameand ful addros-sOllhc

Insti:1/0000rschool.yourtitieanda  fexplanationofyourgroup'sduties.:
Na meofF aci,_ty

\ddrCs$ _

Duties

ISyoul groupSJI.JtiedbyU>eabo,-einstt.utI>n?O YyEs O NO

Ifyouae 3MO0. or0,0 . %llyau bocbpanshgplld/m3'.ciQ5 othe:than $3'Tlp:e$(asapha:macy)’.0 ves O no
ttyouareon0 .0.. areyouprOdiingop:ometrycxciusi>-cy?0  YES D NO ot opomctryas vroiasptopatilgand
dispon,ingeyeg13$$e$(3s anoptidan)?0  YESO 110

Is YW group operatingaLocafHoollhOcparl/nenl cinic?0 YES O NO

IS yoc,groupOP")ro; ngaf 10CS:Onding CJ;nic O ves O 110

HOTE All practitioners In;agroup must beenrolledH Medic: | C::tre P,ogr.im providers

iagoraTory rormation |1 1<

Co mpletionofthis sectionis required by Individui,1pr;,ctitloncrs;indgroups. Rcimburse:moolformed ! alory
seNicesyoupcovlde toelighlercdpdn !'1dgcndatony."is' \-ering'he ro:owingauestions and sup.,'yig codes CLIA
Certifca:o03fld. whonrC(llit OO. I, br{landLaboratocyPermit$ot I.(Ittcoc Exrop:ion. PractitionerpcQ'ildcrs canl'lOtbO
reitnbursodforservicesreferredlomecfcaltabOtalorlosotothorpc . Those 1Jboratoriesor pra:tialsmusl bl
DoYyou pro-,ice medical13t:0<alorysorv.coslo<yooranpeie<ts  YES D NO

DoyouprO"00c medl:3l1a:>ora:0<yservices for olhot thanyour o, n patioots? D ves O no
Do)oiire"" """ pecimens thaioroob!Jned fromothersi".cslo<oed., I,\Inyand?O vEs O nNo

All. pr:ldtioners arefe<uied 0 have aMaryland Labora oryPem.'lof Letler of ExceptiCn Numbet (§8HealthGenornl
A;tide 17202and 17-205.Annoiaeo Coce ofMayland)and QUA Cerl{,cae Nunber (Clinical Labo<dorylnpra-cmernof
19:83P wlicLawl0057 8)operformlab0r3l0Cy services.. Oul of, staopcov!ers areon / required topraiidather CUA
Certl1CJe Num ber.ilhcy donotroeelve s thatorBin3.c In Maryf,atld.

SECT IO N 1>+ """h nJ JII6n.010



SECTIONO -PROVIDER APPLICATION"INSTITITION AOOENOUIA

Yeur Frezal Year End Date-

Data

5et\l;.e 1) NItI"ba'0<Boo0Ss
™TTITTTITITITINIT

AQ.(C (B.YﬁPCfI

Stiled €. US) 1
oM>ncHO .., ..(CH
um, R-Y- (M)
00>er(0 TH)

OIALY S FAC11.JTIES
J/.(IdaroPro-.idotlltl'lt«

At:.xh3 rt:q/ol Ictier - \1h35,1i;nc-d J.I. cdQC Pre.,"«{ INIW,

LttxhJa «vf Otthelc".et[s)tromyour @ = B &,,.1.r.g o.trentCQfwS/.O r¥CS..

Nae: Youwllbo paidONLYt« t."10 r3tc(:i) .)rt'1Qf\ "WMlttter-..(s)in Jdd»itothew,;,c,nims - Mnot n
lhea:im :c -

PORTABLIEMRAY AIIDOTNERDIA GI/GSTICSER/CESMUST SURPLY THE FOLLOI'nI/G:

M¥)Im T C$!Un."Pemill.<o

Do ,W lo:.0, d . bit rott<)11.>tiLt( O YES O 110

Not 1.Jw ,ti'.cX-I.I,Yid Ohel «——= N p(O'fflersloc.a!Cd'ININ'IMM)".3nl0CSN\VIQ loc3Ctd'Althhl- MUST
ha'i'ca M;rylIMd T UM ?ttm4.. Theon.)'Q.It-O!- Hirf andoct'u scrncespro-MctstNtdOno( t\3',-0 toh¥e'eti
LIty Jnd Mtdc.1l Test Uri: Pe  3,q!'tlo\CINt W,-C . "1 teo;i:er.3i, theStaloin'AtichlhO ris cd tlley

m.tStprc,.'ide:a Mc&ca:-e nc..t'OO0t T,
LABORATORY II/FORMATION

Ce:np'ction ordis scayoliisrcquit-O Reirb.r..cmentSot mo-kzI\abol'Y#'f youpt tio-ole, € OisBEMenbo

W- 10:0,M'lg YldSUW(hg ct9(!SolCUACCc We .,.t,e,nrCQJIttd, M.):)WId lJtora:otyPenritsor L«-.crsd
Ptrmt00 Pr prer/.dersc..YIro(00 romtus,cdd  SCIice$relerediOmce«31 :oriesc,0Che<piild:i:es,.

(t pr m.ist

0oy OUpro,.;0c coryscn yousMnPliifiits? FZEYES O :io

Doyw p,(7Momodc:|l Llbete:o<ysor,'<oglotoll>e<O\Jnyw, a* N~ . O ves C'}'”O

Oo0)r)uroceMIWECMMSthit.vo fcmoVlef sitesi J1 20 YES

/J Maryland p,adtstimcrs .u-crequrcdto has. 3 3 . 1. 3 lBombryPermitorl ttndExooption Ni.mbe (8HJ!'h Gene,al
AllJclo17-20210017+205, Amolalcd Codeol I.1B)iand}andCUA c. «klteNumber (CiruclI Ldbaratary Impr -tmenl of
1988 P\JbIcLIN100-578t)operlormlabora:ory scliic<s. Out--of tatc pro=i<J, s arcoolyrequired topro-Me U>ee°CLIA
Cecnl.calcNtATbcr,if thoydond recer."e specimensl.lal :0 in Masyland

1eu: Ase: c OM PU7. ' f: fORM DIIN11141 6,.G,lsnovmr.n OWNfRSIIP,\ OCO T ROL DISCI OSUIU".1'OHM,

ANDSUDMIT \W ITH I"IOV 10t Al' I' L.IC ATIOS.
Revised V1672010



SECOND - PROVIDERAPPLICADN-INSTITUTIONADDERUM

I'U; ASI-:CO MNJ,:n: =onMOL1IAIIT..SIU,, C. I'I(Q \' I0XItows «:RSIIPANOCONTHOI. OISC1.0SUn«: FOIN\t, ASO
SUONIT WITIH 1enov nn:1t AI'l' LICATIOS,
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SF.CTION D
PROVIDER OWNERSHIP AND CONTROIL DISCIL OSURE FORM

. - — g ) '} ) { -
wWiacvl oo (0a3ing Go. LLE dbbn Forzsasalle Lsallh 1 Lol a b (tvedsain
Name of your Meacal Senico of SLpply provider Oanerting (a3 Contaned on your Bppicaton Cosher

(\ppk;attca .atP rokvne r <, Gt

, OrQOuP'lor p, ..orol"

PutWMl 042 CFR *.;S$00 ot SOQ. thOc,iwosurc01l neZOUO-.-\ﬂgd :ttOQultod pd >0 o thOr.ti ni:i"tede.lelPr(M(la
APDk:ItiOn 1 r!()(O,pleino onw-,1't tho follcr.-."'9 qvo s and ,-lgn thb document :ilfltnw,gthllt IM inlormilition Is truo Mid

comp tqg ondretunv. hyOur:i tion. 11M!Cau.. ry, uo o:tacnconlnu.ilion shoots
A- NAME ANOL.IAILING AOORESS Of 3."YC>ef$0f'I V.hO. \'lo\th teu,c,ct:0the Taki)(VIU ondlofT1tlo XIX,P O'YSdoer

$ n olficcr 04 djtect OF
Srles” roeccdl.  Cheos R.SLL

Povatd S, ) lag ia

2. bti P lrtl'lef

3 has adrect of incect ownershp intecest” of 5% or moto
O 08 {(ppging Co l-lrc'/; Mechap L Cosedale

. < J . ’ X ]
Chocles @. SAdi-z ‘ﬁf’omﬂi S G -‘1-_:~--xr Tene (Posedale

4 has a combnaton of droct and indirect ownersho Interests equal 1o 5% or more in the Providor

S AN 'tj- .“\

5 b.in o.-nor (in whO!eot In piirt) oronil'lcro $ o 5% or ge«tin .i.nymort9;,po,deedol trust. N«0, 0, o:ticr
obligallon $o0Jtoc,(in ™ hOloor ii\p:in) by the PrO1-\dr;,r ~ its PFOPOILY ot a».0U.it1n:i:In,:e cs! BISO:tst $%
ol tho valuooftrioproPQrty of Ou0 tSofll'lO Pt t

Owean (sl ca e LSS 5 e

(@) t."\tnn:,,spca o ru,,ysubcontt.idOtin whi(h tnc lizleXIXProvderh;.n, of ind iroeicly. :in 0,1, '1Crsh(>or control
Intoon10l5%Qt ! I%Ilrr;qnnypcrtoon v.tio 111" Min A, 15 :fbdso :u opplildd to tno ll1.ibconlroc;lor .ifid;,-pecfy
Y, 1\:d'lof Tho h(1""1b YimIn

vive -2 v0bl. C.O iLkC  f
oMWl cbave ve 3 \}-\.'L(;_hll Caver Conginlline Co LLC

S

C I, 1linyl>¢rs.ot\n:1mcd Inro ' loPartA. 1,$,:ibOYO. NIs onyo! ulorotationships doW'lbe<Jin 1t1.:iP:ir.w.:ri
any T100XIXPrOW,Or of ,t.etnso< sorw:.0solhOt!Ninlh<tO;l) n:, o, Willanyentityth.>tdocsn«. p,:utloC).):.0 In
Moda.d butlS roqv:ux s to di$dO-sCeerlIn o.-.Mrsh\)and !'rot®I'maton beeltinO ol p;,nx.lpat,onIn a.nyo!
t'o p,0,;_roms osl.at»:lhodunder TlISc,V XVIII . or XX ol tho Sooal Sotvnty Act.stll!OthOruimo o! tne pcr&.0n,thO
n3mo of tflo oltle<PrO\"IO0r, and;no n.:i:ul00!the rct.[tJOMhip

Cew alpebhedtsl Celallail 2

2. If11\eans,.,, toPartC 4 .i».'O, cobinsthCtn:imos o! morotr\antwo por . :sbtowtid.fl(!fany ot € io
nx»r odruelcb!OO0 to o.'ld'lo:hcr in $PQVIW, p,>.ren,|, et-'<! or sibling

DIIMII 4t:?6+C <Htt h«l I/ 16" 0 10



SECrIOND
PROVIDER OWNERSHIP AND CONTROL DISCLOSURE FORM

1heteby :.nirm tM: thisInlormntion IStruo.ind c.ompldo @ Iho t>i»tOtmy i,;now,eoce :u'lObehcl. ond 1h 3tthG
rogvc)todinlom.a n... bO :0d :IS eti:mges oocur. |fu r ccrt.fy that U)On specific:rOQ . Iftbyh oo'ctay

ottne Oep.,l'1\001of He.1lth .ind Him .in SO ° 1M Ut'tand  .JnmentOrHc.lithMd m&ntliHydene tutand
c,;,mplo:qInf()(m3 t<OnwJl bO supp!.«Sw,":flln 35 d.I)'S,of d.i ;0 ofttiotoQ  I. c;onocm

A- the ownen hlp ol anys\.bcontrattorvithv.nliththOtfJo XIX P10VIdet h.U Nd, durlngthe pr -s IBhocs
tns.ctJOMIflon 1)Q0t ato amoumin o;a:c;cnof 200000 :r,no

8 iinv $<Q nt tu ..uim, [idlIOM' oo:urringdurin,pu,0 S-yo.ir pe,000(In¢ngonlhCd3:.etor Wth r uoi t
bc tvdl.Xh Iho Pro vdc,t.ind ony™ t,,clty’"" -n«! SU r orMiy subtootraaor.

the denity of any management company that will operato o¢ contract with the appleant to operate the fasity

the oanershp of equpmont utiaed foe direct patent care

Dele i 2/ /1T _ﬂl._é‘
AUTHORIZED SIGNATURE

POSITION
;I';I"r"’l"l'")tf C,,°pr - of w:rnco,mc.M'llahosPt.14+ ,ur.tol'VM"QI...oltey - K2 I €3CMO!11(11y,01<SNC.01P\ yd'latn:1,orty, ,.
! . onic. . dutknoiy.u ru —iz<l00,+ PN mKY | ttf CIIN' @ ZutfIMll¢loor
.atl¥9Cllot
. llrlell.,ri,slif"')of »<xfi,cnp, D)xIf1(t, U-01/.0<,IC,P'Q>)lilm. ti 0O¢IN71WOJdeirdNw,u.i, I P' t:,tQfOLC)t
PfK'(;;,;ontn
}
' °GfOl.00C 'mt'¥].,nNo 0 fflO(Chc.IVV'lc.are;w- ,?4CiCie-ITlforp-O'n.ions « wTvTIQIlouW It ofnot
""WiMc «mTion LK:ile, es \WOPOLt':(W) 1l.or cqu?'I'ffi)bat v.fwv:t n>tlotmt.o o “n ot (.OI')Of-aW!' IMIOMC
i
F1 #@N"°"- \/-"2°"\\p,y,hi et C,.,,CW,00r oqt<=1'11;Cr-0ht ,\'V'IC.¥0 A1 1ticypradlo:
t/''f "™ Qe rore"JC<Ito (1!hefl.Nmed ™ Lo -U.:0c, r'lol
u -0,,,n«."lb , L-meal'rltr-.eP'» a tQU-IY mtflO r>Ulot.,1«--n orote"f r«'ttittnN- L1 dn c,I'Gr,
t, -«.l1o..ncr'lip osl-me¥G ..rr, OMOe-1 NCHUMI ., antt'C,lyit\M ™" LhP Wftoslin I e dcrtlt(. N., liN'm
M VHIlan Vt'?In'.erou'"¥""¥ "'/1LNitN1a - == 1'tHh trn NI © , etti(
- -@@nrn.Hion0f "1 1i(Qo,00lI0lPt .
It ledOMWIN ) M 1- Tho Qlli"(n:cit  IN'.erc-1 1 bd<"ermi'ltltr,yN"\V"Jc: N PCII | ol
\Nohud'l NG( fCf - .11'AOM"10pe,cet'llot C'ICIkldIInlt>eCOfl)(It"aliOn °"* " eo Pt"oenl ot 1hO \todl
0il1>C Cf'My.,.., iY.NMt , 10an 8 pe,t(.(171' td IrOerel-1In&roe «tA"(WINI'NACIC
rtQQ!'l«l Corr r'-Cfy, ¥ Oo,,.m80p-oentOr  llodi.ore wrQf.a:1QnW'kho.-m:.P«untor!Nl,ico.OfN Qiidot,hJ
fW""lty. o-, ¢51 e,,qu,,.lel 10 .a A petoenlrdt cd "11iI()W,« e, t il\Ifie(l (I'l;tyorl d nc-ednocbe ItPOf1td ,

2)  Pc, w1 In r\HOQI""10lInkr10:1t-IN0I0Cf DO et<<t T Ft N'.O.f(111)'JItd.eedd INLL. G
orctVWC.0ao0onN. D)ttcuicto erer-(, u\ffloul,cdiyMI'CU hootJetion For O A OMU
10w centor.;,N>Ce tTf 00 ON" otuICt , o-cl A Inlpclinthep *1\oftl 00pe<0OCA
Md bof(1)0t1Cd. ¢ -- ItOOM'I1.&OPf((IC(ote not,oM<lledti(IOpe,,unot pPOIr , W y8aln.(fCUn
U-0P,0'NOtr'l 1u eh e@.i-" CRefO!rt.tn,JI'Ift'd no( tl4tit'PQI"..0

.- u ttan -mo lihfthwreu I — O A\oCfiel <> B €, T < ¥'P'tonotAc;.-) lar coc-d, 1toe
iy
$1.000 o, S pcfU'l'lto( t:-.eld.tFOC!t"l uw;)e « f)tn10ct olprQY ljof
M N .. c, QrlifflLallcn ru rmarMuf ollrwitt * - M:MGC-1u\C'Ofl ca,f)T?out,u
IC\9QfIL.oll;<lo - (t ny- « «>"ffl'Ittd. tl r'roer oCahosc, Uilbf-0,0l+ ——_J 1 <k w1

OIMII41:2(-(; R C", h« 11 <JI0 )t



SECTION E - STATE AFFIDAVIT

Wilu)c,<c r Icnowin:md willfully m:,kc.1lor ciiuf$ 10 b('111::uk a fobt-JI:tl cmenl or

representation on this statement may be prosecuted under applicable State laws, In
:addllion , km) \'\'inl! und wllifoll)' falti n to fully:ind :1Cc'ur .tIC'l y d i>d, O *-" lltt information
requested may result in denial of a request to become licensed or, where the entity is
already license, a revocation of that license,

1 certify that the administrative and procedural requirements contained in COMAR
10.07.02 (Regulations governing Comprehensive Care Facilities and Extended Care

Facilitics) in the arcas of written administrative and resident care policies, By-laws and

olhCt o r,.zinirntiurntll docl111lm 1.athn, wriucn :asrtt nu:nb, wilh oulslthe v 4Y1r<('$/«4u ulc111l .
c0111111ill t:'t' m« li ns:s. $la ff (1U:tlIk :atfoo s :and ™ rillc n dC'\ ¢ lup 111c 11t 1trQj!r";111, 1 uch uii
inservices, cquipment maintenance and disaster preparedness have not been substantively

altered, revised, or modified, since the previous survey, or il they have, | have notified the

Offitt orHt:illh C:trC'Q u:11ily.In,,-rllinc, bcrore-Ihe cff('CHN'( d:all'or Ihc ch:ins:c, JrurlhH
certify 1hat I will notify Ihc Office or lIf.:;'all h Ci:ircQ uality if thert' :arc:any fulurc

~sub, 11111\ i:14anix"$ in focllily man:ii:rnullland OtH:r:itlon. .. ias th «0 Zml in the hu lructions

for completion of the Federal affidavit, that significantly affect policies and procedures and

Ifuet notkc will bt s:h-cn In \Tilins: bcfon- Ihl'd fr t th-t d :alc or | h r-cb:in:,:C".

N AMt: Of FACILI T\ "

ﬁ'-’ (A e Vot l l o/ }"lY‘.’_l & '.-:.\ ‘l! C. L\.r l’. ln. L "\. D (O'.‘w Ll: -

/é&_é& CED )~ 161 7
all i 1

Tille Date

Revived 11672010



SECT[ON F - \VORK - RS'' COMPENSATJON LA\V Q ESI IONA[RE

Name of Facility

E-"..('(_')Jrv}n.‘:. l-'lh_'_,. llll.-\ + L'_’.C‘L\_.‘-_k}“ Vibabon  (oi-des
W
{Please type or print)

\ddress of Facility

1420 wert\bhore Pile, %b-—c_-ﬁy-'ff.», YD o477

(Please type'or print)

Do you have Workers' Sgnlpcluwlil»n Insurance tor your employs
[Check One) M YES 0 NO

If vou have answered YES above; please provide the following information:

Binder Number: N jfl

nsurance Company: _ Pwv\_ 15 dovcile.  Camoainy

et L. -w-)
fictLh - Dmc; sl L 26y S
i'xpirBttoo lale: = |_| /IJ_|/~_)LF_7 -—

1 )you Im. -l yvrn--d NO, ph:-e ttuchacopy f-our rn-Nme I unlp illrec irk
1c 1, Inimti; v hh stiti: ., 0 rklrs'  ompell 11011 LI, . ,
 .numchc:d fom, t\S_md In nci ,on su(if

I'kai;.e nole
Your lken.e .emumtb i m-dimlesseh.,; Ffurms'--OJdnrild’ td, :sign d, di = dr,nd

:proVldoo o d1i Adminisirntitill IQt:iCwhliyo 11r ««Cerlifirnle of Compliune'(!" I
npplic-a Id('.

ﬂ(._é‘& 2 J16/14

Signofure Dhate

DM 33M-Revived MIG2010



SECTIO NG - CERTIFICATE OF COMI' LIANCE N\PPLICATION
INST RUCTION S HEET

I"lcnsc REVIE\V INST RUC I'lO NS BEFORE COM I'LETING 1hc Ce rlilic:ilc or
Compli: 11cc Allplicnlion

Tllc Workerss Con kn tion Commié..ion will:1ct:(3itonly Ihc oriizinal :14+k ulion.
(Do Not fax, photCHON or clcctr onicnlly rcl,roducc) Tyt cor r,rinl LEGIHLY or allplkulion
nrny be n:1lurnctl without rc\dicw. Com1idtc the : 2l 1lir-1%icllin ics i-ncin- 1y.
Line 11 Nonu:or Comp:my ( If Ihc com111my doc s not h;.I\-c : 1 mune i1y ¢ blnnk)
Lincu2 O wner's N1imc ( If coglor.ilimi. fo,1111c 11 meO[llhc colllact perSon) LinC'
13 Conmlcl Husin Address (P.O. Bax is 111 ucce pta blc)
Lincii 4 Compktc Mailin;: \ddr cs.
Line n S Phonc Number (Pugcr Numlxe.r is nol:1ccclHuhlc)
FE IN or Sociul Security Number .. recluircd. (I r p:11rlicrs hip. 11lc.isc
Inili:11 & list the 111st fourdis:ils of SSII for each 1lartncr. If usint a
f"EINU. SS /I's;m: 1101 nc ct".Ss:.1ry.)

Lincu ¢ Cht<klll o arintc box (secb:ick Ol'1111ication). Addilollllly, where
indicntcd, pk-asecom! dc nnd ntinch1- clu ™inn Form C..t(.1t.

Line# 7 Sign and Date (If partnership, All partners must sign)

NOTE: Maryl:nul I,,.:tw § 9-2 01 requiresnnrml>loyer with one ormore
eml>loyecs tocur ry wor kers ' coml>e ns ntioll ins ur:1ncc. Any employer with
workers' compensntion insurn ncc IS lo submit 1>ro o r ( po | icy or binder number)
orcovcr ngc 10 Ihe Agency whe re 1hcy nrc er>1-lying for 1hcir license. DO i'iOT
COMPLETETHE CERTIFICATE OF COMPLIANCE APPLICATIONIF
YOU HAVE | NSURANC E COVERAGE. Ir yon huve nny qucslions regarding
1he Ccrlilic:11c o r Co mpliuncc, plcnsc call 410-864-5297 or 1-800-492-0479 and
ask 10 be 1m nsrc rr cd 10 cxlcnsion 5297. Ir you do 1101 follow 1hc aforemenlioned
instr uct ions, it may c:111scndchlyinthe 1>ro cess in,: of yournl>1>licntion.
Thank you for your coopcr:1tion.



SECrION G - CERTII'IC, \TEO1' COMPtIANCE AI'l'LIC\TION

CERTIFICATE OF CQMPtu\NCE

ldore ,.:fI-=z, trluiluNIMBiu,...* 1i"13lwio,- rmili10+ buiiric"11for tM Po,U O
af ftV;Ir;ftia St an arthey le ,dikb thebii,!loulmit;!x c,mploys tcd Ft1'9

i byl l=iul
s:Jt-cMto \J d...
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SECTION G - CERTIFICATE OF COMPLIANCE APPLICATION
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SECTION G - CERT IFICATEO 1' COMPLIANCE APPLICATION

Date Stazp -~ WCC Use Ocly

WORKERS' COMPENSATION COMMISSION
10 Eas t &a.'t!mOte S oe-t
Jrrcro.Mar(.and2120:M6'1

TIL(1 $. S\OOCR(1L  O't"°"7t

TIYUSRS CALLVIAVAA'it>JIORELAY )

EXCLUSION FORM

Pi.nuanttotilep(OYl.sloC"sotl..e:xt"ier.,>iA. 0 S0-2000fU'leMnotnlodCQdoCfMory'..md.

olT.eor,otma.mtHmofa .i.-m CCt;,or Profos,s.lon :>JCOtjX'l"a'Jonet :d
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Too:otd..ottv,0;C;0My  offic.c-ret merrbo-rf,und'Aelcren’«tonod:y.»sQ(onlK.litionswt. tito

HaXt.WedQ'lJ:tsi;ntis eoer..."Tlint. NOTE: By stgndng thi1 E.Ichts.fon Form below.u ch offlect or
rrwmeb r atnnnsuMkr the p.NIdu of pe,rJurytha t tho | nro rm.:iUon eonulned In Th1forrn tc
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SECT ION I: ADVERSE ACI"IONSICONV JCT IONS

11lissection captures infonmuonon odvcrsc1t:s:1 actions. such 3Sconvictions, excusions,

n: \'oc:uions. ond suspensions. \ Il applic.nblc ndv rse legal:ictions must be reported. n:g:udlcss of
whether anv n:cords werec uni;:icd oranv oi,:llsarc  din .

ADVERSE ACTIONS THAT MUST BE REPORTED

Comt-iclions

I. 11ic provider, supplier. or:my o u;r of the provider or supplfor ,w:s . wit hin 1h c lai.;t 10 yen.rs
pn-.cedins cnrolllm: nt or rcvnlid:11io n Qfe nrollme,nt convicted of:&: 1cdc r:il or State rctony

0 0 11.scthat CMS hasdctcmlincd to bedclrimen1nll10 the besl inten:sts of the progmm and its

beneficiaries. Om: nscsinclude:

Fel ony crilm:s usainst persons nnd 0lhcr similur crimes for" <hich the individual \v:1s
convicted. including guilty picas :md :.1J j utlic:il1:d prc -Lriul Ji versions: lin:mci:11crimes. such
as cxo rlion. e mbezzlement. income tixcvi,jon. insurance tinud and other si mifar cri mes
for which1hc individu:11w:1s convicled, includios guilty picas 1.1nd :idj udicoled prc-tri:il
diverdons; :my felony thl11pl:aceJ the Medicaid program or its benclici:.uics at inumdi:tte
risk (such as n malpr.tcticc suitlhal result,;in a conviclion of criminal neglect or
miscondui.t): nnJ :my fd oni.:s th1l wo uld result in n milld:ttol) cxd us ion underScction
1128(:i) of the Ai.:t.

2. 1\ny misdemeanorc.onviction, under=1cdemlofS1111claw.rd1111'4to:(n) theddi\"Cr")' or nnitem
orservice under Medic-art: or a State health care progrnrn.or (b) tlu.:nbusc or neglect of n p:ilicnt
in corm.:ctions with thedcliV'CC)'of nhc:1hhc:10: item or Scf «ice.

3. Any mi.sdcmc:i.nor conviction, under Federi.i ofS1ute Itw. related 10thcll. rrnud. cmbc12k mend,
bn:nch of fiduciary duty.or olhcr rimmcinl misconduct in col1111.:clion wilhchc dcli\'Cl)' of 3
hcollh core it.:mor service.

4. Any misdemeanor conviction. under Fcdeml of Sttltclaw. rdmed to the interference wilhor
ob:;tnaction of any invcslii;:nion into:mycriminal onCnsc dcsc,ibcd in 42 C.F.R.Section
1001.101 or 100 1.201.

5. ,\ny misdemeanorconviction, under. reenl | of St:itc law. rcl:1ed to the unliwful rnnnufociin:,
dislribulion, prescription, or dispensing of u conlrollcd subs tnncc.

Exd usions. Revoca tions or Susl nslons

I. Any rcvoc:ttion or sus pen::.ion ofo lice nse 10 provide hc-:,h h core by:my Stmc licensing nulhority.
This includes the SuJTcndcr or s uch license while n fomml disciplin:try proceeding was pending
before u Sl1:tclicensing oulhorily.

2. \ny T\:VOC:'llionof suspension of :iccrcditntion.

3. 1\ny suspension or excl usion from particip:uion in. or :my s:111clion imposed by. n f cdcml or
SL:11e h.:1hh c-:m: program, or any dch:imlcnl from pirticipilion in nny Federal Esccutive Or.mch
procufi:mi:nlo r non-ptocurerncnl progrnm.

I, 1\n - cum:nt Medicarc paymcnl su.. pcnsion under nny Mcdic-:in: b illing number.

5. Any Mcdic;1n: rcvoc:1lionof any kdic:m: billing number.

Hevived V140NN



SECTIONI: ADVERSE ACTIONS/CONVICTIONS (rnnllese"]

ADVERSE LEGAL HISTORY

I. Hts your org:nil:Ilion. under any current or fomlcrnnmc or businc$$ identity, c\«cr hnsnn
ad.:crscnction lishd on -utc | ofScclion lim scd aminslit?

[C] YES - Continue Below NO

2. Ifyes. n:portcoch nd,crscaclion. when it occurred, 1hc Fede ral or Smic agency or the
court/ndministr:ui;c body that imposedthe:Iction, :mJ the ns.dution. if any.
\u:1ctocopy of the ndw:rsc nclion documcnrnlionond n:S lution.

Adverse Action T:akC'nU.y Rt$U1l11lon

Revised V1672010



SECTJON J:- - 11AI HOME OFFI E ] 10 RMATIO
This ret'tior! caplure Infi rnmtim, reglu-cULlg thoirl or rmizmi n . T informitim wlti be U:S00 Eo

..nsdlre p,.roper oo'mburk.mept ,:hin (he provider' )| LMxmd e irerorti. fit!ld with L)le tvicdic. id
fec: f rser'liic cdltmct .

‘or more information on chain orgonizations, se 42 C.F.R. 421404

CHECK HE.REE If SECTION J DOES NOi APPLY )\ NUSKIP TH[S SECT[ON

TI-'PE OFJ ACTIONJf UIS PROVJDER JSJREPORTING

,eek oni: -flb:th-eD.n.c Sctrionsto Complclc
D ro\lide;r i:n dm[11 is»:nrollirigin r.-1, dicari: for omplenniHOl -1 11d .
he first time (fnitial Erroliment of Claampe |

O P .ddcri nol n rnsochect Lith th - [shaill Compklc: . i;clio 11 J C,

tmlzmtion priziiold | ricriortcd idetliti I' in lic fi nm:r.
d 1I'i11 home fficc.

] Provider has changed form one chain to another . ompk te Section J in
fidltoidcnicify-thizi
dmin homeofl1llc-c.

] The name of provider's chain home office is 2005

groplele section J-U,

chnﬂging fall ethwer information remains e same).

i
CHAIN HO n}: OFFICE ADMINISTRATORJINFORMATION 7

Name of Homse Office First Name C.'u'u":.;

g ol
Middle Name = Lasy Name BJ-T'H o
."'_,.‘_ ‘l‘ 'H_L.‘:..»L‘- 1’."«'[- s, '{‘.’"\.T L 5wy o - L L

Title of Home a—l"l'ncr: Adansnastrador Social Sccurity Number [

ST

Heyived Y1G62010



SECTIO +J: CHAIN HOME OFF.I CE | -- FORMATION ri['ltr,,..

W8 ANIlOVEJOFFICE INFORMATION

. Mame of Home OfTice ;v Hoported o the [nternal Revenoe Senvice
Ueslth Cove CHadlib, Mamasemenst— LLC
. Thome Office Buniness Street Address Line 1 (Sreet Name ;J.\'un.‘ﬂj
HI00 Lshiuoed Ty
lome Office Bsiiness Street Address Line 2 (Sante, Koo e )

.}\-__,q 1 |f C- :}-41'?‘;1

Sl FATY
ity Town
7 . - ,
(‘J Vi _,-. ] J).Gi'-:i' d L/ |’~ HE:)LJ
- Fan Numbet [fappdabie) Lrmail Address (fappdcabis)
[elephone Number
o - | LYy L -
SI3-yga-"1100 | SI3—Si0- 13157
< G Phoamse (M 150¢ Cot Bepor Year-Ind Date
1 Moemse Offce Tas Identification Number |
'}
. |2/3]
|- Home OHTice Foe-For-Senace Contractor Home OMice Chaln Number
¥ & =3
— 3G~ HI1 G5

D. TV'PE OF BUSINKSSISTRUCTURE [JCH.UNJHOMEJOFFICE

Ciui:lo ;
Vo,hmt,11\". LI CENEE TN
D Norsiojit - Reli iau,; 0CkInl  1in O fnle.
D on-pr lit Qhirfel t B D stt
L] h
O rtopril:L:m) I County
D ttuU Iduiat 1 City-Coy )
Dco-rporntion O Hop(11 EJiJ.Erkm

D «.unc. hip 0 oficreps .

(g"0Lher spveitr__ LACo

I §3:ROVID ER'S AFJIUATIO:",: TO THE CHAIN IlOMF. OFF'ICE

H . om
D uint victiin - L kimuhip [(3*Mjn;) dJRintcd 0 ted

D opem1dRR1.Ud . wm.id HE e

Hevised MIGZ010
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Lell N.ime F.tcilirvd / b/ ,1 Street Cl1v State Zia Phone: Al T=e Mcdlc.arct

GudcnIN}Ina Co.e | Adviin«'d HN.!I h(.,,HC 955 G.ird,tn U\

ic ¥ Cen ot ( o Tokdo OH |43614-2717 |419-382-2200 | 419 3$1-0183 |SNF 365104
G.irden Illc ,1$1n1 Co.,] Adv.inctd Spc,cli 11t 101SG,1rd en l.ik

e $ o e ia s i Y roltdo ot | 436142779 |419.381-0037 | 419-381-3900 | Lten | 362<>38
Clchtys«ondl.t:Hing] Alf.sn Pointe Hc.llhU f(* | 5226 [ .n t 82t',d
CO.. UC Cen ter Stritt Ind-i nal'wti |IN | 46250-1623 | 317-842-6668] 31-7 578-4113 | SNF 155272
Anth,0 ,|.£,C Hel11thu rc- . ]
And,oratc SNF, LLC | Gontar 10S TimesSquire | ' bury vo |218082 |410.749-2474 [ 410.749-6579 | op e 215139
. Ar toc.r.lt  re-,Slilltd , . .

hontle.nineCo IC | Nurwut 1i Reha b Ctn te r 2.SSfron t Stt'r-tl | BerN OH |44017-190- |.:,0.20..;000 | 440.234-0319 |SNF/Kf 365603
Skyllnc {PA) te n .In& .

eoy uc{ ) Id win He.llth Center | 1717Skyflne Or | Pith burs,t PA | 15227-1744 J412 .SSS-8400 | U2-SSS-0772 ISNf 39574S
fl.Lnlc touln.gCo.» UC Ct,r']"t(e';'('dp'”k:He““hc;'re 250fI;n \: RNd |Pttenburg  |va |2350s.9117 [804.56 1-22.23 |s0: -86 1-864 3 | SNF 495252
Bl PL( luincCo., | BaPrcHe. i lth& — ) )

Oe (luilnc RePl bt tloricmtr | 2601 sciPitRd |silvespring  |MO | 20006-238 |1 01-598-6000 | 301-598-4678 |SNF 213065
ohldonte-ulngeo,  PBLUN AL (IMErs Catt  4osheldon Rd - [scrrca OH |4-4017-1136 |441).234-015-4 | U0-,2.34--0204 | sNF 365893

. 611.1(' Poin t HN llhu rc 252S West ) .
BJue Poin t SNF, LLC | & ey Sedtn 8,1l morc MO | 2:1215-5203 |4a1).367-11200 |410-367,9702 |SNF 215340
cvoptuling co,Lic | 2 9se V- tHe it & ggoovt amavcfonamia  fon | 4s213-2-418 |13 8411001 [513-841:3010 |Psych | 364087
- Brids e P.irlcHr,: It 4017101t
perty n: sina Co., f S € FrieRbIha simore MO |21207-7545 |410-s4z-8306 |41 64-1717 |SNF | 215198
Royce Is.in&Ca UC Eg'gtgeerPO”HNhh“ le 212.$A.0-ccSu eet | Portsmouth  Jon | 45662-H14 |7.:.1).354-6635 | 740-1 S-4-1443 | SNF 165313
Brid&tw illt r Uc-:alt hu rt

Orey ItadlACo., LLC| Ce nter 14751 Carl>V Ro.11d] Carmel IN  |46033-9084 |317-575-2203 |317-575--6102 | SNf 155790
Sprini d:de Lu 1hl Ca | Burlins ton HoulcReh;, b &1 o) 7 ined 11t Rd 0 nd nn i of | 05231-t50s |13 s51-7855 |513559.3444 |SUF 365892
Inc 1J: ht tmer'SC t(' Center

BttmorC!'luitngCaq :andl(<A0O0d P;arlc ) .

Inc 9 (Hc-l.!(thurcCtnter 1835Ek'fm0lc-Rd | (.a)t O eveind JOH |44112-4301 |216°268-3800 |216-761-1322 |SNF 36S3SlI
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RchJb UC

P.c-hlbmu 1lon Ct nler




k olbc Il k.:asJngCo.,

O(oarV11ita HN Ith &

- i ; o8l 1628 | 4-40-960-7960 | 4,0. %0- 7990 | Pvi(11
e Wi 1InM\ 33-64 KolRO.lid |lor.aln OH 0 ( 3640S 2
Clifton Care Center, | i on HU Ithu rt Cttittr | g 00 O |Oinn:atl | OH | 452202700 | SB-281-2464 | S11-281. 2559 | SNF 36531>1
O i:nton Nutt.Ing, IIC | O!nton HN IthU tC'CC'nt t r| 9211 StuartUnt | Clinlon MO | 2073S-2712 | 301--86$-3600 | 301-SSG-6218| SIU 215231
atmt: Len ing Co.UC | cor-1M but- HNILhU'e o 1 oime AN | € umbus OH | 41225, J401 | 614:276-4400 | 614-27-8 7645 | SNF 365656
Htr iU gc (Oh.Jo) 1SS HC't itage, 330.666°SS
LN\ In.: Co. UC Co;ley Health Ctnttr | \voood o Coplty Off | 4-4321.13-98| 330-666-0980 | 33Q 8s| stl 365711
:\Iflcldfand losingCo., | -1 vood re Centtr 225W Main St | Ih-Iby OH | 4-4875.1412 |0 9 347-1266 | 41-9 342-703S| SNF 365284
FIO-GP Lu sIn,gCo.» | Ctysu IC_rttI.<Hu Ith t 250 New flo rin.a nf] EJoc'IUi nt MO | 630)1-6716 | n 53822.11 | 314-a13-S9St | SNF 26560 7
lic RCh.ablJitation Ctnttr RdSoolh
\Winifred Lu ling Co.. | Cum ¥nd HNII(Ole 1 51 5 winificdRotd | cumbtd Jf1d | Mo | 21502-6396 | 301-724-6066 | 301-724-5501 | SNF 215055
hglt C,c-ck Hu Ith(.,Ue
Shore lc.:a,i--» Co., lIC| (t,nt 4102Short Drive | InCJan a - ris IN 461 S4-260S| 31734-790S1| 31723479065 | SNF 1S1664
IUdtt CMD)Iu ng | (Ili(Ott City Ht I1th &. : _ O ]
o lic RehLbiFt 2tlonCC-nitt 3000t RJ.d&cRo.ld| Ellkou City | MO | 210H -3311 | .:10-46 1-75 77 | 410-461-6695 | SNF 215160
. F.LLine W.Il C'T HN Ithc.lt C'| 188 40 F.alfing
’ "Ig svi - 140- 238 - 0:40.235-9575 | SNF 366 111
hllinsle,u.Inl Co., lIC Cenie r Wit 1 Rd SUCH?"Ig svillt OH | 44136-4200] 0:40- 238 -1 100
hy,tttt' I N sin&:Co., F.>yc ne HNIth& 1217\ .rytlt( .
IC Rttubllit.:atlon C e n ter Strit t Itimort MO | 212131938 | 410.727-3947| 410-38S-S886( SPH 215183
M.arlboro lc.;t.dng Co. | Foreltville Htolllh 1420 Marlboro _ R SNE )
, , . ] } 736- 236- 15020
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uc CC'nttt AVN'LUY Kan sOtv MO
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Ukcilenl" Cosl1C| ctniN O<lIvc ) N 311907 3000355 219 850520 SNf 155 215
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Gre,e,nbtlc, Se nior living

Pu rllcuInc Co,. UC | Som it 64SSPNrIRd | PumiHet&hU Jor |44130-2084 | 440-888-5900 |.:,:0,099.0976 |SNf 36S17i
Green Me.1ldows Grttn fltld He.:tllh,u ¢ 100 Wecu Green
Le>1nltCa- UC Cent er MNdOW) Oflve | Grttn rltid IN  |.:6140- 1014 | ) 17..:62-3311 | 317-462-8412 | SNF 1.55188
wgsttld,cLu 1Jn4 Coreef Gritn wood HN Ilhu rc 377\le) ttidt e 311..555.50aS
” Ce nter Bouk'n rd Gritnwood  |IN  |461 24.2137] 317-888-4948] °1*55S: SNF 155193
H t-n town HNIth
Cudle.ailnsCe UC |comter o 10 L7800\ alHishway | H>ttrstown |Mo | 21740-5009) 301797-4020 | 301,797-2956]sUR 215336
Hanovt r Houw-Nursing & . .
Avis 1 usinc Co., UC | mohabilitSlio ] con i 1435 AvisAve N | Massillon OH |44646.355s]33-0-837-174 1 | 330-837:1747 |5Nf 365292
St«h-mont Ille.Uit'l: & ISOBttchmont
co., uc Hurho n He.ilthurcC ter |OrYe NE co' of IN 47112 -1717 | 812 -73U 550 |812-718-6 273 |5Nf 151617
Holly HillNunine, U | SOt Hill Healthe.are 1531 Sievinson 1 1y Mo |21286-7607 | 410-82.3-5310 |4 10-5.05- 1235 | SN 2151().;
Bc« hmo nt I 1 t-11 In.c |'ndi.an Cret k Ht.a:tho re | 2.:0 Btt<hmont
Co., UC Ce nter Orh>e NE C--., IN  [47112- 1718 | 81 2.738-8127] 812-718-3161 | SNF 111312
' ' i naci ]
Kensington Nurrsing. 1 (ensi hacion He.atlhre — f 3000M<Com.as | (emington  |mo |20s9s-286 | 3010033 301-933884 | SNf 215013
h trchil d (MD) lu sfns . J290r.lilch i:ld , . .
o U Kent Hesaflh c.1tCtnLe | xoriie icchl oH |[44240-814 |310. 4784912 |3 78-10.0 |SNf 365834
Uncoln Iculn.g Co., 419 Wel t Unc.o!n
UucC ICokomoHN lIthc.,ue Crntcr | Ro.1:d Kokomo IN 46902-3103 | 761-453-5600 | 76S-4SS-010 | SNf 111222
Kolb-cL.tiising Co., UC| LalePointe HNJth Ctn t(( | 3364 Kolb<Rd | Lor,Lin OH |440s3-1628 | 440-282.2244] 440-28-2 7709] SNF 361623
UutelLeu ingCo.,UC] I.1vielwoodYtc Ct-n! « 100 Laurel, o Elkton MO |21921-5328] 410-3985S00 | 41().398-4952] SNf 215111
Nort .1:t Ic.asing:Co,. | M.1ple Wood He.althu rc | 724 NE 79;h . .
e e il ICans.1sCity |MO |64118 -Js64 | SI C,-436-8940] 816-436-9289 | SNF 265366
ng Co-. | M, Lirlcy tied:He,dth 7575 E. How.1 ] .
Howudttuing Co-. | Mooy fledirle din — §7575 £ HOWAMd | 0 pumie [0 | 210608312 | 412)..768-8 200] 410-765 2954 | INF 211138
Northw tit SNr.UC | SocimwitHean hatl 11001 PaUMLO g jimore | Mo |21215-6414f 410-664.5551 | 410-664-1061 | SNF 215346
poc.ky Rart, lusinc f Rorlh —tem Hu i e 1570 No 1 RO Y e OH |:017-1613 |4-40-243-2122 | 440-24)-2)14 | gaf | 365811
I
(ntVierle> n& 01k Glo, .cHealbelle  Rgo ey 1N st | Ofihler OH |[43516-1327 | 419-278-6921] 419-2782910 | SNF 361767
Co. UC Center
PDDI CIt It Hta, 1UX 11rt-
brvbl e11in&C,0.IIC | center XA 670 Jar,sRd | Akron OH |4:319-2538 | H0-645-0200 |330-641-0316 | SNF 365727
. —_—
South lus.ing {VA) [ PU t'S,burt; He.LIIurt 501 £ south Bivd | otten tx11&  |va | 2380s-2700 | 804-733-1100| 804-733-0796 | 5NF 49),10:4

Co. UC

Cc-nter




Brtduvllic Lu slna

Center

Co IlC Pinc v :aucy c., ,c Cenler |[43&08' hville Rd | Rkhflcld OH | 44286-945 7 | 330-659--61 66 | 330-659-+2:944 [ SNF 365370
0,

KingTice tewing Co RV IO ANARC:Ate 1390k ing Tttt Ot | D.tyton OH |4540S-140t | 937-278-0723 [937 +278-1959 | SNF 365877
St. phlc-a'ngCe [ Rollins mns Ht .aHhu, c- | 3625 Int Joost ph m

iiC Center Ro:ad N ew Alb.I nv 47150-9145| 812-9.\8-0670 | 312943 222 |SNF IS S4a8
OId(IN)If.".UIng Coee | 5t I1trshuig Ht .ailhc.<1rf." 78230Id IfiEhw.ay

uc 60 Scllerlbvel! |1 | 47172-0283 |812-246-4272 | 812-2468160 | SNF 155659

Center

CL:JO(I:umbI.a I(-u Ina Co., glttmtthollow Ht;althu, e I6D?li)e()(‘,otumb|.a Ann.al'td ale va | 22003-3450 | 703-256-7000 | 703-256.3531 | SNF 495155
WiashingtOrl (MD} | South River HeJlthurt | 144 Wishineton a1 | MO | 21037-1412 | 510-956-S000 | 410-956.0-70 | SNF 215297
U :aslns Co lIC Ro.ad

W:ar Admin JI U \I.ng South?7omte HN IthU Tt SSOTV.IT AomT.al E .

Co.» I1.C Ctn tit tndl.al™h |IN | 46137-0737| 317-385.3333 | 317883:32.21 | g\p 155523
M.arg t c-l I u li ng Co., [ SOuthwOOd Ht :dthu re 2222 (Ul

IIC Ctn tCf M.ar..aret Avenue- | Tent H.I\Itt' IN 47802-3339 | 812-232.2223 |812-231-4550 | SNF 155484
(mtfYle, singCo.,ud SUPUr PN P . lANNUISING | o )60 o v Ry | North Fund.all [ oft | 44 128-4122 | 2160 S-8880 | 216-5.87..1806 | SNF 16S21S

andRch$ lilatlon Genttt

Mi,.IUW)fa te u Ina Vallev Vitw Heallhu 1le 333 Wett

®. UC o Mhhaw.1b Ro.ad | Ukha rt IN | 46517 .19 2'1 | 574-293-1550 | 57, 4 522.6359] SNF 1 55496
Potterslc n,Co.. We,dgtw()()d Hu IthU .tC-

lic Cent er 101 Pouen U,nt | O rkesvilk | IN | 47120-1017 | 812-948 -050s | 812:948-05.39 | SNF LS526S
w_,,hinfton (Wn t) Witltminsttt UNI:hUre 1234W,,uhineton Westminster | MO | 21157-8554| 410.843-0700 | 410-848-0682 | SNi 21 S094
le uini Co, UC Cen,le Ro>d

. 3550 OId Perty

Old le.>)ing Co.,UC | Crsange Huianhure = Wh/ord PA | 15,000--01 11| .;12- 366 - 7900| 412 366 -8 768] SNF 395300
SiIxttt nh lc->3\) Ca | Wiklwood ttc.althu re 7301( ,ut 16th 311.3S1- 2S79

uc Ctnttl SuULttl Ind "\3...,.tis | IN | 46219 2308 | 317-353.1290 | 311351 SNF 155334
Die RidE0 Nursing. gve'r']'t‘r)";’ Tre,c,Ht.1 Jtnc.1re 12638 GEOEL | (f)des Town | Wy | 25,941 384 | 30:-725-6575 | 304-725-37&0 | SNF 51.5t56
Summit t (Oh!-0} Wood GJc-n Al:htime-'r s | ISOOSummit Glen] ine e

o lle Community Drive D:ayton OH | 4sug.)647 | 937-436-2273 | 937-436-4771 | SNF 365722
{hirty S1. Teasin&Co, | Worthins:tonHeslthe--Te 1 51 g gginsttect | Paricersburg | W | 26104-802¢ 30.:-t55- 74-17 | 304-455 6344 | SNF 515047
Wy.IntleulnaCe. Uq o AMWOOdSHNIth - 1 o0 vantrd | Art0e on | 44313-4228| 30-8367%3 | 330-836-6806 | SNF 3-55779




MARYLAND
DEPARTMENT OF HEALTH AND MENTAL HYGIENE
OFFICE OF ALTH CARE QUALITI’
SPRING GROVE CENTER
BLAND BRYANT BUILDING

55 WE AVENUE
CATONSVILLE, MARYLAND 21228

icens  No. 16017

Issued to: Forestville Health & Rehabilitation Center
7420 MJiboro Pike
Forestville, MD 20747

Type of Facility and Number-of Beds:
Copiprehe,g,sive Care Facility - 152 Beds

Date Issued: \pril 19, 2014

This,:license has'been granted to: Marlboro Leasing Co, L;LC

Authority to <?PC te in this State is granted to the above entity pursuant .to The HealthaGeneral Article,.
Title 19 Section 318, Annotated Code of Maryland, 1982 Edition, and subsequent supplementsand issubject
to any and all statutory provisions, including all applicable rulesand regulations promulgated there under.
"Qlis dOCUIJICII! is not transferable.

Expiration Date: Aprill9,2016

ey Tl By 0

Director

Falsification of a li ense shaU subject the perpetrator to criminal prosecution and the imposition of civil fines.




STATE OF MARYLAND

B Healthy S

e e A H — s .
Whcommues 43 Mary © n " ~epar 1nent of Health and Menta | Hygie ne
W Office of Hea Ith Care Qual ity

S pring G ro ve Center « Bla nd Bryant Bui Id i ng
55 Wade Aven ue s Catonsville, Maryland 2 122 8-4 66 3

Mani n 0' Ma lley. Governor - Anlhony G. Brown, Lt. Governor - Joshua M. Sharfslei n, M.D.. Secretary

March 5, 2014

Attn Sytina Smith, Administrator
Forestville Healthand Reh abilitation Center
7420 Marlboro Pike

Forestville, MD 20747

Dear Ms. Smith:

This letter is to acknowledge receipt of a license fee of $7,000.00 and an application to operate
Forestville Health and Rehabi litation Center

The enclosed license will be in effect until April 19, 2016, unless revoked. It is your authority to maintain
a comprehensive care facility with a licensed capacity of 152 beds under the provision of COMAR

10.07.02.

Thislicense isto be displayed in a conspicuous place, at or near the entrance of your facility, plainly
visible and easily read by the public.

The bed and room breakdown is attached.
]_ 21+t
Sincerely, ’ [ |
t. o L| .
| B B | | |
[ ] |

Office of Health Care Quality

TN/cjc

Enclosure: License No. 16-017

Cc: Prince George County Health Officer
Maryland Health Care Commission
Medical Care Operations Administration
Medical Care Policy Administration
Myers and Stauffer
Lynda Lazaro
Patti Melodini, Survey Coordinator
License File

Toll Free | -877-4 MD-DHMII « TTY for Disabled - Maryland Relay Serv ice 1-800-735-2258
Web Site: www.dhmh.maryland.go v


http://www.dhmh.maryland.go/

Sytina Smith, Administrator

Forestvill e Health and Reh abilitat ion Center

Page Two
March 5, 2014

The room and bed breakdown is as follows:

Room and bed breakdown :

CATECORY

Comprehensive
Care Facility

LOCATION

First Floor

West Wing

Duplex Rooms : 113, 114, 116, 117, 119,
120

Triple Rooms: 102, 103, 105, 106, 108,
109

Total West Wing

North Wing

Duplex Rooms: 125, 127, 128, 130, 131,
132

Triple Rooms: 135, 136,138,139, 141,
142

Total North Wing

EastWing
Duplex Rooms: 154,155,157,158

Triple Rooms: 146,147,149,150
Total East Wing

Total FirstFloor

Second Floor
We st Wing
Duplex Rooms: 205, 206, 208, 209, 213,
214, 216, 217, 219, 220
Triple Rooms: 202, 203
Total West Wing

North Wing

Duplex Rooms: 224, 225, 227, 228, 230,
231

Triple Rooms; 235, 236, 238, 239, 241,
242

Total North Wing

12 beds

18 beds
30 beds

10 beds
18 beds
28 beds

08 beds
12 beds
20 beds

78 beds

20beds
06 beds
26 beds

12 beds

18 Beds
30 beds



East Wing
Duplex Rooms: 246, 247, 249, 250, 254

255,257,258 16 beds
Total East Wing 16 bed
Total Second Floor 72beds

Overall Total 152 beds






~ X <
SECTION A LONG TERM CARE PROVIDER APPLICATION y il "‘.\ A
o /é)' “\\
APPUCANT INFORMATION E-mail Fax_SI3133@AGA G NGO\ %

Name o frac il ity-r-- - .= -c-=i=— el G mmmfi S RCATELLIG. Wephone o /30‘ ﬂ?@

Location '/ 4

“““““““ B L S
2 e..'Shl \\e.. Y{1Ac.0 Geor t>  074'7
(City) (County) (Zip)
TYPE OF BUSINESS ORGANIZATION
D Individual U Partnership  }( Corporatio n [l Association [l Other. _ _ _ _ _ _ _
TYPE OF cot TROL )( Proprietary D Voluntary on-Profit: D Church 1] Other (Specify)

D Government Unit: D State [[] City D County

LEASING ARRANGEMENT (If an entity operates the busine ss under a lease, the followin, section shall be completeil):

Lessee ame(s)and Address(c - '14'1.0 IY\:XA wo=:t—.1\\e JAA:D -.;;i.o'7 Lit
Less or Name(s) and Add LLC...-"-\700 As ur. 'S\-c. -iic0  n--h-O\+4S" 4.\

Expiration Date of Lease -1!. J....L.i.= ey

App li cation s on behal f of & co rporation, assoc ialion , government unit or agency s hall be made by two officers of Ihe corporation,
association or governmental unit or agency and names and address es of the ir board memb ers sha Il be subm itted.

Admini strator Sl\“\'ln § rn\M Admin is trator License No: B \<9 Lt

LO G TERM CARE FAC ILITY TYPE
)( N urs ing Home Comprehe ns ive Care facility L] Does facility operate a special care un it?
0 Hospit al Extended Care f-;tcilily D YES: Type
? —
Number of Beds_J : i VU \a\+A Number of 13cds_ _ _ _ _ _ _

Rom & Bedbreakdow.}a -t chcd 10
The 2-ycar license fee of$ OOO (sec fee rates below) is to be attac he d to the applic ation. (Fee is no t refundable). Make
check or money orde r payable LO [O Ma ryland State Department of Health and Menta | Hyg iene"

Fee: |- 50beds, $3,000 51-99 beds, $5,000 100+beds, $7,000 Transitio nal care unit, $600

uve 0.Ne SR. S\-o\\--z O.vi!'d-;.-e)\ . DnCHyu/lo
15

(P lease Print)
cert i fy that | am/We are 18 years of age or older and of reputab le and responsi ble character do here by apply for a li ¢ ense lo maintain and
operate a fac ili ty subject to the pro/isions of Health-General Arti le , Tit le 19, Su blitle 3, Annotated Code of Mary lan d, and to the

regulations adopted there under Y tJ1c Secretary of Ithan  ental ygiene.

1. Signatur e of App licant-h )L,y Tillc_ g J0
2. Signature of Applicant / ///////(> Title "\\]P |@f\-\YO\\-eI’

Sworn and subscribed to before me this _I 7T\ dmﬂmg 9 & \“ a Notary Public 10r ne State of Maryland.
o s s
My Commission expires /l 13 1S \’—l . ‘

Monica R. Humbert
Notarv Public, State of Ohio
My Commission Expires 07-28-2017

SEND COMPLETED APPLICATION TO: Office of Health Care Qufl*t
Bland Bryant Building &
Spring Grove Hospital CcB
55 Wade Avenue
Catonsville MD 21228

FOR OFH CE USE ONLY
D Initial ate: AmtPD:_
CIRenewal Ckit ————"———"—"—"—"— CoordName:
D Change of Owner ship Registration #: License#:

DH MH 125A - R ev ised 3/16/2010



STATE OF MARYLAND

\S). \..;ol
DHMH [ est-1111-6.

Ma ryland Departme nt of Hea Ith and Mental Hyg iene
Office of Health Care Quality

Spring Grove Center « B land Bryant Build ing

55 Wade Avenue « Catonsville, Maryland 21228-4663

Martin O" M:illcy. Governor - Anthon y G. Brown, LI. Governor - Joshua M. Sharfstein, M.D.. Secretary

RENEWAL APPLICATION PACKET
FOR COMPREHENSIVE CARE & EXTENDED CARE FACILITIES

A renewal application packet must be submilled to the Long-Term Care unit 60 days prior to the license
expiratioll date of all comprehensive care and extended care facilities. The complete renewal
application packet must be submilled to the Department to complete the renewal process. Please
provide all required signatures and notaly on the appropriate forms AND include your /icensure fee
based on the LONG-TER.Ivf CARE PROVIDER APPLICATION. Make checks payable to: Ma,yland
Deparlment of Health and Mental Hygiene. If you need additional information or have questions,
please call 4 / 0 -402-820! .

VA Application for Licensure
Room and Bed Breakdown is required at the time of license rene..val

S. Principa | Physic ian Agreement & Relief Physician Agreement
JC. Director of Nurs ing Agreemen t

0. Facility Ownership (Medicaid Appl ication) '
/E. Sta te Affidavit

/ F Wo rkers' Compensation Law Quest ionna ire

-]_- Certifica te of Co mpliance, as app lic a ble N f\
V 3C tV\—O s(l,<..-nvL \.\: m . :._

Adverse Legal Action s/Co nvictions

/ 3 Chain Home Office In format io n
. Qyu™.
. \.(tls\o 'ty -0 -l
[\Lm\.R
-1, .. - A-
G w\-\-0

*1f not a Medicaid provider, only submit the "Provider Ownership and Control Disclosure form"

Toll Free 1-877-4MD-DHMH-TTY/Marylan d Relay Service 1-800-735 -2258
Web Site: dhmh.marvland.qov







SECTION B- LONG TERM CARE PROVIDER APPLICATION

PRINCIPAL PHYSICIAN AGREEMENT

L«\/)’Z:-L\l e l o License#: ,J]L{.)_' /1

Name of Facility:-...t--=-+P--.;;,a& L.12 ....a-J ::gdth_
(Y Povnwn (' “ino

NOTE: Tim laeDept mell  '-Jen  egu Il wC requi re that each Comprehensive

Care Facility 10.07.02 arrange for a physician to serve as a Principal
Physician and a qualified relief to cover periods witen his or her services are

not available.
As Principal Physician | agree to the following:

1. 1 will determine that all residents admitted to the facility are admitted upon the
recommendationof and remain under the care of a physician who can provide physician
services to the patientas described in these regulations and in the facility's policies, and
works with the facility to correct problems.

2. Asnecessa,y, | will advise the administrationas the suitability of residents to be admilted or
retained in the facility.

3. lwill provide medical direction and coordination of the facility's medical care.

4. 1 will respond to emergency calls for physician services when the resident's attending
physician is not available.

5. 1 will participate in the development of patient care policies, at lease annually. | will
participateinthe r iew ofpoliciesto ascertain that the facility's operations are consislent

with its written policies.

6. | will be responsiblefor the surveillance of employee's health program.

P
I //{{( 4 flj\ﬁfi.,ﬂ. 2/¢0(r$
Principal.P};}.lsi'cian (signatug\,{/)’ Date
Principal Physician Information (please typeof print)
Name:  /( _¥41.c0 el /:'c/}w-o
(First) (Middle) (Last)

Medical LicenseNumber:  ___ pe.o62¢ @S

Address:.  12-1..> AVipre D uf-> c& S ..Ztce. 20
Cily.  _J.Gles,Mb. 000 -—-=-m-mm-m-m- State:. /1K) Zip coder2-g) f
Telephone Number(,;).: = < R I S, o I G4« .

DHMH 125G- Revised 3/16/2010



SECTIONB- LONG TERMCARE PROVIDER APPLICATION

RELIEF PHYSICIAN AGREEMENT

\t@ e (00T

NOTE: The -eall ,, ti it 011s require that each Comprehensive

Care Facility 10.07.02 arrange for a physician to serve asa Prillcipal
Physician attd a qualified relief 10 cover periods when his or her services are

ot available.

Name of Facility:

As Relief Physician | agree to the following:

1. 1 will determine that all residents admitted to the facility are admitted upon the
recommendationof and remain under the care of a physician who can provide physician
services to the patient as described in these regulations and in the facility's policies, and

works with the facility to correctproblems.

2. Asnecessary, 1 will advise the administrationas the suitability of residents to be admitted or
retained in the facility.

3. !will provide medical direction and coordination of the facility's medical care.

4. 1 will respond to emergency calls for physician services when the resident's attending
physician is not available.

5. 1 w'ill participate in the development of patient care policies, at lease annually. I will
participate in the review of policies to ascertain thatthe facility's operatiol1lS are consistent

with its written policies.

6. - Twill be re.spk‘(nil)[e for the surveillance of employee's health program.

AT 2 /10 [2014

Date

Relief P l:ym um S 'na(urc) 74

\

V| Relief Physician Information (please type of{,ﬁt)

Name: mt_ ! ng/ti

(Fir. t) (Middle) ' (Last)
Medical License Number:  :By--'2-i-f -
Address: 12)?:8 SOl Tz M L2 S/_3
Civi: L)A4 1:11Z7 State: Z>c  Zipcode: ,Z 2( e J2_

Telephone Num ber(s): £ /J/2----15-(t2-- 0-¥d2" - - - - - - - - - -

DHMH 12SG- Revised 3/16/2010



SECTION C- LONG TERM CARE PROVIDER APPLICATION

DIRECTOR OF NURSING AGREEMENT

Name of Facility: {{_X(* \\e l’&(‘:QH'Q~ License #; -O’
FTPHND Cae 0

F KA Kk ok vk e e ook ok ok A ok e o ok sk ok ok o s ok ok o ok ok ok Sk ke sk ok o e e e ek e sk

This is to .certify that I, ]‘"J',ﬂ]_ Jl.y';Q_<H.:l : V‘ffi_ ama

A. Registered Nurse, registry nWTiber fli \])_\] '('?_CI‘ """ _—
B. Licensed Practical Nurse, Board of Nursing registry number _

and employed a tircctor OfNursing for the above-name facility and carry the supervisory
responsibilities J,.. this po s iti on as described in StateRegulations 10.07.02 par. 12 C & G.

My agreement\ iththe Administrator requiresthat | beonduty days per
week and w minimum of40 hours perweek.
IC'I. \:-u . - ()// / //l
nirecw If fl ursing (signature) o Dt 16

KAAAkA Rk ddkhdorkkkdkkhhhAAdAdhhhdhddhvdokdkkddk ke k i

Facility Administrator (wmmlure) | Date of | lgrcjzw

B T L

DHMH 125G-Revised 3/16/2010




MEDICAL CARE PROGRAM* PROVIDER APPLICATION

IMPORTANT . PLEASE READ ATTACHED INSTRUCTIONS BEFORE COMPLETING APPLICATION

1) APPLICATION TYPE:
IN-ealicaick

D New Enrollment
Existing Provider/ Provider Number [_

lamapplyingasa .. Please checkone:

Requested EnrollmentBegin Date
D Group
D Individual/Practitioner - Solo Practitioner or Member of a Group (Pleasecir
1IXJ@i stitution/ Business/Agency (Pleasecircle type) _
2) PROVIDER INFORMATION
' Please refer to the instructions for the appropriate codes.

| | b Fiscal Year End Date
(\-\(_l( WIQ L(D(\ )\Y\r( L/ b(\l x »

E,(P‘BW\\\(, Wea Wh ¥ @(’V\Ckb\ vradhon leeo:

FirstName Title

Phy3|C|an/Pract|t|oner Last Name

ContactPersonName and Teephone r\u ber T 7E—mail/W4l3bsiie Address '
o 5 K, n\-; _ . _ |

Briiary PTacTCeAdaTesS | Suite Number | Handicap Access
riL\d)0 «b.r \boro PK\
B . State Zip Code
C()(G Stville M 20147
Telephone Number Fax Number -county Code ' Provider TypeCode
" 50\-1 13- =T 30r~1a% | LP 0 A
Employer Identification Number Name of EMOwner Social Security Number

YFCIr\ b,x0 le.n151v1% CO. )LLC...

3) LICENSE/PERMIT INFORMATION

License/Permit Type State Issued License/Permit Number Issue Date Expi ration Date

Medical

DEA

MDLAB

CUA
NABP

Pharmacy

Other

S ECTIO N D- Revis ed 3/ 16/2010



SECTION D « MEDICAL CARE PROGRAM+ PROVIDER APPLICATION

8) MEDICARE INFORMATION

Name

(orestvil\e \\égi'\b\\' L('\m o Ctr.

Medicare Number

9) ALTERNATIVE ADDRESS INFORMATION

Pay to Address

Add,ess
State Zip Code
I m, P
Correspondence Address
\ Add,ess
City State Zip Code
Would you prefer to receive electronic correspondenceincluding remittance advices, inlieu of paper, when available? YES O NO

10) OTHER PRACTICE LOCATION INFORMATION

Pleaseenter other locationswhere you service Maryland Medicaid recipients. Include allgroup addresses you are currently practicing under,

if applicable. sp1ease refer to the instructions for aoorooriate codes.

Practice Address #2

Suite Number Handicap Access

City

Stale J Zipcode

Telephone Number * CountyCode License Number
Expiration Date
PracticeAddress#2 SuiteNumber Handicap Access
City ] State J bpCode
Telephone Number *County Code LicenseNumber_ _ _ _ _ _ _ _ _ _ _

Expiration Date._

SECTIO D- Revised 3/16/2010




SECTOND * MEDICIACARE PROGRAM' PRQVIDER APPLICATION

4) PRACTICE INFORMATION
+ Pleaserefer totheinstructions forappropriate codes.

* Type ofPracitce "HMO Type Category

\ 0

5) SPECIALITY INFORMATION
+ Pleaserefertothe instructions for the appropriate codes.

Primary/Secondary Specialty ' SpecialtyCode Certification Date Certification Number

6) SPECIALTY VERIFICATION

Please checktheapplicable statementandattach therequired documentation. Pursuanttoamendments to PhyisciansServices
Reguatias (COMAR 10.09.02pffective July 1 197 9the Medical AsgstanceProgram defines a ConsliantSpeialst asalicensed
physician who meets one of thefollo.ving criteria:

D

D

D

Ihavebeendeclaredboardcertifiedbyamember ofthe American BoardofMedical Specialistsandcurrently retainthatstatus. A
photocopy of my specialty board certificateis attached.

| have satisfacttycomietedaresidency program accreditl by theliaison Committee for Graduate Medical Education orby the
appropriate resdeng reviewcomnitteeof the American Medcd Associan Attached isa letter of verification from the charman of
the departmentwherel completed myresidency orwhere lamnowworking. Thisletterincludes the name ofthe hospital wherel
compledmy residency, length of my residency, by whom the program is accredited and thecompletion date of my resdercy.

I have been declared baardcertified by a specialty board approved by theAdvsay Board of Oste@atlt Spe@istsand the Board of
Trustees of the American Oseopé#hicAssociation. A photocopy of my speity board certificate is attached

I havebeen declared board eligible by a speiaty board approvedby the Advisory Boad of Osteopathic Spediists. Verifietionfrom
my specialty thatl amboard eligible is attached.

| have complded aresidencyprogram inaforeign courtry. My qualifications and trairning are acceptable for admissinin the
examiationsystemofthe appopriateAmerican Specialty Board. A letter of my specikyboard verifying thisis attached.

Ifyour apptationis for a group or profe ssal associ@mneach physician in the group or association who wishego be considered a
speiristmust subntthe required verficaion

7) GROUP MEMBERSHIP INFORMATION

Group Name ProviderNumber BeQin Date

SEC T ION D- R evised 3/16/2010




SECTIOND - MEDICAL CARE PROGRAM. PROVIDER APPLICATON

11) AUTHORIZATION

I, the practitioner, adminigatoror authorized professionadpresentative of this group, hereby affirm that thisinformation given
by me is true and complete tothe best of my knowledge andbelief. | understand thatif | ormy group is salariedy ahospital or
otherinstitution for patientcare, hat | ormy group will not bill the MarylandMedical Care Programfor those servicesfor which |

ormy groypis salaried. /

dministrafor or Authori?ed By ofessionaResponsible for the Qudityof Patient Care

(larles R. Shitz

rima Mansn af NMemabiblnmae A daciaioi.

Piint of Type Nameof PradtoneAdministrator or Authorizerdessiori@esponsibie for the Quality of Patient Care

gnature of Practitioner,

Signature ofOwner (in the case of aPharmacy)

Please returncompleted applicationto:  Systems and Operations Administration
Prowile Enrolinert
P.O. Box 17030
Baltimore, MD 21203
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SECTIOND- PROVIDERAPPLICATION' PRACTITIONERAND GROUP ADDENDUM

PRACTITIONER N PT
If you are participating ina grouppractic,edo youalso provide care to Maryland Medicaid recipients in your private practice

and wish tobe reimburseddiredlyby the State? (Yourpersoral tax iderificabn number must appeaion this applcaton)

1 ves 1 Nno
GROUP RN 2 o

Ifyour groupis affiliatedwith ahealth care institution or medicalschoo,Iplease enter the name andfulladdre® of the
institutionor school,your title and a biiefexplanation of your group's dutés:

Name of Facility
Addre_ss

Isyour group sahriedby the aboeingtiuion? D YES D NO
If you are aM.D. or 0.0. will you be dispensing phannaceulicalsother than samples (as a pharmacy)? D YES D NO

Ifyouarean0.0., are youpracticingoptometryexclusively? D YES D NO  oroptometry aswellaspreparing and
disperiageyeglasses (asanoptician)? D YES D NO

Is your group operating a Local Health Department Clinic? D YES D NO

Isyour group operating a Freestanding Clinic D YES D NO

NOE: Allpractitionersina group must be enrolled as Medical Care Program providers

LABORADRYINFCRMATION N -
Completion of this sectionis required by individual practitioners and groups. Reimbursement for medical laboratory

servieesyou providedo eligilke recipients is dependent on answeingthe following questions and supplying codes of CUA
Certificate and, whenrequire,dMaryland Laboratory Permitsor Letters of Excepiton.Pracittioner providers cannot be
reimbursed for servicesreferred tomedicallaboratories orother practices. Those laboratoriesorpracitcesmustbill.
Doyouprovide medicallaboratoryservicesfor your own patients? D vyes D nNo

Do you provide medical laboratory services for other than your own patients? D vyes D no

Do you receivespecimens that are obtained from othersites located in Maryland? D vyes D no

AllMayland practionersare recuiredto have a Maryland Labaatoy Permitor Letter of Exeepion Numler (§Hedth General
Article17-202 and 17-205 Annotated Code of Maryland) and CLIA Certificate Number (ClinicaLaboratory Improvement of
1988Public Law 100-578) to performlaboratory services. Out-of-state providers are only required to providetheir CUA

Certificate Numbe, if they donot receive specimens that originaténMaryland.

SECTI O N D- Rev ised 3/16/2010



SECTOND- PROVIDER APPLICATION" INSTITUTION ADDENDUM

Your Fscd Year End Date \ a \ 3 \

Bed Data

Service Type Number of Beds
IntermediatCeare (ICF)

Acutelnpaitent(INP) ne

Skilled Nursing(SNF) ,L,D
Chronic Hospitla(CHB)

MentlaRetardation

(MR)

Olher (OTH)

DIALYSIS FACILITIES
Medicare Provide Number

Attach acopy ofletter with assignedMedicare Provider Numbe.r

Attach acopy of theletter(s)from your interrediaty showing all current conposteraes

Note You willbe paid ONLY for therate(s) appearing in thisthesdetters(s) in addition to those senicesprovided, but notincludedn
thecompoigerate.

PORTABLE X-RAY AND OTHER DIAGNOSTIC SERVCESMUST SUPPLY THE FOLLOWNG:
Maryland Medical Test Unit Permit No.

Doyouintendtohillforportablity?0  YES O NO

Note: Allportable x-ray and other diagnostic service providers locatedwithin Maryland or serving patients located within Maryland MUST h
awe a MaylandTest Unt Permit. Theorly ou-of-sitepatalbe x-ayandother dagnostisavicesproidersthat do nothave tohave a
Maryland Medical TestUnitPermitare thosethatserve Maryland Medicaid recipientsinthe Stateinwhich the providerislocated andthey
must provide aMedcarenumber.

LABORATORYINFORMATON

Completion of this sedbnisrequiredReimbrsemen for medical laboratory services you provide toeligible recipigtsis dependent on

answering the following questions and supplipgcopies of CUA Certificate andwhen requiredayland_aboatay Permits or Letters of
Permit Exceptio.nPractitionerproviders cannotbe reimbursed for services referred to medical laboratoriesorother practice.sThose

laboratories or practices must bill.
Doyouprovide medical laboratory services foryour own patients-? YES D NO

Do you prosemedcallaboratory services for otherthanyour own patients? D vYEes N'?

I
Doyaureceive spedmens thatare obtanedfrom other siteslocatedin Mayland? D vyes ' M NO

AllMaryland practitioners are required tohave aMaryland Laboratory Permit or Letter of ExceptionNumber (8HealthGeneral
Artide 17-202and 17-205, Annotated Code of Maryland) and CUA Certificate Nunier(ClincalLaboraay Improvemenbf
1988PubilcLaw 100-578) to perform laboratory services. Out-o-fstate providers are only required to providetheir CUA
Certificate Numbe,rif they do not receive specimens that originate inMaryland.

PLE ASE COMPLETE FORM DHMH 4126 -G, PROVID ER OW NERSH IP AND CONT ROL DISC LOS URE FORM,

ADSUBMIT WITH PROVIDER APPLICATIO N.
Revised 3/16 /2010



SECTION D
PROVIDER OWNERSHIP AND CONTROL DrSCLOSURE FORM

eV bore Lewsisa LLC

Name ot your Medical Seryic of Supply provider Ownership (ascontamed on your application

{Applicableoadll Providers of ite ms or servicesexcept for individial praciiiioncrs .or graps or p racti ones

# CFR "455.D 0 et. Seq., the disclosure of the following is a required portion of the MarylandMedicaid RPov ider
T herefore, pleese answer the following questions and signthis document affirming that this informations tue
If necessary, please attach continuation shees

Pursuan t f
App lia o
and complete, and return withyour application.
A Name any person who. with respect lo the Title XIX Provider":

1. is an officer ordirector

Sf-eph-eJO L R...0sed0,_l.e Char les R, Sto e, Rindld &
U Ve inee l

2: is a partner

3. has adirect orindirect ownershlp interest" of 5% or more

Y\<: RG. Sitne. G, LLC S+-epht0 L. Resedale

C Anoerbes R, Sto T4z, Ronald S. . i heim \..J——% @0&0&“

4. hasa combination of direct and indirect ownership interests equalto 5% or morein the Provider

it 45 F D 0k

5. s an-owner.(in whole or in part) of an interest of 5% or more in any mcirtgage, deed of trust,noe. o o ther
obliga tion'Secured (n wtiole'or in-part) by'the Provider or its property or assets if that intereslequals at least 5%
of the value of the;>:-::;ierty CII' assets cf IheProvider

O’U%«L l—fmm@&’ —FrveshieS | Thne..

B. Withrespect to any subcontractor in whicl:r the title XIX Provider has, direcily of indirectly, an ownership orcontrol
« int erest of 5% or more;name any person who falls within A. 1-5 above, as applied to the subcontractor and speciiy

which of the a:iove cateaories he f? Is within
c-.1 ho «- re' . Marlbord Mo met Co, LC

Bendod Core Clnsuihnt‘zr(}nnw,

| f any person named in response to Part A. 1-5, above, has any of the relationships described in that Part with
any Trtle XIX Provider of items or services other than te applican or with any entity that does not participate in
Medicaid but is reciuired to disclose certain ownership and control iniormalion because of participation in any of

AR ABSERAPIBURIEH G HES Y fY B Rt g Shempoa Sr_tL“‘y f‘Ct styte pye name of theperson, the
<-;-et cdf < c 14\ \i1S7 - 1 MU0l

If the answer to Part C. 1. above, contains the names of more thantwo pers ons, state whether anv of.ih so

reported are related to each other as spouse, parent, child or sibling,
Tvarexk oo

DHMH 412{>-G- Revised 3n 6/2010




SECTI ON D
PROVIDER OWNERSHIP AND CONTROL DISCLOSURE FORM

| hereby affirm that this information is true and complete to the best of my knowledge and belief , a nd that the
requested information willbe updated as changes occur. | further cenify that upon specific request by the Secretary
of the Department of Health and Human Services or the Maryland Department of Health and mental Hygiene, fulland
complete information will be supplied within 35 days of the date of the request, concerning:

A. the ownership of any subcontractor with which the title XIX Provider has had, during the previous 12 months,
business transactions in an aggregate amount in excess of $25,000.00 and

B. any significant business transact ionsv, occurring during the 5-year period ending on the date of such request.
between the Provider and any wholly-owned supplier'*! or any subcontractor.

C. the identity of any management company that will operate or contract with the applicant to operate the facility.

D" ipe 0 Ll cocec B

A URE
O

POSITION

L "Pro vider" or -provider- of services means a hospital, a skilled nursing facility, an intermediate care facility, a dinic,a psychiatricfacility, a

mental
institution. an independent clinical laboratory, a health maintenanceorganization. a pharmacy, and any other entity that furnishes or

arranges for
the furnishing of services for which payment is claimed under the Medicaid program. Il does notinclude individual practitioners or groups

of
practitioners.

' "Group of practitioners- means twoor more health care practitioners who practice theirprofession at acommonlocation (whether or not

they
share common facilities. common supporting staff, or common equipment) butwho have not formed a partnership or corporationandare

not .
employees of a person, partnership or corporation. or other entity owning or operating the heallh care facilitiesat which they practice.

Identify any persons named, who are related to others named. as spou,se parent. child or sibling.

" a. -0 wnership Interest” means the possession of equity in the capital of, stock in, or of any interes t in the profits of the disclosing entity.

b.  "Indirect ownershipinterest'meansany ownership interestin an entity thal has ownership interestin the disclosing entity. Thisterm
indudes an ownership interestin any entity that has an indirect ownership interest in the disclosing entity.

c.  "Determination of ownership or control per centage-
1) Indirect ownership interest - The amou nt of ind irect ownership interest is determined by multiplying the percentages of

ownership in each entity. Forexample. if A owns 10 percent of the stock in the corporation which owns 80 percent ofthe stock
of the disdosing entity. A's interest equate s to an 8 percent indirect ownershpiinterest in the disclosing entity and must be
reported. Conversely, if B owns 80 percent of the stock of a corporation which owns 5 per cent of the stock of the disclosing
entity. B's interest equatesto a 4 percent indirect ownership interest in the disclosingentity and need not be reported.

2) Person withan ownership orcontrol interest - In order to determine percentage of ownership, mortgage, deed of trust, note. or
other obligation. multiply the percentage of the disclosing entity's assets used to secure the obligaion. For exampleif Aowns
10 percent of a note secured by 60 percent of the provider's assets, A"sinterestin the provider's assets equatesto 6 percent
and must be reported. Convesely, if B owns 40 percent of a note secured by 10 percent of the provider's assets, B'sinterest in
the provider's assets equatesto 4 percent and need not be reported.

Significant business transaction-means any bus iness transaction or series of transactions that. during any one fiscal year. exceeds the

lesser of
S25.000 or 5 percent of the total operating expense of a provider.

" .supplier"mean s an individual, agency, ororganization fromwhich a provider purchases goods and services used in carrying outits
responsrbilities under Medicaid (e.g.. acommercial laundry. amanufacturer of a hospitalbed. or a pharmaceutical firm).

DHI\IH 4126-G- Rev isc d 3/16/2010



SECTION E - STATE AFFIDAVIT

Whoever knowing and willfully makes or causes to be made a false statement or
representation on this statement may be prosecuted under applicable State law s. In
addition, knowing and willfully failing to fully and accurately disclose the information
requested may result in denial of a request to become licensed or, where the entity is
already license, a revocation of that license.

I certify that the administrative and procedural requirements contained in COMAR
10.07.02 (Regulations governing Comprehensive Care Facilities and Extended Care
Facilities) in the areas of written administrativeand resident care policies, By-laws and
other organizational docum entation , written agreements with outside resources/consulta nts,
committee meeting s, staff qualificationsand written development program such as
inservices, equipment maintenance and disas ter prepa redness have not been substantively
altered, revised, or modified, since the previous survey, or if they have, | have notified the
Office of Health Ca re Quality, in writing, before the effective date of the change. I further
certify that 1 will notify the Office of Health Care Quality if there are any future
"substantive changes in facility management and operation," as defined in the instructions
for completion of the Federal affidavit, that significantly affect policies and procedures and
that notice will be given in writing before the effective date of the change.

NAME OF FACILITY:

(:(\9(63’\\/\\\3 \—Xf’aHVl‘%’Re\\&b\\\ﬁhm CJM—V&L

=) 2 I7

Title Date

Revised 3/16/2010



SECTION F WORKERS' COMPRISATION LAW QUESTIONAIRE

Name of Facil ity

e Ve L-koll4H d--ab:\Jodis 0 JIVI.

(P l ease type or print)

Address of Facility

20 Warlbwe P, Goreshlle, v 207477

(Pleasé type or print)

Do you have Workerg mpensation Insurance for your employees?
(Check One) YES D NO

If you have answered YES above; please provi e the following infonnation:

Policy Number: __(¢. .3~ Zg - LfY'g I 3

Binder Number:

Eflective  Date: _  _ Lkl c'--4/1_B_ ____________
12xpiration Date: _ _y_._ltMJ—_ﬁl_'_Y'

If you have answered NO, please attach a copy ofyotlr Certificate of Compliance in
accordance with State Workers' Compensation Laws.
(See attached form A52 and Instruction Sheet)

Pleas e note
Your license cannot be issued unless this form is completed, signed, dated and
provided to this Administration along with your *Certificate of Compliance' if

2/nil'l

Si -D-a-te----"-----

CHMH 3334-Rcviscd 3/16/2010



SECTION I: ADVERSE ACTIONS/CONVICTIONS

This section capt ures information on adverse legal actio ns, such as co nvict ions , exc lus ions,
revoca tions, and suspensio ns. All app licable adverse legal actions must be reported, regardless of

whether any records were ex__un°ed oran a gals are e ndin°.
ADVERSE ACTIONS THAT MUST BE REPORTED

Ansrindinea

(

Co nvict ions

I. The provider, supplier, or any owner of the provider or suppl ie r was, within the last | O years
preceding enro lIment or revalidation of enro liment, conv icted o f a Feder al or Sta te fe lo ny
offense that CMS has determined to be detrimental to the best interests of the program and its
beneficiaries. O ffenses inc lude:

Felony crimes against pe rsons and other similar crimes for which the indiv idua | was
convicted, including guilty pleas and adjudicated pre-trial diversions; financial crimes, such
as ext ortion, embezzle me nt, incom e tax evasion, ins urance fraud and other similar crimes
for whic h the individual was convicted, including guilty pleas and adjudicated pre-trial
diversio ns; any felony that placed the Medicaid program or its beneficiar ies at immed ia te
risk (such as a malpractice suit that results in a convict ion of crim ina | neglec t or
misconduct); and any felonies that would result in a ma ndatory exclusion under Section

1 128(a) of the Act.

2. Any misd e meanor conviction, under Federal of State law, related to: (a) the delivery of an item
or service under Medicare or a State hea Ith care program, or (b) the a buse or negle ct of a patie nt
in con nections with the delivery of a hea Ith care item orservice.

3. Any misdemeanor co nviction, under Federal of State law, related to theft, fraud, eln bezzlem ent,
breach of fiduciary duty, or other financial misco nduct in connection with the delivery ofa
health care item or se rvice.

4. Any misdemea nor conv ictio n, under Federal of State law, related to the interfe rence \.Vith or
obstructio n o f any investigati on into any crimina | offe nse described in 42 C.F.R. Section
[ 00l. 101 or 1 001.20 1.

5. Any misd e meanor conv iction, under Federal of State la w, related to the unlawful manu facture,
distributi on, prescription, or dispensing of a controlled substance.

Exclusions, Revocations or Suspensions

I. Any revocat ion or sus pens ion of a lice nse to provide health care by any State licens ing authority.
This includ es the surrender of such license while a formal disciplina ry proceeding was pending
before a State licen s ing auth o rity.

2. Any revocation of suspens ion of accreditation.

3. Any suspens io n or exclusion from participation in, or any sanction impo sed by, a Federal or
State health care program, or any debarment from participation in any Federal Executive Branch
procurement or non-procurement prog ram.

4. Any current Medicare payment suspensio n under any Medica re bi lling number.

5. Any Medicare revocation o f a ny Medicarebilling number.

Revised 3/16/ 2010



SECTION I: ADVERSE ACTIONS/CONVICTIONS ( continued )

ADVERSE LEGAL HISTORY

1. Has your organizat ion, under any c urrent or former name or bus iness identi ty, ever has an

adverse action listed on page | of Sec tion | imposed against it?
O YES - Continue Below NO

2. Ifyes, report each adverse action, vihen itoccurred, the Federal or State agency or the
court/ad ministrative body that imposed the actio n, and the resolution, if any.
Attach a copy of the adver se action documentat io n and resolution.

Adverse Action Date Taken By Resolution

Revised 3/16/2010



SECTION J: Cf%IN HOME'OPFICEJINFORMATION
fzafions; Thiifiirforinatjbn will.be used to

This-secfion c,wtures_informa tion: regarding cllain org _
-en 4 cost r port IS fiJeawithf eM'edi aid

ensur.e prOpefreii:noursement’-\"li.elrthe pr.ovider sy
fe -for-sen,ice.cont:ractor.

For more info  tiogon chalnqrg pizntions, se 42C:FR.4214 4.

CHECK HERE[] tFSECTION J'OOESN) T.AfP LV AND'SKIPTIIISSECTIQ:N

Yhails . A
Che.ckon.e: Effective Dare. S jutioris to GQf!llgefe
Prm'ider inchitimrs enroliing fn- Me-icate.for Cotliplefe:all of Se/tion.J
the-firstti ‘m e:(Indtiell" nrodilleutf,i f ¢ hmlLje. of Oi,-Lilr.. kil )
O Zrovider is11.0Jonger"assO:cfateef \ bithlfle diam C9 11¢tes ctfo J t,
o.rganization prevkm ly I'e,P.Qrt cl identifying :tbe fotmer
hJi;) Hai;ni QIUC.
¥ . Qo¢tm¢h wo9nJfa

ftlUo :t'd ertti.lyl he liew
cliailioheqrfio .

e nU111 ;-0{ provi er"i> chain-boni:e.officejs —— ymplete Section J-C.

Qofl.b"'-'6g (aid.orlic:r infonnalion. emain ihc SAME;,

N bralHo iioFi, LtEANMINIsTLu, ToRfinroruarion S 1

T e CEIMMICINITHG [ Last Name 7
au\\k\\ Y \naeh Mk LLC S , i , o
\ ¥ ) } | ele,
Date of Bivth (mun/dd/pwyy)

Title of Home Office Administrator C/ﬁ O Sx)cibl.Scéurﬁi i“li !

I



SECTION J: CHAINHO:M.E-OFFJCHNFORMATION  (co'rit11i1dJ

'C..CHAIN HOME OFFICE INFORMATION =~

1. Nlinleof-Homc-Officc3 Ret,on&ffothc:Internal Ri-venik ;Senliic;
thia-1ai cafia;_f A-c e, ME< Addital\\\f.  LLc..
el R 1

2. Home Office 811 im:ss Slreet Addrcs Linc | (SLw 1Nal)l pyd Vimiber!

41co 4-shk)q):{ Dr\

Liciim::+;Qfft ¢ Husi i\i::ssS Ire i:1- Alldress- I..inc"2 (tire; Room, <ic.)

SU-ik

LY/ 1 OWR | State ZIP Code +4
N NNod . Qlr0o <334
Fax Number (ifapplicable) Exmail Address ({_'fapplicablc)—

TclcP,I1om,:Nw;nl>c r-

3-1j §-"7100 |3~ 3<0-/359 |

3..Ffome-.0:fftce"Tai: kI nti fLdlrion’ Number
_ O iL-3T.

1. Home Office Fee-For-Service Contractor T.foirte- Q. flii:cCaitinNiuiiber

T@'mﬂi BUS NESS STRUCTURE 0 1" THE (:1-JAIN UONIE OFFICE
t

Che 6k orw- :

Vofori/my - Government
D No-f rd'f} - Rcligiouslli ariization d Fedeta
0  Nnn-Profit- othcrfSp:dM EJ: site
City
O PlLopri tury -0 ¢ ouny
i 1div.idual D Gity;County
W eo rporation <D [:losr,fta) .Dfatrfot
Partn 1S -p: — — — " ————_ . D Otheri-iptcif.vJ

OfpLr (spedjd, o _

1B 1 Pl d bl o B
E.PROVIDER'SAFF(LIATIONTOTHECHAIN110,\IEOFFICE] | |
Check one:

D Jofot Ventt.trc/R¢lationship |f M-ulgcdlRelate O Leased
D Qp rated/Re(atcd 0 Wholly Owned D Other (spticifj,J:
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Prov ide r Agreement for
Participatio n in Maryland
Medical Assistance Program

This Agrecment (the " /\ grecme nt" ). e nte red into between the Ma ryla nd Stale Department of Health and

Mental Hygiene (the --Dgpartmant.. and .
N]rt(\b) (a Lt>c&\yﬁpct e ab( o  WR\ALui-o tup\izzhonCadee

1>, Cviones R, Bz,

the undersigned Provider or Provider Group a nd its membersor Practitio ner(s) (herei nafter called the
".Provider"). is made pursuant to T itle X1X and Title XXI of the Social Sec urity Act. Hea Ith-G eneral.
Title 15, Annotat ed Code or Maryland and state reg ula tions promulgated thereunder to provide medical.
healthcare . home- and community-based serv ices and/or remcdinl care and serv ices (..Se rvice(s) .. ) to
eligi ble Marylaml Medical Assista nce recipi ents (" Rceipicnt(s)"). On its ctlcctive date. t his Agreement
supersedes and replaces any existing contracts between the parties relntcd to the provision of Se rvices to
Recipients.

I. THE PROVIDER AGREES:

A. To comply with all standards of practice. professiona | s tandards and le vels of Service as set forth
in all appli ¢ able federal and state laws. statutes. rules and regulations. as well as all
administrative policie s. procedures. transmi Itals, and guidelines issued by the Department.
including but not limited to, verifying Recip ie nt eligibility, obtaining prior authorizations.
submi tting accurate. complete and timely ¢ laims, and conducting business in such a way the
Recipient re tains freedom of choice of'providers. The Provider acknow ledges his . her or its
responsibilit y to become familiar with those requirements 11s they may differ signilicnntly from
those of othcr third party payor programs:

13, To maintain adequa te medica I. tinanc ial and administrative records that fully justify and describe
the nature and extent of all goods and Services provided to Reci pients for a minimum of six
years from the date or payment or longe r if required by Imv. The Provider agrees to provide
access upon request to its busi ness or facility and all related Recipie nt information and records,
includin g cla ims records , to th e Department. the Medicaid Fraud Cont rol Unit (M f CU) of the
Maryland Attorney Gene ral' s Office, the U.S. Departmen t of I Ica Ith and Human Services. and/or
any of their respective employees. designees or authorized representatives. This requirement
docs not proscribe record req ui rements by other laws. regulations. or agreements. It is the
Provider's responsibility to obtain any Recipient conse nt required to provide the Department, its
desig nec, the MFCU, I'cderal e mplo yees, and/or dcsignecs or autho rized representatives with
requested information and records or copies of records. Failure to timely submit or failure to
retain adequate documentation forservices billed to the Department may result in recovery OF
payments for Services not adequa te ly documented. and may result in the termi nation or
s uspension orthe Provider from participation as a Medical Ass ista nce provider.

. Original records must be made available upon request during on-site visits by Department
pcrsormcl or personnel of the Department-s designee.

2. Copies or records must be time ly forwarded to the D1:partmc nt upon written request;

Maryland Medical Assistance Prog ram - Provider Agree ment - Page | of 6



Provider Ag.reement for
Participation in Ma-ryland
M i_cal Assistance Frogram

. To prorecgbe-cbnfideptiaHty of U Recipient infonnatfon in ao-cordance wlththeterms,

conditions and requirements of-the Health Tnsurarice ¥on-ability and Accountability Act (HIPAA) of
1996, as amended, and ret].llationsadoptedtlicteundet contained in 45 CFR 160, 162 and 164,
and the Maryland (v i iy of Medical RecordsAct (Md. Ann. Code, Health-General §84-

30-t etseq.)

. To provide tyices.orra.nop;,qi pimirao ry basis ud to holdhar:mless indennicy.anqdeelld

Depatmert-from.all negli etitor intertianally d trimenmlacfs uf the Provfder, its agents and
mpl9.y<'es. Th e Prov iderwill not-discriminateon the-basisof race-, color; national origin; age,
religion, sex, disabilities, or sexual orientation;

. t-0. provideSe:rvices in compliance with the. Afnericanswith Disabilities <Act of 1990, S tion

504-0f0 € Reliab,_ilitafion Aatof 1973.an thein:espeGtive aGecom_pany.ingre ‘lllations ande;nsure
that-qualfiied'individuals: -With 'disabiltiies-are-given an oppary|L. ity tp .garti ipate.in...cmd- benefit
ftQ.tp 1tS Seryl ces: irtclud.ing p mv.i ingdnterpreifve!sendces fot the:<leafano-1,.-ard of heating when
required, -

. To-checR the Federal Lisof Excluded ladiyi:duafs/Erititie.s. on the.H alth d Hum.an:Services

(HHS) Office+,QfJ pectorGeneral (OIG).website priortohiringor-cotltrnGtfng_wfth1ndi:viduals
oi en tities ari-a periodie:ally check: the 01G w bsiie to.detennine-the:.participation/e clusion status
of'Qurrentem"Rloyees and contractors. to check theBer(firat Servic ~ AdministraiQn's) xducded
P.arti pistSy tem{Ef.L)_pdorfo hilni or ¢ nti:a tihg-with:indh lidualsor entitres and
periodicallycheck the EPLS : website'to-determirie the partiti patio p/exolus ip n si tuso feurrent

e¢ ployeesai:f¥i- o iltractors.To check th(}Maryiand'Meciicai d Ltst:of Excluded Providers and
Entities prior to hiring or-contracfulgwith inchviattals 9r entitiesand periogjia 1lychecid he
weosjte.tc;:> de n.nine;the participation/exclusio, ns tatus-,0f:currentetnpioyesand-contracto.ts. Tire
Provider futlhe'i'agr.eesto not' kngwfogly emplay, orcortract-with a person. partnership,
c-ompany, colp.orationorany othe-rentity orindividual thathasbeen disqualifie fromp_ro,vid.ing
orsupp yingse rvjces to Mepical.Assistance RecipentsunlesstheProviderreceiwespn<;>r wti*n,

approval fro¢ the Dep.ari:tne t;

. Toacce-ptthe:Depamnent-'spayrii nts  pa}'nlenrinfiillfo.tcovered:Servi\: ‘ rendete.dto a

1{ ipi .nt. '(};_P.rovider awees not to 6ill, reain, df acceptanyaddii©nal paymentffqrpany
Recipient Ifth tepc_lttmntdehiespaymentor reqoes.ts p.aymen( from the.Recipient, or if the
Departmer cle nies paymertt or-requests repayment because an otherwise co;ered:Service was
notmedically-necessaryorwas riot preauthorized (if required), the Provider ag ees-nottoseek
paymentfrotil the Recipient for'thatService. The Provider farther agrees-toimmedi tely repay
theDepartri.1lent infull for.any claims.whe-retheProvider receivedpayment rromanotherparty

after being paid by the Department;

With.tl1eexGep t:01D.fprenatal Care or preventive pediatric care, {0 seek payment froma
Recipient's-other'insuranc-esaml: Tes.ourccs of payment before- submitting claims to the

D partment, which includes but is not limitecl to seeking payment from Medicare; private
insurance, m.e.dicaJ benefits provided by employ ers and unions, worker compensation, and any

Matyland Medi I.As ista.m:e Program - Pro’Vider Agreement - Page 2 of 6



| r.ovider Agreement for
Par ticipation in Maryland
M di.cal.Assistance P.r ogram

gther third party insuran_ce. If pa))mcent-.i's. made by both.theDepartment and..the Recipi nt's
other insurance, the Provider shall refund the Department, within 6Q days of receipt,.the amount
paid by the Department;

I Toaccept resp onsibil.ity fot the v-alid ity anciacquracy of al! ¢j.lai:ms Sy.ibmitted to the Department,
wh th.ersubmift d on paper, elec.tronicailyot-through a billing servtce;

.. Tlun aJhdaimssubmitte d uriGle,r.Qf 4cr-oritsproviger munheN bru.l befor me dically necessary
i:viges thid:t-w re;acw  ly prOvitiedas describediifthel aim. The Provider,!Ckn,owledgeshat
thestibrnissfoi:igf fal e orfj:audiil nt- laimsc,quld resultin-e riminal prosecution alld eivila,nd
adminisfrativesahcUoms . TKi's may'inctde liis, lieroritse pUisin -from the MarylandViedicd
Ass tance Pr.ogt:al;11 and/or-referrals by the Department tothe HHS Oro for expulsion fromthe
Medicare program;

-1<:. That'tf:Providet is a physigfan,.lieorshe Will. upori-.request .submit ihe-name ud applicabie
licenspr for ea-eh pbysidan exfunder'in hisor heremployn nt Th¢'Prqvideris tespousi-ble for
knowiugin ompyiijttwith- 1! M ryl&ncl Medical AssistancePrrgta m. s def.Jnitfom cifarl
eligibl(!physrcian extender:and fdt.prbvicH.ng-sape rvisrdii‘as r.eqttired by the Maryland Medical

Assistan Progamj

L. Thatint aseof a-groupprovidercthe iildilidual Pto iiderrendi:iQg the service hall.include his
or hero,wn prgvicier. mim.ber; as:,well as thegroup providemumberf), a any cfaim;

M Tofiirnish the De'pamipnt,\ 1itdfo:) S-d Ysof ‘w. Oepatment!sireques:tfull-and complete:
m formation.ahdut; .

1. The.ownership of anysubcontractor wi,th-whom the Rrovider-has had business
transactiol1S-to.taling:cno:ie-than$25,000.duringthe 12-monthperiodendingort-the-dateof
thereque-St

2. Anysiguiicavt business transactiondetween tlie Proviaer d  anyv holly-owned
sdipplfo:r, broerweelUhe Provide-an h nysubcontractor, during the5- ear period ending
on the:cfatc-of th-erequest; an'd.

3. Any-owne.rship interest exceeding S- percent heH:i bythe Provider in any other Medical
Assistiln¢.e Prov-ider;

N . That before the Depadment nters into-or renews thi's Agte-emeot, the Provid r grees to disclose
the iclentity of any person who.

1. }:(asanownership or-control interest in the:Provide.r-oris an agent.or managing employee
of theP:to-videt; and

2. Has be-nconvicted-of a:criminal-offense related to that person-'s inv9!vement in tne
Medicaid or Medicare pi:ograms;

Maryland Medica:l Assista_nce-P rogram- Provider Agreement - Page 3 of 6



PtQVider gre ment for
Partic-pation in M ry(and
IV{ed,Jc|As i$tance-P.rogram

0. To exhaust.all administrative remedfos prior-to initiating any litigatiQn ag ainst the Deparlment;

P. Upon-receip ofnptific,atio.n that the Provider is disqualified through any federal, state-and/or
Medicaidadmfmstrative acioQ, to--notspbmitclaimsfor paymentto-the . D eparrmentforServices
perfonnedafterthe;dIsqual fibatfodate;

Q. Any excessive payments to-a Pr-Oyider maybe immedfaleJy-cieducte from -fiiture; Department
paymei:tts-to-a:ny1layeewith :hqP,ro jaer-'st x :iden:tifip-aticm-number, at-th-edisctetioR-ofthe
Department;

R. CortinQatiolofthis.Agrktrodt beyondlrecurrenttenn is subj ct {0and co mirigent upon
sufficiencfunds beirtg appropriated bupgeted, and.otherwise m"de a,\ailable by the State
tegislafureand/pr geraLources. The Department maylenninate this Agreement, and,the
Provicfer waivesa 'y ahdall claifyr(s) (ordal ljag s, :ffuctj;ve:Im(1)ediately upop, rec ipt of wrjtten

o tice-(.qr any.date:speci‘fie d-thcr in) ir'for any i:eason the Department's fundingfrom State
and/orfede:d so til'c is.o ¢ g ropriate9 oriswithdrawn,f  t -od mpaired;

S.. To:compiy wi'thtfo- efidtRe¥rctfon Acrgf 2005 (DRA)employee ducat!on rcquir tnent
imposed upgnany entity) inchtliit any:govemmental agener .orgariization; Wiii, corporation,
i?AAilefship o othif budires- > arr g rplint (inc\udini an): Me<ligaidMCO), wbetherfor; ptofi-ot

- notfotprofitv hichrccefvsannilal' Medkaiq Paynments ofat | as($5,000000.

T. ForPr-Ovider Group-s-0 nty; The-Providet Oroup affim1ghatt as.aqiliaitytf in<latrrembet
P1.>Yidel S to tlirsAg(eemerif Jtd{ha(it;v.till provd'ee ch memb:er Proyldemvitirn:copy of-tliis
Agret!ment. Toep'roickr. Gt.oupdso  agree toprovide tbeDepiirtment"Wih PeliD,esand proofof
currdlt e nsur Jor each m.ember PrQvicteras weUas the narne(s) of individial(s) with authority
tosiglr ilJing -o, rt belialf ofth-e gto,up. Thtf Prov1der Grou-pagr s.to be'jpintly responsiQle with
any memtizr.Provider for contractual or administrative sanctions or remedies including; bul not
limited-to, reim\:urs.ement, v.dthho lding,recovery, slispenson, termhmioJ)o rexclysienonany
claims submttte'd or:payment:rec'eived. Anyfalse claims, scateoients Ot cfoepmertts, eo ealinent
oromision of.any rriateri-al.f tsrriay  pr-osecut underapplicable federalor state laws.

tJ. To notify theD¢partm. nhvifhin,f tve (5) worki g:clays of.any-0'f't!1 followin.g:

1. flnyactiopwhich may result jn the suspension, revocatiQ® 0 ndition,.limitation,
qualification or-othermatedal restri.ctfonon a P'rovider s'licenses, certifications:; permits
or staff privileges by any enthy under whicha Provider is authO-rizedto provide-Services
includiny i ridicimentarrest; felony convicti9i;i orany cn minal charge;

2. Charlgefo corpora.te-elltlty;se rvfoib-glo-cations,mailing.address oraddition todrtemoval
of practitioners or aqy gtf1 r rnfonna tion pertinent to Ihe receipt of Departm ent funds;.or

3. Change inownershipinclt,1ding full disclosureof the tem1sof the sales Agreement. When
there isa change inownel-ship, this Agreementisautomatically assigned to the new

Marylancl-Me dical Ass.istanc.e Program - Provider Agreement - Page4of 6



Pro.vider Agreement for
Partfoipati‘on in Maryland
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owner, andJhe ne-wownershall,.asa <:tmdition of.participation, assurile-lia'bi'lity;jointly
and severalfy with the-prior o,.,r,ter for any and all amounts that may be-due, or become
due-t9 the 0-epa.rtment,-and such amounts may be witbh:eld. from the payment ofcfaims
subniitted when detetmin d. (NOTE: Sectior-i 1.s.3 does not apply to Nurs ing Home
Provld rs)

P AL UL AL UIVISINE AGKEISS:

A T-o.reimburse te-Provid erfor medically nete;ssary Services provided to Ripients

th t are c9ver-ed by the Maryland MedicaJ.Assistanc-e Pr-Ograrrl. Services "Yill be

reimbursed in-accorp nd, c: ,,;itlrnll F{ggr?Jn r gi.ilaJfotis and fee.schedules,as-r. flected
in-tlie-Code-of Maryfand Regulatiins oiiothet rules,- ction transmittalsor.guichnce
issued b) he-b epa i:tdient; ailil

B. To providenotice o'fc}v.mges in }>rogram regulaiio  thrcrugh publicatfon in.the

Maryland Re.$ister,.

I1l.  T:HEDEP-ARTMENTD P OVIDER MUTUALLY AGREE:

A,

T XC_pt.aS spe,pip<;;lly p.mvip .tQth rwis in applicable law and regulations,
eitherPaitY'.-may. termh111tc this. Agreemenf 1?Jgivi.pg tliiil-y (30) -days notic;e inwriting

toth otp_er party After--tean inatio-n, the- Provid'et-sball.notify Recipients before
rebgering.addi tidrl I Se rv.ices t,hathe or-she-is no longer. a Maryland Medical

Assistance.partidpating P.rovider;

That j..he-effe ffve oatof.this Agreementshall be. — provided that the
O-ep artment'.verifies:tt1:e-infonpafion iq the rovi -r-s applicat fon, This A,grec !'nt

shall main inef'fect unttl-eillierparty.terminates the Agreement(as descrl in

S ctiori)ll A}. Fpll<;\vfog teri:flinatjo of-@s Ageemenf,the Provider must nfi"nue

to-r.eiairrrecords and--re iltrbur-se t he-Maryland Medical Assistance.Prggram foz:

overpayments as.d ?cribed.-inthis Agreement arid asTequ.riedby law including but

notlimitedto Maryland Heatfu:..Ge-nral §4-403;

C. That no mploy of'the State of Maryland, whose duties includematter.s. relating to
this Ptovide-res Agreement, shall at the same time become an employ.e-e o f the
Providerwi thout the written permission ofthe Department;

D. That this Agreement is not"tr-artsfera:.ole or assignable-;

Maryfon.d Medical Assistance Program - Provider Agreemen.t - P-age 5 of 6



Provider Agreement for
Participation in Marylan d
Medical Assista nce Program

E. That the Provider Enrollmen t Application sub mitted and signed by the Provider is
incorporatcd by reference into this Agreement and is a part hereof as though fully set
forth here in; and

%&/ /7//% A (TS,

>rovider Signafure /Date

Department Authorizatio n Date

/ / \77
‘. Y 55 e,
Char les F.S:toltz ‘iﬁ/ 1'4(: L7 S
Provider Name (Ty ped) Date Assista nt Attorney General Date

7420 Marlboro Pike, Forestville, MD 20747

Provider Signature Address (Typed)

Marylnnd Medical Assis ta nce Program - Provider Agreeme nt - Page 6 of 6
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Offlce of Health Services

Stree t« Bal |more
M:ir.in OMaIIey Govcmor - AntnonyG. Brown, Lt. Govemor- John M. Colmers, s ccrctal)'

MARYLAND MEDICAL ASSISTANCE
DMS/DMEANI} OXYGEN

RE SIDENTI AL SERVICES AGENCY SURVEY FORM

AllMaryland Medical Assistance Providersof Disposable Medical Supplies(Durablc
Medical Equipment and Oxygen nd R latcd Respiratory Equipment services must
complete and return this.form. Failure to return this document wiU result in
suspension from Medic d participation. -

I certify that this organization: does. = doesnot__..Y..

provide any of the following medical equipment and services to Medical Assistanc
recpients intheirresidence: .

* Delivery

* Installation
* Instruction

* Maintenance

Replacement of oxyge and oxygen delivery systems, ventilators, respiratory
diseasemanagement devices, electronic and computer-driven wheelchairs
an d seating systems, apnea monitors, tra nscutaneous electrical/nerve
stimulators, lowair loss cutaneous pressure management devices, sequential
compression devices, neonatal home phototherapy evices, feeding pumps
and electrically powered hos pital beds.

Toll fre 1-8 77-4MD-DHMH « TTY for Disabled - Maryland Relay Service 1-800-735-2258
Wei> Sue: wwwdhrnh.stale.rndsu


http://www.dhrnh.sta1e.rnds.u/

If your organization provides these services, so indicate and attach a copy of your
current Residential Service Agency license to this form along with your application
and return them to the address below. If you do not provide these services, so
indicate and return this form to the same address. Also, if in the future your
organization begins the provision of the above-mentioned services, it is your
responsibility to obtain such licensure and forward a copy to the Division of
Community Support Services. Please call us at (410) 767-1739 if you have any
additional questions.

r{\a.n\xro Lea Y"liC..0-)LL-c

b U tores \\\ + kb r \ivkCar Cb<lves - SVa\-7-
Organization Name Name of Individual Completing Form
Forestalle WD 2306747
Address

MA Provider #
L
Contact #

Contact#
Pleas-e retu rn this form to the following address:

Edna Radu, Program Specialist -
Division of Community SupportServices
201 W. Pr ton Street, Room, 136
Baltimore, MD 21201

To obtain information concerning Residential Service Agency Licensure, you may
call (410 402-8000, or write to the Office of Health Care Quality, Spring Grove
Center, Bland Bryant Building, 55 Wade Avenue, Catonsville, MD 21228.
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DEPARTM EN T OF HEALTH AND MENTAL HYOIENE
4 OFFICE OF HEALTH CARE QUALITY
g SPRING GROVE CENTER
; BLAND BRYANT BUILDING
55 WADE AVENU E
: CATONS VILLE, MAJ{YLA.ND 21228
f License No. 16-017 Registration No. 27836

Iss ued Lo: FORESTVILLEHEALTH AND REHABILITATION CENTER

7420 MARLBORO PIKE
FORESTVILLE, MD 20747

Type of I'c1cility and Number of Beds:
Comprehensive Care Facility - 160 Beds

Date Issued: April 19, 2012

This license has been granted to: Marlboro Leasing Co., LLC

Authority to operate in t[iis State is granted to the above entit_y pursuant to The Health-Genera | Article,
Title 19 Sc<:tion 318, Annotated Code of Maryland, 1982 Edition, and ubsequent supplements and is subject
to any and a Il statutory provisions, including all applicaple rules and regulations promtilgated th<,reunder.

This document is not transferable.

Expiratio n Date: April 19, 2014

Director /

Fals! fication of a license shall subject the perpezrator to criminal prosecution and the impositi on of civl/ fines.

A . W S e




Forestville

Summary of Rooms Available - 8/8/11

Category Location

Comprehensive First Floor
Care Facility

Second Floor

Third Floor

Room Type

Private
Semi

Triple

Quad

Private
Semi

Triple

Quad

Private
Semi
Triple
Quad

Rooms

113, 114,116, 117,
119,120,125,127,
128,130,131,132,
154,155,157,158
102,103,105,106,
108, 109, 135, 136,
138, 139, 141, 142,
146,147,149,150

Total - First Floor

205, 206,208, 209,
213,214,216,217,
219,220,224,225,
227, 228, 230, 231,
246, 247,249, 250,
254,255,257,258
202, 203,235, 236,
238,239,241,242

Total - Second Floor

Total Beds

32

48

48

24

o o O o

Total - Third Floor

Total All Rooms Available

E Lb\-f

80

72

152

MD Beds for Monica 1-1-14 1/30/2014
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Soulto Il Le'gsﬁﬁg'c_g?ﬂ_ﬁ Advanced Specialty Ho ngl %'E)()f fSLAbriar Rehabi litation WMM _ City, State,Zip - Pfione - Fax Type | rvledi care #
Boardman,OH44512-6153 Ph:(330)965-6432 |Fax:(330)965-6438 | LTCH 360349
Gar e :11l Leasing Co., LLC Advanced Specialty Hospital of Toledo (LTACH) 1015 Garden Lake Parkway Toledo, OH 43614-2798 Ph(419)38E0J.3Z. Fax(419)381-2 O IRF 363032
FPmtteasingCoTttE ATTSToCTal Berea SRS NISINY & Renab Cr. 255 Front Street Berea, OH44017-1943 Ph (440)2 _3-4 _ Fax (440) 234-0819 SNFICF 365608
FytTrTetPA teasg o, T Baldwin Health Center 1717 Skyline Drive Pittsb urgh, PA 15227-1744 Ph: (412) 885-8400 Fax:(41 2)885-0772 5NF 395745
BetPreteasmgCo e BerPTeHealtT& Refay Center 2601Bel Pre Road Silver Spring, MD 20906-2313 |ph: (30 98- 000 Fax:(301) 598- 678 | SNF 215065
ShetdormteasmgCo 1€ BelcaAZITeMme r scare Center 49 Sheldon Road Berea. OH 44017-1136 Ph: (440) 34-0454 Fax: (440)234-0494 SNF 365893
[froeTty teasmgCo ttC— [ BrugePark Heanncare Center 401 7TibertyHeightsAvenue Baltimore, MD 21207-7545 | Ph: (410) 542-5306 F{ x: (410)664-1". 1 7 SNF 215195
RoyceteasmgCoHE Bridgerort Heafthcare Cemnter 7125 Royce Street Portsmouth, OH 45662-4714 | Ph: (740) 354-6635 Fax:(740) 354-1443 SNF 365313
[Spritrateteasmy-Cor e Burmyon HousE Remab & Az Care e ZZZZSprmgaare Road CTmcmnat, OF 4523T-1805 PR (513)851- 7888 [Fax (513) 589-3424 | SNF 365802
[BetmereteasingCoH-E———Cammtewoot Park Heatthcare Center 1835 Belmore Road EastCleveland, OH Z4TIZ- 430 Ph: (216) 268-3600 |Fax: (216) 761-1322] SNF 365353
"Wa_lerLea L T.LC Chardon Healthcare Center 620 Water Street Chardon, QH44024-1149 Ph: (440) 285-9400 Fax: (440) 285-9378 SNF 365711
City View Nursing & Rehab LLC | City View Nursing & Rehab Center 6606Carnegie Avenue Cleveland OH 44103-4622 -
Ph: (216)361 -1414 |Fax:(216)361-2822 | SNF 265370
Zlme Leasing Co., ILC Colum bus Healthcare Center 4301Clime Road, Nort Columbus, OH 43228-3403  |Ph: (614) 276-4400 |Fax:(614) 278-7645| SNE 263624
gCO., LT CommuniCare at Wate rfor d Commons 955 Garden Lake Parkway Toledo, OH 43614-2793 Ph: (419) 382-2200 |Fax: (419) 381-0188 | SNE 365704
[Criton Care Center Thc CommuniCare of Clifton Postacute & Rehab Cir. 625 ProbascoStreet Cincinnati, OH 45220-2710 |ph: {S13)281-2464 |Fax: (513)281-2559 | SNE 365304
eritage LeasngCo., LLT Copley Health Center 155 Herit age Woods Drive Copley, OH 44321-1398 Ph: (330) 666-0980 |Fax:(330) 666-5585 SNE, 365771
%% To., IC Crestwood Care Center 225 West Main Street She Iby, OH 44875-1412 Ph: (419)347-1266 |Fax:(419)342-7035 SNE 365284
FIo-GPTeasmngCo., LT Crystal Creek Health & Rehab Center 250New Florissant Road Sout h Flo ri ssant, MO 63031-6716 Ph:(314)838-2211 |Fax: (314)838-S981 SNE 265607
[RIOge(MD) TeasngTo., LTC Ellicott City Health & Rehab Cent er 000 North Ridge Road Ellicott City, MD 21043-3311 [Ph:(410)461-7577 |Fax: (410)203-1897 | SNF 215160
Fetingteasing o Fattmg-water Heatthcare Cermter T8840 Faling Water Road Strongsville, OH44136-4200 |Ph: (440)238 -1100 |Fax: (440) 238-9575 | SNF 366111
yette-teastngSott FayettetHeatttr& RetrabCernter TZT7 West Fayetie street Baltimore, MD 21223-1938 Ph: (410) 727 -3947 |Fax: (410)385-5886 | SNF 215183
parbere HGEOHEC ForestvitteHeatthr& RetabCenter 7TAZOMartooro PIke Forestie, WD 20747-4343 " (301) 736-0Z240 [Fax:(301) 736-1129 SNF 215020
[CVITTgSTON LEasmyTo., LT Fort Washington Health & Rehab Ctr. 12021 Livingston Road Ft. Washington, MD 20744-42 Ph: (301) 292-0300 |Fax:(301) 292-2986 | SNF 215146
erit-teastro-Sonit GTande POMTE Heatncars ComIumnity T Mert Drive RICAMONd Helgms, OF 44143 [Ph: (216) 261-9600 ax:(216) 261-9662 | gnE 366008
SOt tEasmy o, ttC Greenprar NortHeatncare Center 8064 South Avenue Boardman, OH 44512-6153 Ph: (330) 726-3700 |[Fax: (330) 726-2194| SNF 365853
Greenbrier Senior Living Communi! Y 6455 Pearl Road ParmaHeights, OH 44130-298 [Ph: (440) 888-5900 |Fax: (440)888-0976 | SNF 365192
SreemPark-Sentor-Hiving-Commomity I350GTeen Park Road t. Couis, MO 63123-7211 Ph: (314)845-0900 [Fax: (314)845-0901 | SNF 265703
FaToveT HoUSE NUSITUSCRETaI Tt 235 AVIS Avenue NW M assillon, OH 44646-3555 Ph:(330) 837-1741 |Fax:(330)837-1747 SNF 365292
Kent Healthcare Center T290FaTchitd-Avenue Rent , OH 44240-181% h:(330)678-4912  |Fax: (330)678-1040 SNF 365834
takePomteHeattrCenter{OEEe) 3364 Kolbe Road Toram, OF 44053-1678 PR (440) 282-2247 [Fax.(440)282-7709 | SNF 365623
[—Waimey Neck Healn & Renab center 7575 East Howard Road GlenBurnie,MD 21060-8312 |Ph: (410) 768-8200 fax: (410) 768-2954 | SNE 215138
[~ Northweste rn Healncare center 570 NorthRocky River Drive Berea, OH 44017-1613 Ph: (440) 243-2122 Fax: (440) 243-4314 | sSNE 265211
[Eastwate T teasgeo,, tic UaK Grove Heanncare center 620 EastWater Street Deshler, OH 43516-1327 Ph: (419) 278-6921 Hax: (419) 278-2910 | SNE 365767
[JarvisteasmgCo, i Pebble Creek 670 Jarvis Road Akron, OH 44319-2538 Ph: {330) 645-0200 fax: (330)645-0316 SNF 365727
{Brecksvilie-t R PHre-vattey-Care-Center 2360 Brecksviie Road Rich field, OH 44286-9457 Ph: (330) 629:6166 fax: (330)659-2944 SNF 365370
lrecrenay GG Regercy varmorRetat&rSubecutettr: Z00U0 Regency Manor Circle Columbus , OH 43207-1777 Ph: (614) 445-8261 Fax:(614)445-8050 | SNF 365484
T RiversideNursmg&Retab-Cernter T390 KIng Tree Drive Dayton, OH 45405-1401 P . (937) 278-0723  Fax: (937) 278-1989 SNF 365877
pllashinoion Locins Co LLC Sotthhi Health-&ehabGent A WeashmgtoRoad Egewater-Mo-21o37-t#r2—1Ph: (410) 956-5000 Fex—(#107956-0470 SNF 715297
ErmeryteasmgCoHE SubUTDaT Paviior NUrsmy & RefrapTt: 20265 Emery Road [North Randall, OH44128-4122 ph; (216) 475-8880 Hax: (216)587-4806 SNF 365215
te-eastg-Co+t wWexfordHouse-RursTy-& Retat et Y850 O Perny Hignway Wextord, PAI5090-931L Ph: (412) 366-7900 Hax: (412) 366-8768 | SNF 395300
StmmmittShioy teasimyCor e T Wwoot Glem At ZTe T S C oMty 3800Summi T Glen Drive Dayton, OH 45449-3647 Ph: (937) 436-2273 Fax: (937) 436-4771 SNE 365722
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MARYLAND
DEPARTMENT OFHEALTHANDMENTALHYGIENE

OFFICEOF HEALTHCARE QUALITY
SPRING GROVE CIINTER
OLAND BRYANT BUILDING
SS WADE AVENUE
CATONSVILLE, MARYLAND?21228

Ll«"-""N0.16017

Is.wed to: Forcst\eillc Hc:t Ith&, RchabHitiUion Center
7420 Marlboro Pike
Forestville, MD 20747

Type:of f ACil ity and Number or Ucds:
ComJ)f"Chc-nsiveCa  facilitye 1628cds

Dalel ucd: April 19.2016

This license hus been gmnlic'<I to: Mnrlboro I.cu ingCo, LLC

Alillhority to<Jr@@MIn1htlSulth va,iccJto thcab,we<:nlltypc;,:nu,anc10Th<'If cshll--GenMtl MKk,
Titk 19 S«tioft.IUI AnnoUiilcd CodoeorMa.>tand.19S2Edrl)M,andw | =y A Iisllit,;«1
1.0 411)"ind 1 J.Wu&oiypmiuortl.InclOOIn& allaprltC";Ibk rulo and quhdonJ pron,ulpud Ihc-ttul'k.kt.
Ih 1i Jotumcni |, not IBO:If(Qbk.

Expimtion Date: April 19,2018

Oircclor

I'-tJ1, if IN<i'11J of O liffl W J.lull J.bj,,atM ptrpltriifo,IO<rla/U pro,,ra,tk,na,tdthtlJ/If/Xblllo,,oftn i | /I t'llt .




STATEOf"MARVLASI>

DHMH

Maryland Departmen tof Health and tvlicnlal Hygiene
Onicc of Henlth Cnrc Quality

Spring GroveCenters BlnnJ Bryant Building

SS \viyJt:Avenue » Cutonsvillc, Mnrylnnd 2122-8 4663
1>3,91,,,,.....Gt, ., .. SN T . et T AL KWL

April 7, 2016

Attn: CalanthiaGreen, Administrator

f ore,tvllleHealthandA.chabltltaUonCenter
7420Marlboro Pike

f ore. tvlll e, MO20747

Dear MS. Green:

Thisletteristoacknavledgereceiptof a Ik ens.e fee of S7,00Q00 andan applicatlo n to operate
Forestvllit Health andRehabllit11ll on Center

The enc.losed Ik t nsewUl be tn eff ect untJIApril 19. 2018,unless revoked. It is your authority to maintain
« comprehasivecare fadlity with allctnsed capadty of 162 bedsunder the provison of COMAR
10.07.02.

Thislicenselsto be disphyedina c.onspkuous plact, ator nei rtheentr.,nce of your fec.lity, plainly
visible andeasily readbythepubilit.

The bedand roombreakdownlsattached.

SI

MargieH €1d,DeputyOire<io r
OfOceof HealthCoreQuality

MH/cjc

Enclosure: Ucense No. 16-017

Cc: Princ:cGeorge ComtyHedth Ofker
M;uyl,1nd He.allh C.lte Commlu k>n
Mc-dic..al e, i e O petillllons Admll\litr.atlon
Mcd k .al ta re Polky AdmInbtt .allon
Mvers-1ndStaune,
lynct. U 1.;uo
r, onm c u,tl,. Suf"i'ey CootdlInalor

lJcJCme

Toll ffff 1H77  1D-DIIMII - 1T Y b.l)lal'ldRcby 51 1,N00.73 .1 .SK
\\'ch Sile;* """ dhtith 1TUtyf.ind -a



calanthla Grc-cn, Admin1$trator
forcnvllicH alth andRehabillltnk>nC nt r
Pase Two

April 7, 2016

Tho room an<Ib<dbreakdown Is asfollow<:

Room andbedbreakdown

CAIIGOBX LOCATION TOTAL
Comprehensive F111tF100<

Caro Facillly Oup!o*Room" 113,114,116,117,119,

120,125,127,128, 130,

131.132,1S2,154, 155,

157,158 34 hodds
TriploRooms 102,103,105,106, 108,

109,135,136,138, 139,

141 142,146,147,149,

150 48 bods

Toto! flrnfloor 82 be<!e
S-ndFloor

01 bod,

Singlc Rooms: 252
Duplex Rooms: 213, 214, 216, 217, 21,9
2 20, 224,225,227,228,
230, 231,246, 254, 25S.
257,258 34 bed,
TrlploRooms: 202,203,205,206,208,
209,235,236,238.239,
241,242, 247, 249, 2SO 45 bed,
TotalSecond Floor 80b<ds

Ovorall ToliJl 162 b<d,






SF.CTJON A. LONG TEKM CARE r ROVIDER Ar r L rCAT.ION

"NMMO f:FI(L, ty_Mlih r_o - _( o I_ICin_' o _Htiiili_ :R_.clu_hhtﬂloa_ensm rrl N|| 1 JO
Loe.ttlui:i 7.4.2.0 -it:11211M11 Net
tStrul
forn tv:llk Prime Gonrge's 207417

(County)

TYPE OF BUSINESS ORGANIZ' T'0N
L lodividusl 1 Pannenship  Comporation 71 Amsociation Y Other: LG

n 'rt orFco:,,."T.Rot. X I"ropicu,ry Vollln1.My N oo,ProtH (: Chul: h o1 Orber (Speeifv)
I' Cki\fflitQfcil Uni!: r Cig,- n Cour,ty

LEASING ARRANGEMENT l"ll\ﬂlll} tes the budlnen u;{:l_r: leave, the folla I section shall umplﬂrd‘k‘_zq_?

Lcasee Namefs) and a'h.l-im-\-(n} 3 ﬂ\ O O
Lessor Name(s) and Addressesy{ T 111} E Ll_]..f...'.'}.

Expiration Date of Lease _ftw NA=4LOL \2u '\? - tl?Z.‘-tll
AppU(.riJIMS-  h.lIf u(a itiMpor.atiM,  r.loo,Fim °1or ;ihdl'br 11>" 1o nittn ork  obdfaxir.il iolt,

M,o0,;utiooric 'O m1l:ncm.llun.. ltor ey M.dinime..-1 r ofilirlr b.::itKmkni.ih.i.ll be-tw  13trf.l

Ad'minhu,u«  C aflhlil. Cr«n t\eniiizihir.L1.orLir mCNo._ ; R\J-- 7 _

LONG TERM CARE FACILITY TYPE

X Nursing Home Comprebensive Care Faciliny C iiicyiOf Cl'il'"C'I'fNeillgc-ui'l?
I Mospital Extended Care Facilit R T T G
Number of Hods_ o f é Numbrrofll<dl_ _ _ _ _
« Room & Ded becaldown attached P4 YWY (& NO
1
'ht2,)t;  uffflte= @ 0f$ \ ID ( rQ; y -+« hekM) i) tditoe 1°1¢d to,he'ilff"l jgaioo (Ftth mol rd mmdallk ).
diin\;ormOOC)'ordertgy 10 M,a:cyl.-rid St.ril' @ DI I k.tSI".h .i:fid :\t<n,ttl 111 p-ne
I'w. I +,;0hcd:J,. SJ,.000 5M)9 b(,jj,, M,000 1 1 $1.0C0i fhmLIICWLII tatla. $600

/Wt Q.mrl;:01: SKk::U:
{Please Pt}

certify that [ amWe are 18 years of age of oldir and of reputsble and responiibile character do herelbry apply for a Hoense to maintain and
operate a facility subject 10 the pmmlE of Health-General Agpicle, Titke 19, Subtitle 3, Annotatod Code of Mary Lund, and o the

regulations adopied there under by cof 1lygicne,
2 - 5] 30201
Title e d

I. Signature of Applicant

2 Sigmnature of Applicant

Sworm and subscribed o before mﬂhé{ f day o
My Commission explres _/ 0 '_‘iz E ‘62{7_@0 ’
orary Public

ﬁ\éé‘gﬁﬁ BN R FRITH Offilt Cir Hrlll1 C:1u- QuiLL1il-

m. 111210 e} it &HtilJl:

da: Notary Pubbc, State of Dhio Spr "I Gr-""itIlill pleal C-t11ltt
’ ::* mmwu 0 \\-ad,r ,A_.-mliv'
: Detober 19, 2020 Co.IMH" Ir- i\l :Z 1 Il
FOR Of.fICEUSI.O:SL\"
i Inlr-:. - - o AmtI:D:- - - - - - - - - -
iln npwal CU - - = eaaa- CoordS:1itlrt -
I ctnan O Owcic:nl:ilp Ra:b:mr:14dion |, IT[(tH

DHM U 12S A - Rn -u.al 11 1612010



i — ’—\
STATEO1' MARYIi.ANO _____.::_':_..--' |

4 Maryland Department of Healthand Mental Hygiene
Office of Health Care Quality

Spring Grove Center « Bland Bryant Building

55 \Vadc Avenue « Catonsvillc, Maryland 21228-4663

\Lvt.ia O'M.a.Iky, C--mYmOf .. i\nthooy G. Oro-.-n, . | LGo,-nnof - 1,1,1 tSh.ufl.Uin,. M.O.. s«rrt.uy

RtN t:\V\1, Arrt.ICATION rACKET
FOR COMPREHENSI VECARE & E XTENDED CARE FACILI TIES

G.C1)

Ar,:11cn-<1/tlpplicmioll{Htcki.'1m,utbesubmi,r,:f101/Jcs./.011g* TermCare1111116Q ,tm;tl’durto tireliu,ue
t\tpiraliontime of all c:omprcl, 7.eusi\-c care um/ t'.'<lcmk,I rnrc ficlflth=s T1,.. cmnph:t r,wcueo/
upplic:utltm JHId,:t must be s11bmim:d to 1/,c DteJNIrirtus111t0 co mpletetit,: riz:m:wt1/1 1roco.,. /If.'U."r!

[1Q\itlc 11/1 r1:11uircd .dx m m,n- s mu/ notury 011 the approprftlic forms AND include ymr,  /ic.:n.:mrc fi-.:
bl«c// o11the LO.VG-TERM CARE PROVIDER,1/'l' .ICATION. M11kc check., fHtyl1blc to: \f11ry/11111/

Dt.frkilt1ll of 1Aalth and Mental fintttle  1f;v,u nc.c:d mAdilimu,/ illfimillliol or /um: gm-sliors.
pli.'u.;, t-tlll .f/ 0--101-."J20I .

A. Applicnlion for Liccnsurc
Room ruul Bed Urcnkdown is n-quin:d n1 the time or license nc.wnl

8. Principal Physicinn Agn:cmcnt & Relief Physician Agn.. ment

C. Director of NursingAgrt..-c:mcnl

D. Fucilily Om1cr.<hip (Medicaid i\ pplicution)*
E. S1:01ci\OiJnvil

F. Wor crse Compen. 1tion Law Que)iionn:iirc
G. Cc-rtificntc ofCompti:incc,osnrrlic.nblc

H. Ad\'ctSC U:gul Aclions/Conviclions

l. Chain Home,OOicc Infonml1lion . .,
. i QV,CLerit;(U..Uvy. C™
o Crll /,Ollcr ou,,i<JJ-A
« Ull- 1\,U
tA.hIDNHA -, .
T TR SR VAYA § Y

L n,0l:aM tdl ¢ id provider,only 1,ubmltthe "Pfovidr Ownenhlp3ndCortrol 011dos.ure form ¢

To Il Frtt1-S77-IMI1).03IMII- LTYIM:;I'f)b.nd Reb y ScrvkC' 1-300-71.S..225S
Web Sile : Jho.bo130 I:msh-cw







Forestvlllo Health &Rehab
Summa,y of PtoPo sed RoomsAvailable- 3/1/2016

*

I<ml tu.lu, 116.111. 34
11,.12012s.121.
us. uo0,131,132.
IS1,ISAILtSS,15-7,
158

1" rioo,

1nin 102, JO).JDS, 106, 11
10S,100,UsS, 116,

138.139, 141, 142.
14" 1'4'1 14" 1S0

Compcchf.n\M C.frr
Center 1- NOO, Privur 2,2 1
1"

211.214,216, 217,

34
219,n0,n°.N.S.
nl.2s.no.ul.
246,2:S.t,1SS,U7,
258
Trlolt 102,201,205, 21)s, oS
:108.2,09 US.236.

238 219,241,142,
247 249 250

[oLALLL

ﬁ




0) / 11/201f PJU 11l1tt 1.U:

SECTION B- LONGQERMCINREPROVJOERAIT'LICATION
PRINCIPALPHYSICIAN AOREEMEI.'T

MinwolP1 dlltp.  F_;; .;;it 1,1...,.11210020

I —_ — — —_ — — —

NOnN: TiuStlit 2y . —ofHnl AR Irel-/fflltc ..ot c,,dICor,pttkOISIw
0,ttFO<I/Ir, JA111.01- /o,e dM "1- uc, Mdp, |

Plepkl e «/N/- f/lta!lJW NI/,f*1M.,, I'ffIM/ ,...,. atsorlfu ,,, .,.,
" ovoltlt.

Ash IlldpG/ | » d <ft,1/ow/fllt

1 1"11d,t,...r,, dloto/1- e itt,diot/,,/odlly _ ,td- IN
L Em_,.,.h——f)slefonwllc>-pr<IWI, plry)d1iil
J<Mcutoilw.pali..,,0, dog//Hdtn t'Hs,I'tfl'/o/1"*"" and/Il tii,fi,</QO,'spollelu.otUI
.or.l:,wUhd,, frKI1/JylO-probkmt.

1.,.,  -,,-,-U~*  modntirm,to,o0,//r IwlitabUlt;,c/., Idmu to bf odmllltdor
LA TIKINTLY,
J, Jw//lptawd,m,&oldin<llonond , Otl ,Uti<fa<IIt;'1/fftdlcolcor,.

4, IwU,..,pondto """111™9".,,U, forp/r/, IdOtl, , . whMtlw ,.,Jdo,t'10lIMd!rr;
p/,Ju-1, nao,,o//obl,,

wkh/1J Ifi#itipoliclo.

6. lwl/lbo,upo,11/13/1,fo,t/w,,...,.U/>"" LB Jtf —-.
-
/{_'? \-__--"ff

Principal P@W Dot,

| G
—h

7 rTmripolP-, kbmlowiot- (plwe typeolp,lal)
N, . NY- ) - N oK N
(I''mJ MIMK} _
11.- ., 11 S

AltdbJdJ U,.,,,,,,N.-,, - - - - - - - - - -

AdffdreV)  _ilige A A C A B

Ctt,;,  miozi- P3=s. - fil zp:m:_?“_.’ﬂ
Lo0se Ny i BARZe.

Eogarana




EUIRTUITCh 11162 foroetvfllo * Znd F1 30173687'SS >> 3014643684 P7/2

SECTIONS -1.ONGTEIIMCARBPROVIDU AI'PLICIATION
RELIEFJHYSD A.'IAOREJIMENT

Name of Fuclity:, TTivle Licease # 215020

NOT: 7t6gsNd. ..., cfDtolthlt,rl«-ft907 1-dro-c:.,mp,rir—
M IJ(le.qr 07 ° G IO_ o PMlllllll

.= . f']ol/fldrtl/glO- ptriM wkt11fir.,.Atr un/ttso#,

h 1ld1,/Mpk/<nl q,u 10lAofollow/or-

1 I»ill b di<0||raf,S,|iLi—|||< todwf«J11ry,,,..0dOIIM,d., lit<
L cfand,. R ap/r1cfalllfllo™ """ pr<nld,pl,ynd,J,,
, O]l>pat1,ﬂa,’ (’j’zl-’t<rlf’>tc’i]:n”u’;;’-qW1|,,---,_, ,t h, fi,dl(l)I p0|fdu,and

NA- sfoci//(ytoa,r,wp,obt.. ..

mn
- ,,,.,,/Wt/| 0/{,c/wbt,-o1lwMObI/1,Y,mWmau,b..,.,InultW
IIIIIIT ””lln f,,/J|I'y
J. Iwl/3gwva,h 1ta/dh:3ftm""4-,d/J,ali«,o0/t!t, fod/lryee--
ot
v f -111,upcl, itamtih-,,"""'1J joplu, ,f<lolt-, 11t .., otr,,., Jilfll
p/lysldao I

Jo Yill a,Ek{na{,’l.h. 1 & & patf<,ff<on pt)liciu.at /ta,,*""""" ly.1 w/l/
" kIE)a, <I/KIKE U s thfo<lid, ooereereeesesssosserssses

""""" w-rlita,p,,1/<ks.
cl IIll ,.,,-tblfordtf, 111 ,cf....... ,.-,0l hf'f't,-.

g&‘u W A 2910
Ralicf Phpsician frlgnatry) Pate
e
Reliel Physiclan Information (plevse type of prioi)
mm /V'j',ru,.‘_ E’nn—.-.l‘-""
LT (Middie) (Lari)
M_’u.—, 7 9‘@...&.87 .
411, fo1%,_ 17
ac,. G.=z&.lU s, ME> Zip code; 22748
Tdtp hrme Ne«llIM(1}.___ .,.J0"1-: " <. tel< t-

puiituc- ——. ,¥111.1010

t.d CROC B LOT

dre.Ghat em ey



StCTIONC- LO:-IGTERMCAREPROVIDERAPPLICATION
DIRECTOROFNURSING AGREEMENT

NamrorFacllity: E__ttoo.1h&Rohab Licease #: 215020

® e0® © © © © © © © o0 o%ccccccccocc®ece © 0 0 0 0 @ 0 o

This is to certify!hot I, :J)0 1) ::11" ll "1V& nme

Name

A. Ra;ist, r«! Nur,, , rcsiwynumbcer I Ll,aOO b_l_a

B. U«ostd Pra<tlcal Num, B<>.udof Nursing I'<8i""Y number, -

amapoy«! AsDIrm or O Nunla g fo<the *bovo-n,,m, fooility >nd cw)' thosug)<mffiy’
responsibilitiesofthl. positionasdescribed InStateRcguletions 10.07.02p.v.12C&:G.

Myagn:,cmenlwith "' Admlatllin tot'ttquin::sthAtlbeonduty _ r: days per
Wt'ek:utd work a m limumof -10 houn perweek.

IV 3 [/

DIrrno,of 1 rging {signanre)

T he a bovr statcmcol b corrtete nd InaCCOrdai:ue whb Che condllidDJaa der wbkb

DOD g Iagq“[ is employed by this Facillty.
tmrcé?arqiwmm o Sl

11 alitathils.. /2 Jau.n 4.2 s
Facility Admlfddrator (slg, ,atUN’) Dau of Agrammt

Ve 0o © 00 000 00 0 0cv® 00000 0 0 0 000%0 Peves 0 0 o

DHMII 11SC-11,vbed 3116/2010



MEDICAL CARE PR OGRAM « PAOVIDER APPLICATION

IMPORTA kf: PI.EASE READ AfTACHEDINSIRUC'TNONS BEFORE COMPt.enNG APPLICA

1) APPUC'ATION TYPE: —— d
r- i
O’ Niffl' Enrolmrtnl e —_=
[i] Pr Pmwkil | .
| am applying as a.... Please chock ong:
Reguested Enmlment Bagin Date
] GctlLIp
D - Sdo Prnc5l(laer or 01aGot4Jii( dtch,t,pe’
Kl ! ciclor,,: tJ L
2) PROVIDER INFORMATIOJii
*Pklase r-eler to Ihe Insr.rudions Jotlbe appropriato OldM.
G F aciliy Buarsi Aoy Namg Fincal Year End Dus
Maritoro Leasing Co., LLC db'a Forestville Hoalth & Rehabiitation Contor
oy aaoe e =RIRVHIN
POM.T AT E-madiWetade Addnean
Chor'l!'IliRstolb: | ] ]
FTiTary PTacice Aodmas Sat Mamter T —
T420 Maritsoro Pk
Ty S- 4,1Coi:111
Forosbniio MO 20741
fdcpv;nl Fax Murmbar “County Cods Tr2ll
301-738--0140, | 301-736-1128 | 1t |O7-
Esnpioyer Wonbfcaton Numter Mama of £ Dwid Socul Securty Nurmber
| ostoro losine (0

|') LICENSEIPERMff INFORMATION

Tp Slw I Friinal ht4MIDM41

Dill

u«lleal

W..

:ULL.AS

CUA

tLL.8,P

Cfla'

S.CTIO P.. Rt\'h.td I/ 16/'101 0




SECIIOH D: llcDJCAL CARE .FROGRAM ¢PROVIDER APPUCAT

d MEDICARE INJ:ORMATIOfr]

Name Medicare Number

rsile. Yeoirn v De

9J Al TERNATIVE A'ODRESS INFORMATION

Pay to Addross

Addross

City Stl:a Zip Codo

Co.mpondenct Addross

Address
aly Sla\el lipCode
Wouldyr.1  tor  thkIl'r.in:c .rdldng nimoOr . 7z YES LI HO
1U) U/7AER PRALUTICE LOCATION INFORMATIUN
Please €fl=er odier Ilibere ;,w5eC'iUMal)tand ¢ nidplent.,, w:ild'G al, WDIIP addrM1M yalia-tt OLrrMUy pt uld(t
i ‘ te.'efiotrie b 9 Ctlde:5. —
r—vﬁmmﬁm L Sto Fumber Handicap Access
City State Zip coda
T Number * County Code Ucon:mNumbtt' - _
oticn (aie-- S
Pr.dal 2 ! Humbes HandScap Actrss
City Sl Zp Codo
Tefephone Number "County Code I.keri.sc Ni.mber J

SECTION D- Revined 371672010



S<CTION D MEDICAICAREPROGRAM'  PROVIDERAPPUCATION

4) PRACTICE INFORMATIOH
+ PleJserofetiothein<lrudionsl« Clldos.

" TJI'Oot Pr.ldic,, *HMO Typa Calegory

\ O

%) SPEGLITYINFORMATION
* Please<0!«10 theinswctionsfO<the e-riale«>des.

P TSee0naaNGn. M1 TV *S-__TALIVCO0 Certiicoton 00'0 CortfitollonNumbor

6) SPECIALTYVERIFICATION
ORI IO

Pleo,echedtthe .......... OllIChthe od- lallon Pur,u;0,1 toP!llys;dans Sc,r,;c,,s
(COMARQ0902)elledMIU, 1. 1979 110ModicolAMist.ince Program-aCOnscltanl- "'--
«tlome<U  Olthefolo1W19crilOtia:

0 llla,0l>00t>-odboard-t,y = -otth eAmotlic3n Bootd ofMedi<;ol ondcunMt, rotlin""11staM. A
olmy - - i%-

D s e -~ilya:mpleleda tMid<rgptog.macaodilodbfll\oUaisonc.n..--1« - Educolicnorbythe
W _OptioteresldencytoYlowconvriclOcotlI>0Aineric>ll.I<dcal As.odalon, Altacllcdbs-of-homli>oc:1,,;manol
thed<potlmenl-olcomplc4edmyrMid<rgo<stlo<Ola,n.- . This"""IndudoS11\o- - of theh00?1'fetlo<O |

myr0$ld<ng,leng'/lolmyresldency.bt""*°"" thep<ogmmi$ ocaodilodMd B k—a e=dalOotmyr-...C..

D  1r81Cho<ndOdv<d- - bye .i.eoal'y board"liP'"""b)'ll\o Afforxy80.wot :m the8o.wol
TM-  ottheAmotlc3n Asodalfon A2 © 1 my,i,eoailybOOtd<fflicaCel>.W

0 Iha,cbeendodaredboardt,yospod,llyboard opptMdbythe AfforxyBoordof Speo..... Verilcoli>n!tom
my,i,odalty" allamboard i$- .

0 |IIa,ocomploledaIOS;d()neyp,ogramhafOt"Q' oounlty Myq"'"""""""'o;,nngoro forodn'i<slonin11\o
a,;mnalfonsysi,mol the - - - Alelletolmy board,orif)inglhi$b .a.ct,od.

H)<IUrapp!CoOonis roesgroup0<ptotc.sic,nalas,odalion.0AC:Nin Ihe90Upor:mocialonetioe-tobeconsldetod a

Jpoci.llisl,,..,. 1sooml11\o"P" od™"11c3lion.

[JGROUPNVBEVBIRIHP INFORMATION

Grooo NMIe PIO\Id or Numbot M- fn 0310

5s*:CT ION 0- Mn -btd JJI611010



SECTIOND+MEI>ICAI. CAAEPROGRAII* 'ROVIOER APPUCATIOH

11)AUTHORIZATION

. Ihe pmctitiooor. adminlsmlio< C”oolhorimd profoS$1ooalroprosenlativoofihisgroup, by effirmlhctihisinfoonotioo QMm!ft
bymo is true ondcomplotoiD the bestof "'l f<noolo<lgo and beiaf. lunde.-Ihctjj lor™l groupis sat.>ricdbyo hosp;blor
olhofinslitutionfOtp.,liontcarolhntlor™l GOUl¢ IheMaryland Medical Caro Prog,rmfo,lhoso sorviccs for'Miichl

BaeL JYSHPHOE
YV

N i rarirr “P'ﬁw — - 0P -

Drodes, R Sz,

Prirt of Typa Narme of Pracbtiores, Adminiirater or Authorized Prefessional Resporsbie for the Cuabity of Patiert Care

_ Nl

Sagrature of Owner (i the caw of 3 Pharmacy)

Pfc'*** rotuntomplotod apj)lication ta  Syslomsand()porotions Admiilsirntion
PIO'lider Enrollment
P.OBox17030
Baltimo<o, M021203

SF.CTJON 1). R...-k<,1.1/1611010



SECTIONO. PROVIDER APPLICATION« FRACTITIONE RANOGROUP ADDENDUM

PRACTITIONER TVY4Cr
Il you arepa, lic:ipatinglne groop pmdice.doyoualsoproYidocatolDI,wytandl. reciplenl$in yourprivate pmctjce
and'MSh 10botOlmbursedd'ecUybythe St81e?| | ..,,persord laxidant ficalioo oamber must gppcatonlhls appli:aom)

L[] vYEs ONO

croup  tJ fl

If yourgrocl)J’pis affiial<d witha healthca,oinstilutionormedicalschool, plonso onte<tho namoand fulladdressof the

Insli'Ulion  sehool.you CUE and a btlefexplanation oryou,g,cupsduliea
Named f aciily

My —= - mmm—-— oo B

Ovt ies

Isy,ougroupsoJariod bythoobovolnstilltlon?O YES O NO

Ifyoua,0 ah\ O or0.0. wl)oil bodispensr,gphamaceulicals athelhm5"111pios (aSo phannaey)70 YEs O NO
Iryouarean0:0. aroyou p<aet|cingop!Omet,yexdusive!y?O YES O NO oroplomotyoswolaspmpnring and
dispensingeyeglasses(asanopljcion)?o vyEsO nNo

Isyour g,oupope,nlingalocal HeallhOepnlt!oontClinic? 0 vesO NoO

Isyour groupopc101ing o Frooslanding Clinic O YES O NO

NOTE: AlllJ'>cUIIO<\OfSIn . group must be.., , lad.. Medk:41C.roPrognimprovidCII.

IABORATORYINFORMATION 1-j \£|

Completion of thissoctlonlsroqulrodby Individuol proctlUono™ and groups. Rolmborsefflo111lormedicallaboratory
sorvicosyau proYidoIDe li g recipieniSis dgpendenton angweong lhololov,ing G+ and supplyingcodosor CUA

Certificate and.whenn,qu<od. Matylnnd LaboratoryPcnrits  Ictto,sorExcaption. Proctilioner providolScannot bo

tlIfflbvrsed lo<soNi<,)sreferrod IDmedicallabomlOties 010UI<If practices. ThooelabomIDrios orpracticos must bil

Doyouprovidemodicollaborotory somcosJoryourown nts? [ ves [ no
DoyouprovidemedicalIaborat!I<y80rViCOSJO,oIhorthanyourownpnoonIS?O vEs O no
Doy O u r specimenslhata, e dai>ed rrornother $US Jocat,dinMaryIand?O yEs D no

AllMaryland pradioonersa,Orequired10haveaMarylandLaborotoryPeom0rLotto, orExcoption Numbor (§He;,IIt GOfle,al
Article17-202end 17-205. Annotal,dC<,do ofhl.Yyl,>nd) ondCLIA CortifcalONumbor (ClinicalLaboratorylmprovement ol
1983Publicl.aw100-578)I operlorm laborlllory SO!Vices. CM-of->lllle providers 010onlyloguiod10 provide 'hew CUA
Certif,coloNumber, ii theydo I pecimens thatorlgina!DInMaryland

Sf.CTI ON ). R <b,(d .IICillOIO



SECTION D. PROVIDER APPUCATION+ JNSTITUTION ADDENDUM

YourFISCJIYe;Jr End03.'0:

BedOita
SeMceType -=fll«ils
I M- . OCoto(ICf)
AQ,11) | (IMP)
Sh1le<INooing(SNF) 15!

CIHItMC Ho,pit.li(CliB)
Monlal Rola<,, {1
Olhor (0111)

DIALYSIBAQ.ITUS
I/<d<arepro,ideNIitll> e<

-eCOflloliel lotw#>_,.;g,.d-=—--

Allact>+ CO/fTol Inolellet(&) M)'OIM nl<m>odilry Ih<loilg31,,.,m,nl QIf)0silo111101.
| /olo: ml{P"b()p)d OOt.Ylo<lho13'(s) n Itlo/Ihe$oletl<n{s)In- Joltlole SOIVi:espro,lded, butnolrdidodIn

PORTASUX.RAYANDOIBER DIAONOSTIC SERVICES MUSTSUPPILYTHE FOLLOWING:
M.Ityla<,dl,1edc31Tost I/,;, PenrilNo,
DoyouinleMIOblfotp,,tabily? D YyEs D NO
NOiil: 1 potLilo, ,..,M-t0IN0O,1eSOMOCQOp,0,ide,$loc. led- 0tw,ingpoieolsloc.>ledwilhil MUST
hnmr T est — Thpyoul<slpoiiiox,aym dia)nosti<..,_Pf°""""Ihaidonoli1,m lotz,e-
1.-,iT..t Uritl'fflriloro Ithit....., M<dcaidtooplontsintho$!all)in..iiclltheprowlofl$Joc3".td m 11,0y
nst plo,idoa UedOo. . .—
LASORATORYIHFO!UIATION

Comple(icnol Ihi$sectionls . Ifotm<di<al,. ,,.,..,,,S<M>IS)'OUp!o,idoIOeig't lolccpentsisdg>endenlon
~_lho _,;on.m P :e.0rCUAC«'6:3tom. - u,0d, l\/|a<}Und - l. c(gto
I'fflril Exception. - p,0,ide,$c.motbotemb.Jrsed lotSOfVi:esre!,m, dI m<d|c 11.>bOt. IIotlcsorOIho<p 3diccs. Thoso

., INC.;C.S... U .

Doyoup,...,_medicallabora:oty SOM:MlotypiM™patoonts? O\ yesO N
D0)'0U p,...,_me<f colL11>0<0lo<ySOIVi:eslo<-tIIMjoui....poliM!s?0 NO

Doyou,o0c,;,e that™"'- frOtn-  sitoslocoteclin

All Maryland p,aditionersarn,equirod lo*****°aM.!r(bndl.:lborotory Portrito<Laio of Exceplion Number (§Heallh General
Midel7-202and17-205,AnnolalooCodeofMary!Md)and CUAC ottif.,.toNumber(Cinical toryImp,Mffieniof
1988PubiclJ>w 100-578) toperformlabototory - Out-of-st llep,ovide<s a,eonly reql1le<1 top,O'lidolholrCLIA
Cettif,catoNumbet,nlhoydonotnx:ci,ospecimonslihalotlgin4toin Maryland.

I' LF.ASF.CO MI' [, F.TF. FORM 011 111<126-C, 'ROVIUE110WN t:kS 111I' ANDCONTROL DISCLOSURF. FO RM.
ANOSUWNNITWITHI'UO VI0«:1t APILICATION.

k,v bcd J/1612010



SECTIOND, AAOVIOER APR ICAION" Il STITUTION AOOENDUM

rLF.ASECOMrLETE FORM OIIMII ,iu,.c.PIt&IOFROWNF.RSIIIP ANDCONTROL OISCLOSURt: FORM. ANO
SUBMITWITIIf>RO\ | OF.R ArPLICATJON,
Hevived 37162010



SECTIONO
PROVIDER OWNERSHIP AND CONTROL DISCLOSURE FORM

CAQAC=£ -'-s 1511\ 6

Ol'se "***" <*aA0I'0Cfor ind.vi:jw.tpt Ol'gtounsol' "

P un uMt to 4 2 CFR "4SS. 100 oL Soq ., the dl.1doluro of the lolow(nols a teq,..,i,od portion Of Iho M .:i,yl.indMO<fcid P1lovld«
. Thetof«o.pf,cas.o onr.wmthe folowingguM6on+ and iJgn thrsdocumcol affifmingthal thb InJonNt:M>n i$ truo

and oomJ)loto. Md <ilttutn'MIhyour opplteot;on. If noeoJSMy, i,a0,U.0 atlocheominuation 5hclols.
A. NAME ANOMAIUNG ADDRESS of any peflofiwhq, h 10SPOdto Ih<tT:UOXVIIl ondforTl-tlo XU( P1

1, Is on otl'lCO< o, ditec:tor

—_— e Lhors TSl

2 bai)lirtner

3. haos o dirget of u-::uun‘;mnl‘up l:lmﬂ ufﬁ-ﬁ’-ﬂfw% -
£ D L1 A 'l"'n.* ™ £50.00.12,
' Pt | ) ! h.‘ Y Lal VCseAole.
4.  MS ocomtw\lttionol $CClandJndlirod p intcfostt oqu4lto5%o0, moto Inthe Provid«

Come 05 Y &
5. Is an owrmif (in wholeo, In p.ut)ofan.In10,ot.t of 6%of moroin ony mMo,tg:,00, doodol trus.tnot:o,OI other

otJiOation t,0Qxod (in whole®'inpatl) bythdPtOYMSet of U p.-operty of PUOEItf thlitWor ~ 0qU31$0t SOM-t5%
of th o vi,tuoOftho pt opo rty oconoCsof thePtavider

IS

Hﬂ@rﬂst

g or I’HGW anypera OI"I< f(\13

@ mivtw [, = 1&S @RI uc

C. .1 Ifany pononnamodWirMPOOIo0D PM A, 1 $. abow, h4$anyof Ihe reb tior$hlps downb0d in UImPM

My T1tlo XOC.Provickir otrtomsor $0MCO0aothcf thanthoapplicant, or Mh ony entitythatdocsnoc 10 in
M Cldknid but:ls ,oqul,ed® dildosoeerWI'lowno,S,hlpbnd conttOlinronnotionboeaus.o of participationin ooy of
tho p(Ogrom$ ostabbhod undcttTclov. XVIIl,or XX of tho Social Sco.irity Ad, s.tololhctrwnoOflhoporspn lho

no,,noof ow,Olhef Provtdot, Dnd tho rw.turo of tho rc1Mioo51'ip.

_ Soov ovnenes Y TYRANE 1H

. B o
2. lllho omwo loP  C. 1 i'lbo''o,contains the names of Morothan two petJOnt, I\Wtwtiothor onyof ifimMcClI
(Op(Iflod 010 lol.liod tooochothor N, a,pousc,. p,Gtonl, chidot sibling.

—_QL\_!.’_U& * UOwWa

" DI O, R AR A Y

OIIf11141:76-,G Revbe,d J/161'1010



SECTION O
PROVIDER OWNERSHIP AND CONTROL DISCLOSURE FORM

Ihefeby m  thMthisinformo:lion b, ttvo 3ndc:omplolo to tho bostofmyknowriodgo and bolicif, and that Iho
togooltod Infonnatlonwil be,upclaJedas chivign OCQ.Ir. | further certify t.J\Alupon,pecifie,c,quHt by tho Soerotory
oftho Octpa,tmont of Hoa21hand Human SctMeos ortho Maryland Department of Hc111thMd fT'ICflIAI Hygicflo. fulland
0 InformAtlon Wliibe wppliodwithin 35 d:tyaol thOd:itoof Iho,oquost,eoneorning:

A. thoownon,hip of On) subeontmc:tor'Mth tho titJo XIX PtCMderhas hod.duringthe Pfovlous 12 months.
bus.Ines.s t111tI$3dlion1Inan090togate omount in oxeouof $25,000.00 and

8. 0,ny aJgnificant bumIliH$ tmna.adionse. oceurringduringthe 5- arperiodending on Ihe doleof WChrog Uct$1,
t>etY.ef" thoPtcwloct ond ony whOIty-ownodsupplior" of My 5Ubeontmdor.

C. the Idontity of my maMge ment eomplinytha t wAl()9ert'ItO or ccntlbClv.ith 1bo:,pplie.ont lo opomto tho t.oc:ilty.

0, thct owner$hlp of oqulpmcot utiitodfo, ditoctpatiortt COt"o.

m . 20-ou?u 2

(0

POSITION
+ eptow'idH"0t - or s.eMoel meMI$a +IKlioO.I'M.I™'Qr - ...htormodUC¥t f.oloty, * onlc. ap1,)d1i,)111CIICM)'
nun ni
M Clrlbi ,a hNth Ctg,Il'Q,:tlo,c, a ph,,rNg, and"Yoctlfil'ent.f) NIt Ot

.t1'>-efum0J'W,IQ Or MF'WCOS kit mBlish1ot..ctdk IS he-MMAE g IDIp9rAM 1, . 01, .-N0C adarmetilie2don CCgvlo,l noc

<oy5._,€ COI"'WTIOtI1a,c1,t,0s.0:NMoONSUpportngst. If. o, CIOfTIQN W 'M'1I0O Mw'Itnot e Menl"lipo,0C,IPo,-.0Ntil'l<I#
[

=*0I0L of - penon. of . Of cel'let «'U.yOWIW'l] Of tht hN'IhCMe 1.ciW..fl M. Ni:hfflt) ptactot

. 11111 named. 'MIOat'Ctftl'-de00e,.,, NITICd. M $901.IM, cNclOt

" <. "OMotnl'llp ,...arstho ofeQl,1Q’'InV/.. IrJIM  h OfofMf( U. pro#Sol Vlltdiddotlt,o .. cty.

b, ltldw.M Inttto$I"mo  ar,yOilffiffl)ilpfl&omlinMI M Mt crwnfflhbinlitfo,th tM ett.cy. Thd wifl
- locMHt., errr Ntrinhans'|dAd 1ntho tHUy.

Cc. +Oottm, NcQn of of<0liCloICIP tr =
) ) Icricxs1 —T amountqi 9 IMlic,'O'MIs de'[*™* 4by ttiePtt « Of
InNch flt'M'L For CIfACMM 10 Oft I eInttie CCW1)0latieweowns,$0porQOflt of OW

d ItIo . A" Intoresl ttl'SPttOttCirdwv'tct Inttie andMulbe
r090i1fd, C«Mrw,. iB &OPttCMIloftM of « Q1111'1 115porc:entOfthoModlotttie
enuy,O* ioe 4polwfllrid™""1 €= =.0-.. ttlt.tyaM Med Mt be tepOfi«l

2) hhof t:t>N/ol - InOIOOf kI drieeri.o of 0. mortQ . <JioNotl11M.Mee , of
«tw r . thope, oftho * +».c.VMOto MO.It'Oltieot.IQMIOI'l. Fore JifA
10 PI('Otl"4.0fa note t,y60 Pff(:enlot ff'le tas.s.ots. A-Lirltiornth Ihop, ,e»«l, 106C)fI'OIHIt

¥id m.nl Conw,W, . fi8 '40 of « MO..reobl 10ptf'Clffitofh e "ueb..O't h
V..p, * a.wet to4prttOtntMd nt('dl',otbe

°*S n nli<tloh rnnmarrbIM'IKe - L. <<Mtfl oftnl'MCIO'I$that.during iiea ono )'Nr...<NO, U.

$2S ,000« Sc-t otfltol the kUI OPt1IU'lg of «

- -SUC)9f.H'ffiNtltian . L« .Mi:inttcm " p,0Yldef p.tI'Chuo$goods.n usoo., outits
urnmotf QOo:wt'lImHo.l . a e—dal b, d & = firm)

DIIMII 4126-G,Rn <lud J/161201 0
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SECTIONE - STATE ARFIDAVIT

Wh Mir Smoin,::nml¥illuUymak OrtAUS lo bt- m,utra f»br!tlak mrnt or
rt pm cn Intlon on 111I$ llita tt mt n1 n1ny bt pros« utC'd u nder .iar p lic-a b Ir St111e b"3e tn
addition. knol\-Ing an,| wlll(ull') f.allin5:10 f ully And uccl:1rutdy d bd us.r the i nfom uulon
r«fUC$ICd maym ult Indtnhtlof Attg UN I lo b«omt'lktn.  or. wheretht'c-n li ty Is
atr:-ady Ikrik ,a n,-ocutlanoftbut Ikc mr.

1 u n ify thrat t head minb Ira tin a nd prortd urnl rt quln m, nt<It'o tttuinNI In COMAR
10,07,0? (Rtjtublions,,:0-crnlni: Co m1lert hensilel' Cure- Fadll tlo and F..x1, ndtd Catt
t:ac111t I<'$) In Int" ams of" 'ri llcn ,uJmlinistrulin «and rn Idt nl n n JICLicIC'$, H y-law, and
olhcr ors:ani,.ado,ud d a<umcnlallon, wrilttn UJ:tt U tt'nls wllh oub htr rc:sou tt ¢,l c:o n, uUa nl'C,
co mmllrl' mttlin:.q , latr quldlOcallonslin dwrillu dr,-clopmrnt p  ram, uch as
fnsc:n-ItH.tqulpnu:ntmll.intcnunc-,c,nnddba.,1c-rprt pare dn,C'$..hA\'Cnorbtt nsubshlnlh-c-ty
iaflt'rt-d. n, -unl, or modlfitd. , Incethc-pm -iow i1;1n'C")".or If IhC)' haw, . | hun nutlnr] the
Offi<'t'or Htall h Ca rt-Qmlfity.in wrHIng, b(-fort 1hr tr« 11,-rdultof tbt"chllnic. | further
C'utiry tha t | ¥1>i11 no llry the O ffl t t o f Hcilllh Curt-Q ul1Ulyi( t betta uny futurt
.. ub$tantivr ch;inJ:fSin fuclllly nrnnucrnu:nt uad or,tr'litlon... as d I'Onc-d In the In, tnictlons
for complcllonof thr Ff'drral affilhwh. tHild i:,ninclintly u ff« I polkfrs And proct diim und
tbut notlctwJlli>ti:htn In wrillni: bt fo  thrCfr« 1he dnteOlthe cbans:¢

NAME OF FACILITY:

Gl Neraw & Qurpkbbd o (o dor

5 1 Tiilr e

Rn -k«t J/161'1010



SECTION F -\YORKERS' COMPENSATION LA \V QUESTIONAIRE

Name of Fncilily

\t(E>1 0., K. t\, ri Ih LI\/ \l\l 1'--\e.r
('k:isclypcor print)

Addressoffucilily

L ALID ASCANC D UL, %fi{l">T{ L. 2o c.47

(Pk=lypcor print)

0o youhive Workc s oi tpcns.1tionntwnificc foryouremployees?
(Check One) ES ONO

If you ho,-c on5\\'Crcd VF..Snbo\'c: plc:t.o;c rro\'idc the following infom1:11ion:
PolicyNumber.-=J.C,.15DS-0 I\N'0:CS37>

Binder Number:

InsumnccCompany:i,’_?“ _|_|\] '1\C|—|— (C,\'\'\\X\\/W
f.OkctiveDote: |_| ']9':)0 1$ -

E.xjpr.1lionDale: L)-ICj- dL>llo

11"youha™'cnns\\Wn-d NO, please: 1unch Cicopy of your Certificate of Conplnncc in
uccord:incc with Stale Worker.;*CompcnsntionLnws.
(Sec nnnchcd fonn i\S2and Instruclion Sheet)

Plcusc note
Your license cannot be issued unltss chis form Isromptdcd, signed,dutcd nnd
prO\idC'd 10 thls Admi.nbtrution Ah.ms:with ,--our "' Certificate OF Co mplinncc.. if

opp di k

*?:.r\ﬁo 201w

Sii:nmun: Dhie

0 111\1113..UJ.Mn-bff JI 1617010



SECTION I : ADVERSE ACTIONS/CONVICTIONS

11lissection c-nplures infomwtion on ad\'crse Icsal nclions. such os conviclions.sexclusions,
n!\'OCations. nndsuspensions. 1-\Il npplicabh:adverselq;.itl oclionsmustben:portcd. rcsardkssof
whelhernnvree.:ords W'Crcex uns=cdorunvn -_Isarc _ndin...

ADVERSE ACTIONS THAT MUST BE REPORTED

Con\-k lions

I. The provider. supplier. or nnyowiicrof the provider or suppJicr wns. within the last 10 years
preceding cnrolhnenl or rewlid:11lion of cnrollmenl,convicted ofe Fcdeml or Stntc felony
offensethatCMS hasdctcnnincd to bedclrimental 10 1he be.\1i01crests of 1hc progmm and its
bencficiurics. Offenses incluc..lc:

I clon)' crimes ngain.st personsand 01hcrsimilnrcrimesfor which theindividual \11s
convicted, including guilty picasand adjudicated prcetriat divcrsioM; finnncial criml..-s.,such
nsextortion,cmbc-r.J.Icment, income taxevasion, insurance fraud nnd othersimilarcrimes
forwhichtheindividualw:isconvictL"'<l.includingguilty pk-asMdndjudicntcd pn:etri.11
di\ecrsions;:my felony that pltu:cd the Medicaid programor its beneficiaries utimmcdinic
risk (suchas 11malpractice suit that r...-sulLo; in a conviction of criininnl ncglC"Cl or
misconduct): und uny fdonics th;twould rcsull in a mnndalory exclusionunder Section

| 128(a) of the ,\ ct.

2. 1\ny misdeneanor conviction. under federal of Stutc low, related to:(n) thedcli\'Cl)'of nnitem
or service under Mtdicnrc or aStntc hcahhcare program. or (b) theobuscor ncslei:t ofa patil!nl
inconnections with thedclivcl} ofn health cLuc itemor Stt\'icc.

3. J\ny misdcmc.anorconviction, under FcdecmJ ofState law, related to theft. fmud. cmbc-,;,Jcmcent..
breach of fiducial}' duty.or otherfin.onciul misconduct in connc;1;:tion with thedeliver)' ofa
health care item or service.

4. An)'misdecmCMOr conviction. under fcdcrnl ofState law. n:llitcd to the intcrfrn:ncc with or
obstruclion ofany investisntion into nny criminal offensedescribed in 42 C.F.R.Section
1001.101 or 1001.201.

S. Any misdcmconor con\'iction.under Fcdeml of Suite la\\'. related to 1hc unluwful monofocturc.
distribution, prc:«:ription.or dispensing ofa controllod substoncc.

Exr hu ion5.,, Rtvocations or Su.. ptnsion,

I. Anyrcvociuionor$USpc:nsionofalicenseto providehealthcnrcbynny Stritclice nsingauthority.
'Illis includes thesurrender of such license whilea fomulldisciplinary proceeding wns pending
before n Stntc licensing authority.

2. Any rcvocntion of suspensionof nceredilulion.

3. Anysuspensionorexclusion fromparlicip.1lionin. or nnys.-mcrionimposedby.a F<tlemlor
Stnlc hcallhcenn: prov-1m. or :my dcb.mncnt from parlicip;11ion innny Fcdeml E.xcculive Drnnch
procurement or non..procun:rncnt program.

4. ;\ny current Medicare p.,ymcnt suspension underany Mcdicnn: billing number.

S.\ ny Medicare revoc:uion OI'nnyMedic-ore billingnumber.

Hu ht-d J/16/1010



SECTION I: ADVE RSE ACTIONS/CONVICT IONS (<ooliou rd)

AO\VERSE LEGAL IIISTORV
|. Hasyouror&nnil.ntion.underony currentor fonncr nnmcor business identity, everh.1snn_

uwhecr:(Cnctionlis.icdon ¢ 1 of Sectionlim scd a ninstit?
O YES- Continue Below |3Q NO

2. Ifyes.reporteachadversellctio n whenitoccuncd.the 1:-cderntor Stutcugency or the
court/mlministrnt-ic, body that imposcdthe action.ond the resolution, if ony.
Atmch o copy of the adverse action Jocwncnuuion nnd rcsohnion.

Adverse Actinn Takrn lly Rcrnludon

Reviwed AN62000



SECT ION J: CHA[N HOME OFF[CE [NFORM ATION
This scclio n ciJptli"Cs infonn.i.tion reglirding clmin orc.i:nizntioru., This. infommlimi will be us.cd to

cmiure pro.f)C+ reimburnenicruwhen thePN"™idcr':s)'C--(:nd co...._1rcponislilcd wit11the.Mcdic-ail
foc,.for scrvice (Onl nu:hw.

Fm mor.: infommtiOn on c:'h.1.in orga:ni.r...oti,m.:s"™ :sc -42 C.F.ft 421.404.

CHI-CK II:tREO_IF SLCTION J DOI-.. NOT APPLY AND SKIP TJIISSECTION

A. T'PE OF ACTro;i. THIS PROVIDER rs REPORTI;i;c

Ch k onr.:: elTi:-clivcDate Sciclion !li to Corn pletr

DP.rovide-rinch.alnisenrolllng in Medlen.re for Compl!ch:- a-I1 ol c-tion J.
Ih-C- lirsl Zime (ImINtl £3rth.idiiawril tfC ;:JOit,-, d pi)

DProvidtitis.nolongl:r.tlSSOci uu:dwilhthe chddin Complc-!c section J-C,
,organimlicn p viously rcporicd identirying the- fonni:r

c-h11iu honwoffice.

D Provid ‘hns chimgcd fonn one chi.in lo ario-ther Complcce Sc-ctklnJin
full to identi fy the new

c:hn.in home offie(:.

c
ﬁ The name of provider's chain home office is ,?,DD J Complclc Sc-ction JC.
-dh.ﬂ.ﬂ-giﬂg-ﬁ_rﬂ Oifper Lnformition remelnn (e soume),

H. CIL \J|NJuo \1E OFHCE 1\I1:i.URMI ST It ATOlt | FO1 :i.JATIO:"ri

N.mie of Hoo ¢ Offir:ic First NameeVOUARS | Middie Name € | Last Name St

ﬂ‘mﬁﬂmg ﬁ\?’a}\\k\jl Wy L0k vk W C

Tile of Home OfTice Admmetrator— Social Security Number
cto |

Jr.,Sr.,
d&

Rnu.rd J/1W.0J )



SECTIONJ: CEIAN HOME OFPICE JNFORMATION (cmriimd )

C CI!Al\: gHO:\1E OFFICE [!\FOR:\t\TI07

1 ore om  u k i;00i:) witit' IDkmLI 1t &, -mix: &i\'k=
Len Lt Cuto. Vew LA L-Vifdk, Sv&sor 1tc.
. Itomcufflr(tllllmcn Sir;(1.\ Unr | SR L O S ¥

Home OfTlee Busineis Sureet Address Line 2 | Swite, oo, oi- )

— Quike 40O
7.11' Clodc, ..

R UTeT AT let s Inro 95:;J4'

& Fn Nl Lif: E-rrad] Adkbness [(Fuppdacokle)
i 2. - \0

VR TN TPrra
3: Home Office Tax Identification Nusil I [olle OIfKC R(I10iI' Y eL:Itd InliC'f- il

I b_ol

4. Home OfMice Fee-For-Sem ive Contractor Hoemse Offhee Chain Numbr

¥

I . TYP : {W nn...1:-,.:i-:ss STIUTTI"RE or TIIE Cl ul:-,,,- lIO;\IE OF'F'1Cf

Chl:".(:k ono:

Vohttilll)": G (l,.;mmcC'nl;

D Non-i"rolii - R ligiaHo rgalitiition O  FeNforl

D Non-Pnifil- other rspldSi) O st

Clciy

0 rropriicullry D Ceu.1nly

[ indii;i du.ol D ciiy< owty

,..orpt,mliCln 0 tlosplUll Ditricl

O Ponnrship D othtrr 03

Othc-rt if stif- = \AF (,_ AV

li.TfO:,.: TO TIU-: CHAI"\: UO\IE OFF'ICF

Chc(konr: _
O otV ntw  lilfoi lip  MmiligtdJReh 1 D tl
D nmdiRelitcd O wholly Owntd 01 ownrspran

Rn 1\Ct,1 I/l t:ir.0 10



Provider Agreement for
Pnrticlpation In Mnrylnnd
.M¢, 1caJ Assismnce: m

C To pto{(<:t'!liccoolldaltlAlityof.611'1ltcclpfentintormationinaccordoncewidnhelffllls,
coridlrionsnnd  ulrcmeulSof.thofleollhl PQJtabilhy Md AccounltlblilcyMt (H'IPAA)
0f1996,nsllllicndod,andrcg,,lrulom adoptod thctt<mdcrconuunodin 4SCPR 160, 162and 164 -,
ondlhe Mruylnnd Connd.. tialilyof Medical Records Act (Md. Ann. Code,Hcol!h-Ococml 88, 1.

301ci,,.q,);

D. Toprovicle )lleesone. non<li,crimlLi4toryhasisi11ld 11rboldlwmli=, indenmifyanddcfClld
OcP.>nmo:ntflomttll ncc!lgerior InteilioMJy a.tt,Imental™*"'5ofthePtov!dor,iLS.  taond
employee.. Tlic vlidcrwiU nodisctfmiMg.onth e ofmce, cola, nalioru,l origin;age,
religion, .ex, &nbillfics, orsexuolorientation;

E. To.provideScrviocsincompUMcowiihlhcAlnericonswilh Disabllllict- Aclof 1990 S<Clion

Si)4.oftheRcI_iAbn_IUiIIofIActort973-.""4tt,Clt—-;mPon In rcqul:nlons,and't/ISUIC
th.o:I<f\I'160ci:Individu  IvllirdilroblU arc.given 1111¢,J'liOINI)ily'tol)altlclpotcin,mcl'bcnc6t

lj, mi.ls-& rylces, In<:luding Ptovidlog- loterpret, Iveservic, tsfi>tihe:detfiln11-b:rud OtJ>c:ol! e when

F. To'Checl< theFedeml ListotEi<cludWin dividlllisiElliliellon theHcollh1111d HWIWI S<i:vicc:s
(HHS)OfficcQT+(mpector (O10jwcbslm pri<,<10 htilnaor contnlcting,wilh Indl.iduals
orentitles 0J1d!fc,it>dt'l!flyllhcckthc 010 W<bsiicto.ddffIninc'Ihcfl'U'UclptllonCiClusionSHHIis
ofowrcntemployeesandco!Ul'lldo-... To " <= ServiAdmindtmlQn's E<cluded
POIllicsUsI Sy$tem (SI'C,I1>), j rior-io -hirinJiO<contn>ctingI>ith >dhJdwdsrentitiesand
pcriodicallych<ck theEPLS' websito todelcnninc tho pirticlpalioJlexclustonstiuusafcum:nt
employeesailih:ontmctors. Tocheck1'rm)lan<iMoclic:aid Listof ExcludcdProddmand
Entities priorlo-Hiriniror contl'lll:tina\Villiillif'lidUIlIsore, itlticsMd pcrlodicatly cltecl:the-
website todciefm.inc.lho pullcipntio”1cxculslonslatusofeumntemployces'nnd. contmciOrs. Tho
Provider NutMr'agrces 10 N0l knowingy.emeloy, o<tontmel wilt 0'pc,son, pertnc:"1tip.
comp.tny,co |é oorMYothc:I'cotil)'orindiviilulll th3thasbeendjsquolificdli'omproviding
arsuppl)’io%&[n b% to.Mcdical. Assc!tlincc-Rcctpfentsunless!lle’P'rovider Ivespriorwntten
oppro,..U fror,ntheOepartmtjlt;

0. Toaccq,t<the Ogj)[lItm 's pa i:ntsdSpaYff11:nrin r.mrotcovexed:Scru ccs-n:ndcredtoe
Rcclplent. thel>iovidcr ag,ccs nono 6111,main,orecceptMY -«dditional poymcn!-ftomllll'Y
R ccipicnL Ifibi;Dell'l[fment del111, cs paymceni.orl<qll<Sbh p&)'n>en! Crom the.R,cipicnl.ol-iftl,c
1 dl:nlcs paymcenior requestsiglilyn\eut becouselin otherwb:: co\ocrocl'Serviccwas
not medically- orwosriotpre,llihoriztd(if required), the P1<N\i dcrogrccsno110seek
psymcnlrrom-theRecipientfor IhetScrvicc:. The Provider furtherogrees10 Imn>edlllicly Y
IheDepartment.infull for,111yclahntwheietheProvlderrecotY Cdpayment from11J101l1etparty
o.flcr being paid by the Dep:irtmco

H. \\rl1h tbcexceptionofprcnallllicmcorpreventivepcdfolliocarc,toscckpnymentflome
Recipient sotherlnsuronccs nnd-rcsoun:csof'J)O) NICIHI bcfonssubmittinichunu tothe
DcplUUDen whichincludes butisnoflimilciltoseekingp,ymc:ntfrom Medicare; privoto
inswunce, medical benefitsprovided bycmploym IllId unions, worl<crcompcn,ation, one'ony

Maryland Medical Assistance Program — Provider Agreenient - Page 2 of 6



Provider,\greemc11t for
Part Iclp.adonin Maryland
Medic-alAssistancel' rOg_Tilm

('thetlhltd porty UJSutan<:e. Ifpaymcentlimodc bybothllle-Dep.,ttmcll111J1'1.0ic Recipient's

othetlnsuronoo,1M lItovitfor shallrdund Ibe D<p,atn,cot.withineQ dnys of r«:clpt, theamount
paidby Ille Og,n11ment;

I. Toaecopl,respol1SIb lll-tyR>rthcV41Jdian<loccuracyofallclulmswbmlttcd to ChoD<ponman,
whelh<:r:rnbrnittcd.oopope,.ekclrOofeolly or llirough a tillling.sc,,,kc;

J. Thatoll.cJaims$ubnlfnedund<;l' ,.beroriJsp«i)v.i<fernwnbct'.iialll,e forrrrcdieslly nectsSal)
<IcsthJll..._ actunlly pro)liticd as descnoccr-intb\>eblm. 'ni e:Pro vider.qo)(cowlcclga IhAL

Ibe o)t oifillldill ntcllli  C<Illl4 r=I1tIncrmhulmproscculion 4! 1dIINUnnd.
edminlsimtive SHi1tloru:;. This lItll.finclUt!C'h!s, ororir. llisk>nfromthetifucyland Medlest
ASSUIMCe Ptog{Mland/nrn,lbmils bytheDepffiment to thoRRSO(0 foroxpulsi nfromlhc
Mcdlcru,, prognun;

K. 'IMtif.ProvidorU a physi Inn; tieotshe\¥i1 upon n,quc:st; sub.mILIhc-name Olld applkcblo
11Q:ns,ucforcnch physician cxt,;ndor'in bisorbcremplo)'m Theel'):>vidc tis rcsporulblcrw

knowingood com pljl,w:wl!hllle.Maryl<Wi¥cdlcol Pto pu s .lc fnition Ofa
t r lirulnirJM0'1dIngsopo,v!st iniis ,cqid by thoMarytood Meclk41

L. Tharlncaseof a,gioup provid<:tr toolndlvidiml I'lov!detlreru!lriQélhcs crvshallInclude his
-or hcrQ.wn pro.vid« mn nbct; u,wdiMthoplJP.:JI'Ovldttn\utlbo,r 0o,any<Ibim:

M. Tolhrt,bhtlie-Dq,ilitmenl, \vlthin3S dnys of.thqDepottmcnt™:s-n:q_ut:st,mll-IIDdCOnt]lItU>
infom1Ationnbout:

l. Thc.ownc:nhIpran).'slu.bconIrIIClotwithWhomtheBrovidct badbu:slru:ss
tnw11cilollS'1Qlallng-inciie-Ot,in$25,000duringu1012-monlh period OIfdlligo n-the-daleof
Iherequest;

2. tu,y s'snifn:ant busincs,nronsaction ticl,-ccn the P,ovtlicr!Ulaony wholly-<iwncd

suppUct,or — I llhProvidu ond:nnysubconllli<tor,during the S periodendiDg
on Uic-d'11l,of tJu,.n,quest;and

3. Anyowner.ship 1 rtexc,,0dIngS pctt<nthcld by the Provider In onyoth<r Medico!
Assisllincc Provider,

N. Thrt-bofoietho eI tenlrito-or rc=ws thlJAgit,enlCU the Provi  * c=a todisclose
Uu:identlty,:,f any person >Vito:
t. Hastitownershipor,cortrol 1 mtinthoPro ,orisonagcn or llUIN10gi03employee
OflhePtavidor;and

2. Hasbccreexrnvictedof u crimnalofFf=rclarcd toth ot "sinvolvementinill<
Mcdlcald orMcdjcan,

MoryInttd McdleslAssistopcc:-Program - Providu Agrcem-cnt - Page 3 of 6



vidcr Agccment (or
J;".a:,1lcipatlonin Maeyl:Ind
I': X'I'dl 1Assisulllcc P.ro;ram

0. To™1llnust1111odminisu,ulvctemcdlespriortoinitilltingany lidsmion ngainsl IhcDcpo,oncn

P. Uponr=: iplofn fi<ationl!mtthe Pro\lld<Ir.Is disqgtrallficd thlousJ> any (cdmal, sJAlctc,d/or
Mcdicold admihlslrati\oe oclion,Jo not,u bmilcllimsCo,I")ttle11llO'lhc Dop,ulment for SctVE:es
pc:fonncd alltt'thedlsqunll catioodate;

Q. Anycxcessivel'4)ffledSton Piovidct may.be Inunodialdyiieductcd finucJ)cpttunatt
poymcentsto.nny peyccwlhllle I'tol(jHcr'sImt.Irlentific:MIon-numbcr.pithodlscn, tion-ofll 1e
Dgxutmcot;

R. Continul1lio n:ofthls.AgrmnentDCr.ondthe'=" «1mnissubji:ctto ond e<>ntingcnt UJ?01|

sulliclont:fundsboi_glJZpropriatctd;h<I!fgctcd,andotliciwu_e ~iwallnblc by u,.,S-
I0£1,J 111111i:0r (t,deml:S.OW):CS.The DCI'Ulm<ntma)‘ienninnro Ihli.Aaiccmend.end the
ProVider Wllives Allyandall ctiilq,(s1 (ordmJ,Jses, cffali,-c.1mn,odhucly rcceiptal.writtcn

notiCI'(gronydotc.pecilcdt ) |rQ-ran r=on ahb Dcp:mmcnt's Ibridingwm Stlllc
and/orfcdCljlf;$Ciw'ccsispogiippropri.\lcdo( -Iswlthdni\m,Umited-or!mpol,:od;

S. To.conplywithtMDc_ficlr_._Rccipi:tIonAcr onQOS(DRA}ttnpbyecc_:duw Ionrcqui:a,_l
P et S SR A SRR S Ay, W SRR S tor
Dillforprofity hiLin tccl\u ' niiQalMC!flcald PaymeyltSOlatl  SS® 0,000

T. For Provider OrouplOnly:-:rit«s-iho virlct Groupallirms'distlt h4s"liu1Mril}'1Cibtna.U ti\ctnber
Providen10iHIs €riJ: rditlufit  1fl(OVHfeQCh membecl>rovider wilhn COp)"Gld!s
Agr,:tment Tht' PfovfdeiGroul> olsoog/tCStoprovidetlieQei>flknnbw _ithJ)IICSondproa of
cwrent"lic<asure o rme:mher It videtuwecll.asihc.name(,!)o f individuadl(s) withe ulhority
tosigblUIngsonbélialfoCOtt>group. ThoPtovldcrOniup  , to bejoln!ly ICS()CIDSilllewith
any mombet Ptovldct ro,con- wol,or adminisinrtlvesonctlonsor rtml:dlco-including,bu\not
limlrcd to,rclmburscmcen!,."iJ.IhlloldIng,rccoveyy,suspe,mon, letmlin, tioo-orexclusiononm,y
cluitnssubnlIMI'l or J)QYfflOlIt'ltcolve<i Ad\yfiil,cclaims,.Slatc-  111ordOCumen!lr, co™"81mont
oromis¢o-nofony maici:lal:fa¢15n,11y  fm.ISCCVund..-appUcablc.feden,J-or s1411>1aws.

U. Toootify lhcOcpminr:ntwillii\!'I'k(S)worltingleysof anyof Ille-following:

I. AnyOCl!o!} whicll may r<:SU!I Inthesu:spcnsion, <C\'OCOJiO?, condition, liinillllioo,
qunllficadon orothermntcrinl ICSlrictionone Pro\'ldct'sliceOSC$, c:dlif!Cllllom,pcanlts
ors1JIffpdvlicgcsbyany entity uodttwhich « Ptovidcris nulhorized to provido-Scrvilccs
including!ridiC(mcn «ire.,t,felony conv!ctli>nora:,/ mInalcholgc;

Changein corporotccntlty, SCMCi, g loaillc\L, I IIngoddi=or odd!tiontoor =-. !
ofpl'actitioncn oranyQ!hcr intbnnotionpertinent to \he rccc,iptof Dcp,utmont funcb;.or

Ch ongcin-ownmhi p including full discl=offhetcnnsof Ihcsales Agreement Whco
th=IsaChJlll&ein owocnhlp, IbisAgtWnctDl isautomatically assigned to-henew
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Provider Agreement for
Porticipnlion In Mnrylnnd
Medical Assistance Progrnm

f. Th:at the Ptovid<.T£1\rollnrent Appll€ lion subntincd nnd$illJicd by the Providr s
i‘ocoh ornh.-dbydrerr:fC'IICC i ntothis Agr«mmtand Iso po.n hercarnsthoui:h fully set
onhherein: M

et oz

oy f Joy--

ProtJidcrSii;mItun: Dnte ogq)Mment MI rizntion Dale
- . I I,
Charles 11.1i:toltz 'tll/l' t It'... y
Providor Nome(Typed) Dole ,\s$i.ttM1 Auomcy Gencml Dnle

7420 Marlboro Plke, Foroatvillo, MO 20747
Provider Si&rulluo, 1\ddr= " (fypcadl

Marylond Medlenl Assisloncc Progrnm - r rovidcr Agr<emcnl - r age6 or6



n Fl M H Officeof Health Services
Medico! Care Prog nims.

¥ -Mary d nd Department of Health and Mental iy ene
20 1 W.P re sto n S tzecl « Baltimore, Maryland 2120 1
M&ltirt.0-M,,Dey. - G.BtfW'\.U - Lt M

MARYLAND MEDICAL ASSISTANCE
DMS/OME ANrJ OXYGEN
RESIDENTIAL SERVICES AGENCYSURVEY FORM

AllMAryland Medical A.ssi.rtonc,: Providcnor Disposable Medical Supplies/Durable
M edical Equ ipment and OxygC11 nd Rclat«l R,spin toryEqulpmcat Jet'Vices mlISt
complete 1.nd ffl11rD fo rm. FaD'!Iro to return 1hisdocmncut WMn:raltin

* wpc,,sion rrom Medicaid porticip Upn .
| C<rtiry thol this or;u,aimtlon: docs , do,snot }_<'.'.

providcany o( the foUowillg medioalequipmentandserviced o e, EcieAss{s o Ce
red pitnl5fnlbclrr<Sidaacc:

+ Delivery
« Imt:illatfou
« lutnact.ioa

« MAIin.tcaance

+ Replecemeiit orosygco and oxygen dtliveryS)'lt._vcnllhlorr, r.rpintory
disco.,0 maoagcmc,it devi™™, cleclro,ale and compll1lcr-driveu wheelcbalrr
and seating I)'Jtcms, apncasnoaftors, tn uu cu tantolUelectrical/nM*'Vc
stimu.l.oton..lowair'" culAJJcolllprasan:manl:cmcutdcvicu,scqucotiAJ
comp rc.uioo devices, nconotal bomc phototumpy evlces, focdInj; pumps
and clcclrically powm,d hosplbll beds.

Toll Frtt & -<I 1) OH>!!+1TY rbr Du.bleds Muyl,0<!Rd,), Savic, 1-S00,'13 2II!
JybS,,;. S—.._ WS



Uy.our orgfUa.izlltio:a provida Cb  1c:rvi soiodlcatir;i sod 11ttacl:ii « t'(IPJ' Or )" ti-ur
itw't1tzJl Resld-,aiuil ctt A;cney Ui=c-n. 10 thll fo,rm al,0:ci:K wUb y.our-:11.ppUnitioA
aod :rcitunii tbcim Cotbic,:mddral  belaw If.fOttida-nol provJd lbeseli:irvices. :i0
iodlctUi- And rtlUm Ch.ls form to thl'Hmt ddress. Aho, if in Uu, future FOUr

g LLoizlUou beglu the provkion of «be-.111bove-mmlkin:rervjecs; ft b your
respouibility 10 ob11lh: such Uc=.mr<i -lict rorward 1 -copy to the I»vb.ion OF
Communllf Support Scnri-ce.s. PImsei t.&U us at (410) ?67--1739 If yau h.Av.: any

o P09 405\™ Co. u.t.

ct)i,.._ kN CAN\ -.4-( Churles ,Il.
O r:g.o.oilzatto n Name, N11:mm- of"Individual C1;1mpleting Fo.ni:i.
14-2.cY'<\; \\w<oP it C. EFo

fo elst;:\ .Mt ;207447

/..d rca: /

asug

Signatuzre

Contact ¥

PJeuc- re-rum. thil form io the followlng addre:u:

Edn Rada, :Prop-nm Spe.cbl.ist -
Divilion of Communicy Support Servica
201 W+ PR(loo Sttec:ft Room,. 136
Bi'..Idmont. MD 2U01

To ttb1hitt lolomuUloa canicin e Rt.:!llid,:otia:1 Servkit A,gmey Lic:cmtit.tl1you may

IC'DII (+00 402-8000 or wdtlt to dieoffitc or H Itb Care QLtAII")'1Spring Grove
Cmter-,Bh..nd BryantDuUdmg,55W11;de Avtliine!t CaClffllvVwo,MD 21228.



DEPARTMENJ" OFil#AR W#MB MENI‘Al:. HYGIENE

0 FHCEOFHEALTHCARE QUALITY

SPRING OROVII CIINTER
BLAND BRYANT BUILDING
SS WADE AVENUE
CATONSVLL!I;MART.LAND 21228

Lice.,»No.1 17

Issuedlo: Fo""lvilloHealth& RchlbillD1ioenter
7420 MnrlboroPike

Forcotllo, MD 20747

1)-poor.FaclhlyandNumbtrof Bexli:
Comprchenii'(G-Carc'Fiicll'l}'s 152Bed,

Date Issued: April 19.2 0 14
This-I™nsc  oo;ngninlcdto: Mrull>o<o: » "1l CO.'4£

AWlorllYfuos,c, t<Inlhb,S,. O.i.....i ;,"'"1¥ L JENICTLILL, - Mio.

J11Jc19 S<dIOAJI,- (;odeol M 1911 N1 4Ji

|0|0Iy|||doll ....... prn|m|00|UC| I'nlllllglfalllo Ipl<dd>a<.- |
...... _Isnoilrimfenl>1<,

& plniilonDote: April.19;3016

Pebiiast Tomoflr Yty

Dlroctor
I'o/1/k, M OfoU,.,.., w,14i,1,d,«l10, pUp;****0,;,0triMJ,,ol-.., 111, h/(/1o,-0fth11fl-,
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