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S 000 Initial Comments 

 
A COVID-19 Focused Infection Control Survey 

was conducted at this facility from July 27, 2020 - 

July 30, 2020, by the Office of Health Care 

Quality. Surveyor conducted onsite survey 

activities on July 27, 2020. The licensed bed 

capacity for this facility is 100, the resident 

census at the start of the survey was 40, and 

there were Seven (7) residents included in the 

sample. Survey activities consisted of a review of 

medical records, facility documentation, 

interviews with staff, residents, family members, 

and observations of resident and staff practices. 

Administrative reports and facility policies and 

procedures were also reviewed. 

 
The facility was in substantial compliance with 

10.07.02.33 (infection control) of COMAR 

requirements for Long Term Care Facilities. In 

fact, based on observations, interviews, and 

record reviews it was evident that the facility 

properly implemented infection control practices 

to prevent COVID-19 and followed infection 

control safety practices and guidance 

recommended by the Centers for Medicare and 

Medicaid Services (CMS) and the Centers for 

Disease Control and Prevention (CDC), during a 

COVID-19 pandemic. 

 
COVID-19 (Coronavirus Disease 2019), is a 

disease caused by the coronavirus SARS 

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

person, mainly through respiratory droplets 

produced when an infected person coughs or 

sneezes. 
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Initial Comments 

 
A COVID-19 Focused Emergency Preparedness 

Survey was conducted by the Office of Health 

Care Quality as part of the Focused Infection 

Control Survey at this facility on July 27, 2020 

through July 30, 2020. The facility was found to 

be in compliance with 42 CFR §483.73 related to 

E-0024 (b)(6). 
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INITIAL COMMENTS 

 
A COVID-19 Focused Infection Control Survey 

was conducted at this facility from July 27, 2020 - 

July 30, 2020, by the Office of Health Care 

Quality. Surveyor conducted onsite survey 

activities on July 27, 2020. The licensed bed 

capacity for this facility is 100, the resident 

census at the start of the survey was 40, and 

there were seven (7) residents included in the 

sample. Survey activities consisted of a review of 

medical records, facility documentation, 

interviews with staff, residents, family members, 

and observations of resident and staff practices . 

Administrative reports and facility policies and 

procedures were also reviewed. 

 
The facility was in substantial compliance with 42 

CFR §483.80 (Infection Control), 

Subpart-B-Requirements for Long Term Care 

Facilities. In fact, based on observations, 

interviews, and record reviews it was evident that 

the facility properly implemented infection control 

practices to prevent COVID-19 and followed 

infection control safety practices and guidance 

recommended by the Centers for Medicare and 

Medicaid Services (CMS) and the Centers for 

Disease Control and Prevention (CDC), during a 

COVID-19 pandemic. 

 
COVID-19 (Coronavirus Disease 2019), is a 

disease caused by the coronavirus SARS 

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

person, mainly through respiratory droplets 

produced when an infected person coughs or 

sneezes. 
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On February 18, 2020, the Office of Health Care 

Quality conducted a survey at this facility to 

investigate one (1) facility reported incidents. 

 
Survey activities consisted of observations of staff 

practices; interviews with residents and facility 

staff; and the review of residents' medical 

records, administrative records, and resident care 

policies. 

 
Facility reported incident MD00147604 was 

unsubstantiated with no identified noncompliance 

with State requirements. 

 
This survey did not identify noncompliance with 

10.07.02 of COMAR requirements for Long Term 

Care Facilities. 
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On February 18, 2020, the Office of Health Care 

Quality conducted a survey at this facility to 

investigate one (1) facility reported incidents. 

 
Survey activities consisted of observations of staff 

practices; interviews with residents and facility 

staff; and the review of residents' medical 

records, administrative records, and resident care 

policies. 

 
Facility reported incident MD00147604 was 

unsubstantiated with no identified noncompliance 

with Federal requirements. 

 
This survey did not identify noncompliance with 

Federal 42 CFR Part 483, Subpart B, 

Requirements for Long Term Care Facilities. 
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On August 12-14, 2019, an annual recertification 

survey was conducted at this facility by the Office 

of Health Care Quality to determine the facility's 

compliance with state COMAR requirements. 

Survey activities consisted of a review of 28 

residents' records, observation of resident care 

and staff practices, interviews of residents, 

residents' family members, the local ombudsman, 

and facility staff. Additionally, administrative 

records and resident care policies were reviewed. 

 
In addition to standard survey protocols, a facility 

reported incident was investigated. This survey 

did not identify noncompliance with state 

requirements that were reviewed in relationship to 

the facility reported incident. 

 
The facility is licensed for 100 comprehensive 

beds. At the time of this survey, the facility 

census was 68. 
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On August 12-14, 2019, the annual recertification 

survey was conducted at this facility by the Office 

of Health Care Quality to determine the facility's 

compliance with Medicare/Medicaid 

requirements. Survey activities consisted of a 

review of 28 residents' records, observation of 

resident care and staff practices, interviews of 

residents, residents' family members, the local 

ombudsman, and facility's staff. Additionally, 

administrative records and resident care policies 

were reviewed. 

 
In addition to standard survey protocols, a facility 

reported incident was investigated. This survey 

did not identify noncompliance with federal 

requirements that were reviewed in relationship to 

the facility reported incident. 

 
The facility is licensed for 100 comprehensive 

beds. At the time of this survey, the facility 

census was 68. 
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On June 6, 2019, a survey was conducted at this 

facility by the Office of Health Care Quality to 

investigate facility reported incidents 

MD00135366 and MD00135825. 

 
Survey activities included review of residents' 

records, interviews with staff, residents and 

resident representatives, and observation of staff 

practices. 

 
This survey did not identify noncompliance with 

State (COMAR) regulations that were reviewed in 

relationship to the facility reported incidents. 
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INITIAL COMMENTS 

 
On June 6, 2019, a survey was conducted at this 

facility by the Office of Health Care Quality to 

investigate facility reported incidents 

MD00135366 and MD00135825. 

 
Survey activities included review of residents' 

records, interviews with staff, residents and 

resident representatives, and observation of staff 

practices. 

 
This survey did not identify noncompliance with 

Federal regulations that were reviewed in 

relationship to the facility reported incidents. 
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MARYLAND DEPARTMENT OF HEALTH 

OFFICE OF HEALTH CARE QUALITY 

SPRING GROVE CENTER 

BLAND BRYANT BUILDING 

55 WADE AVENUE 

CATONSV ILLE, MARY LAND 21228 

 
 

License No. 15019 

 
Issued to: Rockville Nursing Home 

303 Adclare Road 

Rockville, MD 20850 

 
Type of Facility and Number of Beds: 

Comprehensive Care Facility - I00 Beds 

 

 
Date Iss ued: July 1, 2018 

 
This license has been granted to: Rockville Nursing Horne, In 

Authority to operate in this State is granted to the above entity pursuant to The Hea lth- General Article. 

Title 19 Section 318. Annotated Code of Maryland, 1982 Edition. and subsequent supplements and is subject to 

any and all statutory provisions. including all applicable rules and regulations promulgated there under. 
This document is not transfe rable. 

 
Expiration Date: NON - EXPIRING 

 

 

/J.r:a- ./ 7&-J,- 11;;v 11#1  

Director 
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Health, Promotion , Preve ntion and Permitting Serv ices 

MARYLAND 

-i,1 Department of Health 
Lan:v Hogan. GOFemor · Boyd K. R111he1:ford, Lt. Covem or · Robert R. Neall. Secreta,y 

 

 
To: Kathy Schoo nover, Nurse Adminis trat or 

Montgom ery Co unty Department of Health and Human Services 

Public Health Services 

*
 

From: Margie Heald, Deputy Director Office 

of Health Care Qualit y 

 
RE: Rockvill e Nursing Ho me 

Date: October 15, 2018 

 
The Mar yla nd General Assembly y recently passed Senate Bill I08 , which the Governor has 

signed int o la w. This new law authorizes the Secretary of Health to eliminate license renewal 

requirements and licensing fees. Thus, beginning on July 1, 2018, the effective date of this ne w 

law, you are no longer required to submit a license renewal application or submit a licensing fee. Rather, 

you are being issued the enclosed non-expiring license. 

 
Although there are no longer any license renewal requirements, you are still required to 

comply with all statutory and regulatory. requirements, and are subject to discipline, including 

license revocation, for any violations of these requirements. 

 

It is your authority to maintain a com prehensive care facility with a licensed capacity of 100 

beds under the provisio11 of COMAR 10.07 .02. 

 
This license is to 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 are attached. 

 
Some insurance companies require proof of license renewal. Because the Department is no 

longer issuing renewal licenses, you may forward this letter to your insurance company as proof of 

your compliance with the Department' s licensure requirements. If your insurance company has 

questions, they may contact me, at 410- 402 -810 I . 

 

 

 

 

 

 

 

201 W  Preston Street · Ba/1i111ore. M D 2120 / · health.111arvlm1d.gov· Toll Free: l -877- ./63-346   4 · 1TY· l -800-735-2258 



Kathy Schoonover , Nurse Administrator 

Montgom ery County Department of Health and Human Services 

RE: Rockville Nursing Hom e 

Page Two 

October 15, 2018 

 

Room and bed breakdown: 
 

CATEGORY LOCATION TOTAL 
 

Comprehensive 

Care Facility Second Floor 

Single Rooms: 226, 227 

Duplex Rooms:201 , 202 , 203 , 204 , 205, 

206, 207, 208, 209, 210, 

211, 212 , 214, 215, 216, 

217 , 218, 219, 220, 221, 

222 , 223 , 224, 225 

Total Second Floor 

 
Third Floor 

Single Rooms: 326, 327 

Duplex Rooms:301, 302, 303, 304, 305, 

306, 307, 308, 309, 310, 

311, 312, 314, 315, 316 , 

317 , 318 , 3 19, 320, 321, 

322 , 323 , 324 , 325 

Total Third Floor 

Overall Total 

 

 
02 beds 

 

 

 

48 beds 

50 beds 

 
 

02 beds 

 

 

 

48 beds 

50 beds 

 

100 beds 
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S 000 Initial comments 

 
On September 10, 11, 12, and 13, 2018, an 

annual Long Term Care Survey (LTCS) was 

conducted for the purpose of determining the 

facility's compliance with Medicare/Medicaid 

requirements. Survey activities consisted of a 

review of 24 clinical records in the initial pool and 

21 clinical records in the investigative stage, 

observation of residents and facility staff 

practices, and interviews of residents, family 

members, facility staff, and the ombudsman. 

 
The facility was determined to be in compliance 

with the requirements of 42 CFR Part 483, 

Subpart B, requirements for Long Term Care 

Facilities. 

 
In addition to standard survey protocols, two 

facility reported incidents were investigated: 

MD00128432, and a second facility incident 

report received during the survey. 

The survey did not identify noncompliance with 

State COMAR requirements that were reviewed 

in relationship to these facility reported incidents. 

 
The facility is licensed for 100 beds. The census 

at the time of the survey was 60 residents. 
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INITIAL COMMENTS 

 
On September 10, 11, 12, and 13, 2018, an 

annual Long Term Care Survey (LTCS) was 

conducted for the purpose of determining the 

facility's compliance with Medicare/Medicaid 

requirements. Survey activities consisted of a 

review of 24 clinical records in the initial pool and 

21 clinical records in the investigative stage, 

observation of residents and facility staff 

practices, and interviews of residents, family 

members, facility staff, and the ombudsman. 

 
The facility was determined to be in compliance 

with the requirements of 42 CFR Part 483, 

Subpart B, requirements for Long Term Care 

Facilities. 

 
In addition to standard survey protocols, two 

facility reported incidents were investigated: 

MD00128432, and a second facility incident 

report received during the survey. 

The survey did not identify noncompliance with 

Federal requirements that were reviewed in 

relationship to these facility reported incidents. 

 
The facility is licensed for 100 beds. The census 

at the time of the survey was 60 residents. 
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Co mpn:hcnsi\'CCnrc f acility 100 Ocds 

 

 
                         May J. 2017 

 

This license ha.'\ ix-en gmnh:d to: Rockvilk!N11Ning Ho me. ln-c 
 

J\u1horhy10 Of'"""(n lhh Staech &nWcd Htthe "   C' ('rloli ly  p.,n,u.w 10 fl,c,11(".l)th -Gmctlll Anick. 

· 1i1IC' 11) s..,,ioo) Ill An no&at<'J (.\l!k o f M,V)l.-nJ.19X2 f.d illc,n,andw h,(q1Kt1t Mlflr ltm(f\bIWld b ,ub)«t 
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Office of Hea lth Care Quality 
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To; 

 
 

 

 
F'rom : 

 
 

RE: 

K ;i t hy Schoonover. Nurse Admlnlstr.>to r 

M o n lgOmcry Count y Department of Health .indHum.inServk e s 

Publl c Health SCrv k es 

Heallh.Promotion, Prev' cntJon and Permi tt ing Sorvlces 

 
M arslc Heald. OcputvDlr«.10/:..r}, 
O1:tceof Health CareQualit y 

 
Rockville Nursing Home 

 

Date : May, 4 2017 
 

 
 

Thl-s1-s to a cknowledgerrccipt of anapplk.atlon for a Ileen.st'. to ope r ateRockvilleNursing Home. 

 
The enck>sed llccnse will be in effectuntilMay3,2019.unlcu revoked. It Is the foclllty' s .iuthorl ty to 

m:,tntaln and comprchcnSWC c.,re foclllty wi th a licensedcapacity of 100 beds undc·•1
•     provisionsof 

COMAR 10 .0 7. 20 . 

 
Peose adv ise the  foclllty that thislkensholdubedlslayeIdaconpicouupslace, at or near the 

entrance.plalnly vislble ande,3slly ,e.1-d b y the p u blic . 

 
Attitched, please find the room and bed breakdown for this f3clllty 

 
MH/cjc 

 
 
 
 

 
Enclosure: Uccns.e No. 1S-019 
Cc: Mryer·u ndS1ilJffet 

M   ,vl.)ndHt hhCitComml1U, 0n Med 

1CareOpcralkms Admink lralkln 

lQ1CarePol.IcyAdmlnh  tr.1tlon  
Lyndia, La t• ro 

P•ttlMdodlnl,He;alth FMllhlu Coofd iM IOf 

lk , m.e Flle 
 

 
 

Tt1.11 Fm: 1-871-4MO-OIIM U - TTY/Maryl.and R<aly. 
W Site-: ,. "WW,J hmh ,nuryt.nd,gov 

1400-7JS•Z258 



K.11hv SChoonovor. Nurw Administrator 

Montgomery County Department of Health .indHum:.n Sorvkcs 
RE: RockvlUcNursingHome 

P.-.gc T wo 

Moy 4, 2017 
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S<sood flOJ!! 
Slnglc Rooms: 226, 227 

Dupl ox Rooms: 201, 202, 20 3, 204, 20S, 
206, 207, 208, 209, 2,10 

211, 21, 2  214, 21S, 216, 
217, 218, 219, 220, 221, 
222, 223, 224,22S 

Tot-ll SCC:Ond Fl oor 

 
ThirdFI004' 

Slnslo Rooms: 326, 327 
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ToUII Third Ffoor 

 

OverallTotol 

 

IOJAl 

 

02 bed s 

 

 

 
48 bods 

sobeds 

 
 

02 bod s 

 
 

 
48 bods 
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FACIUTY UCE.NSURE REVIEW-  RENEWAl 

FocllltyN•me 12, 1,0 t, J I..L L /vv r J , t 1/vtrlt= 
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Prin<lpal&' '!)'    Yes El No19 N/ A 0 
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No Oat Approved._ _ _ _ _ _ _ _ _ _ _ _ _ 

OeputyOJr ector: Oate   

N ewCapacity 



,,r 

'-i i.,.'>-,.,,... l(P 

I.OSC n :.K I C ARf. .. AC11. m · n ·rt 
X:  N'w-\ift; H41ffiC'( \ , mpt h<•n.h,  'C' C.1n:F«  i l il)' 
U ll W r:'1aldrtdC.« F,t,,;illty 

S vffl.N,,  
CR.xom.tBidbtt" ll txb<d 

L  O\x-,,(.clltlypu  :u:  lot • -rcd,,iJ GUI"uuif7 

u V Fs.: 

X: so 

Sw71bcrvfllo._-Lt,_ _-_-_ -_ -- 

StCIN A.   J.O NC TE R) I CAKE PROVIDER APPLICAT ION 
 

 

t:-•v- cn ,h h1n@gwnf 1 c,­ f,n,_) QJ. 162.6881 
, 

N.am.:u<r....,tit)' Roc k vi l l c,,  Nu r p t ng    RQlll:C,    I nc, ,,
-.·

,) 
1,oc,1.;...   l Ol    Ade l a.r e   Ro a d 

·,   -'\
 

tSttml \ 

  Rockville Hontgoacry 208 50 1"0 
  ? 

T \' r t: o r Ut:Sl t.. °'>Uk CA. "' r'L \ no:,, . '_. 
IM,'iJ.ul PMn<'nhir X(·   ,ca At'MXWII"-'" Othn:  _ ' 

1 'f l"t ; Ot' C0 !\1 MOI, • 
Ko n- Pro fi  t 

• ,-.un,l"rofltr: (.1ud, 
fi'"f'l!NW)' ' H' <,- 

GI"Ul'iit:   • St..:c , Crf)•   1   ·(  \!WI()' 

u  :A.. l   C ,U Ck   .\ l'\Ct:\ u, ,:. ·r ( Ir _..fll!l"h t ft  11"-IHN.lat"I, • Mkr  a ........ ,twi.u.-,,, 1111,  w<t1-llu ll tt.r<'fftpki td>: 
L<.·.« • NJa   Kt( )  .klJA ,.Jtt  t-o (N _   ,_    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _    _ 

Ln.«SamtM&:IJ ,(">•- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
1!.\,f"lntl«oi. u t o>rLu .c - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

A l(',1,1kia.M bdu.lfor.t k,Q,..,.  . ,"Utkln,.g.,,tmd «  ;aprrq· \lullhr nwdtby l'llf'lt'lllk-<-n, , r ,bc  "" -'ltoft. 
,_,tioaorp wnmmu.lurw1« ")·M!dNm("'l-S of thtif h'ufd t.hlllk-- wtlt'ninN, 

AJrniehtrM"' Vi ncent   P.  HcCubb l n ,w,,ti_..ur&Jvt1.ktnlCNu.,R=:o8 9":2_-   _   _   _   _   _   _   _ 

 

 

1,w.. Vi11cc nt HcCubb.in 
cr k!.\orf'  nn. o 

«11 it'f tb.l1 t Ml'\' ''< IK)Wonof•   •-  of-    1Nc-<lunc1ffdobn<tl·) •fl"IY fo, • lkfflU'en rNc m.and                    
' 'I'"'-'<• f.cilit)'Mlbj«t!DI.beJ"lft•liomof J , \.flidC,' T11k. - I . Suk.il,k l , ,\MQUl(\JCo..'-k !\'-)l&l>i.Mld1\>lbic 
rcpl.il.MU..Jor!C\J lhcff takrb)·lhc- s«  rtUl)·l)(JhuhhMJ M mu  l ll )J  ifflc. 

 

 
1 . 1 um• ., .s, _ _  _  _  _  _  _  _  _  _  _  _  _  _ _  _  _  _  _ Thk Ada l  n i n t r a t o r 

.l ..  l u   tt   lllf.\ppUn_•I•  ________________________________________________ n,  .1,   
 

roRo r n cr. u r.O I.\.', .., ro1    _ 
1■111-al 

, R....-11 

.:;C b• 11: • f0 --11N"\.blp 

c uo.: ,'  -------- _- 
kt,t1n1t.ni. 1: 

C....d- S H M':    

l.kffl r 
 

l>t)ltll I!$,\ ..RC"\h"1    } il  6/!  0 I O 



 

 

RE: ROCKVJLLF. NURSING RO fr., INC. 
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Rockville Nursing Home 
Steppe ,1,,k morial Building 

JQJ Adtlo« Rt>ad • R,xk,ilk, M"'yloral 20850 

00 1) 2;?-?000 • F<t< 001) 76-26881• m•J-&'!tl-7JS-2251J 

k-WW. rli.:Jn1/lnu.1n! ns}:omr.,11g 

 

 

 

April 6, 2017 

 

 

M1u·yhm d Department or llculth & M1mt11I ll yi: icnc 

Office oflk allh Cun:Quality 

SprinnGro\'C Ccntc:r 

Bland Bryant Building 

SS \Vudc A,·cnuc 

Ca tons,•ilf<, Mu ry lnnd 21228 

mmm 

 

 

 

Dcar O II CQ. 
 

f.ndo cJ t, thel,iccmu: Rcncw;al  Pi:u:kcl for  Rock, ·ill c Nur,iin ltunu:·P. h.·uc let me 

knuw if you n d uny111.hJirional informaliun•••T hunk you 
 
 

 

 

 

 

 

 
 

Vince McCubbin 

Ad mini:r1tra   t ur 
 
 

 

 

 

 

 

 

 

 

 

 
 
 



Prln lpal P-bydclan tnfom1a1lon (plra typt"or print) 

Nam : Dr. n1oand 
(F/,-,,J 

v. 
(.1/lddl,) 

Joocph 
,(l uu) 

,lfd  (c1: 1/ I.IC (' .vu,. fk-ra:  D4=:,1_3:,_30,,  _ 
 

Addrd$: SO W4 Ed.aon• t o n Drive, 1207 

CY •: Rockville Start': MD Zip cod,: 208S2 

T,t,pho,-,, ·,,mbrrs(/: 301.424. 3088 (P) 301.738.784S (P) 

SEc.,ioN D- LONG TERM CAR[ PROVID[R APPLICATION 

PRINCIPALPl IYSICIANAGREEMENT 

 
 

N"amt' of Facltlcy:   Rockvi.llC! N:uraing Uc,ac U cirn w-#: 15019 

 
              Tit,Stat,l>t'p'1rtttu1tt ,,f 11,allh R u("t/1111.( ,,quit/ru.t, a, h Cn"'ph!ht'nS.frt' 

Ca FRc-111(>• ID.Di.01amm,:r/ w a pltyu d an '" ur, y os • hinc/pg/ 
PhJ'Sldlln u.nd 114uulljltd lir/totu1'('Tpni tt•hm hb or h,r Jtn;,:nON 

not ,n'Oltablr . 
 

A, Principal Ph) ld111t I a,: t' totltt' /olfOtffnl{: 

I. I will Jrrl•rminc' 1hmall ,tJ.-nts11Jmt1uJw ,1,,.fi1clll t)' ,.,,_,.c1Jmlt1nl UJHl.lf tht' 

rtt0mm.-ndatlnnnf tmd r,:maln"'""''lht ca"ofa pli)'Jtcl,m whotan pro,·ldc phy:1icifm 
.s,n i,r,.t tu 1hr p'1tit•ntm Jrticribt'I.I l,rth.•.h• n,.."1dmlmu and In th-r/adllf!,•'.rpo//t'/1•.1, aM 
worla withthr fiu·ilil)'tu i"l.1rrc-,·t pmbl,·n,s. 

 

} . A, n« c-MU')'. I wit/ udl"if<' th,•aclminlJtmtlun "-"1,hrmit11hility ofr('JiJi'111.f 111 h.•. aJmilf,-J nr 

rrtnim'.t./ Inlhc facilitJ·. 
 

J. I tti ll J" IJl' iJ t' Ml'fll t·ul tftrn.•.t ftm undc:oon lltluli .fm of tlr.-/ucility'J:nit-.flcul t·t11Y. 

"• I ui/1rr1pu11d to .-n,.-ry,:-,.,, ..,calls fi,r phJ'fici1w.t,•n•/ , k ' ltt'lt thrn-:rldr-nl :1lf ll t'JJJ ftt ,: 

p l1J'f id 1tn U nnl a m lt,, hl r. 
 

J. I tti ll purtid p.Jt,• in  tht.,•J  ,, 1..l•"P "'" n, uf put/,..,,,rulY'JH,lid  ,  ·. at  /,,,u1m 11uull  )'.   I wlf( 

por'l/clputr ill th.-l'r.\1'C'l1' of ptdlt:,I . 

with It.,wrlttc-n i/i('/,"$, 
,,,  asc.-111,in  ''""1hr fi1rlllt,1,•S  li/k'r«ll•HJ¥ UIY' cm 11.b t••m 

 

6 . I w;// be f\•. 1n,,u lhlc fi,rtllC' ,tun -.•lll11m -c•. f t.'111pli,J•:-c l1t•.u /1hp n.tJ:ro ,n , 

/'rin<i(lK'l ln  :o,r,y 1\O  1111-kJ-i  -  Do   I  Il  

 

 



I\,_"' 

._,.  . ..·,po/Sdo• 

NOTl!t 

atrMIIJ 

...... 
J,/Nll,-JUt ...,,N_, _·'_•_-6%_4   _ _ _ _ _ _ _ _ _ _ 

70 ,U.H; ltd.I:. bdv. 

--- ,_3_01.2,_,_.,•._, 1 _ _ _ _ _ _ _ _ _ _ _ _ 

8llCTION B • LONO TBRM CAltl!PROVJDl!R Al'PLICATION 

lU!.Lll!IIPIIYS!CIAN AO=<l(NT 
 

 

 

,u hll,f' lt_fd l_ ,. tit, , 

I, Il!ffll,,/,,fuw,trt•tJtinaUn'IH!moobdt:N,oIM/«llltyo,-,  lrk'd•,o,,th 

,(Olld lllfllh,lltir ttf •Jf1¥1da.,_aup,flllllth 
tttW'Nll<-nf o,  ,fQCf;l>d li'Idwff IIIUI1" N   /t<ilU,,'I p,oll...-i4'1'td 

-..ortl'1ri!A t!t,r/arilfry to, fJil'tVd fl"'Ob'-s, 

J.   M 1tHlaUlfY,lwUI.,.,,,,,1M « IM ./VtlabllltJ, NJidatn IO l#-'-""1tlo, 
,_"'I fod/ily, 

1. 1.u,,....u. _,dlr,_ _,_ qf tl. fod/Jl1'• - -- · 

 

, ,( I "'1 1,npo,w,I ft> M 'l'll(f'OJIJtfc,r w4r!*lf 
.1, AOf ..,..,.lnl.,. 

Nldt•·.n...JJ,w. 

S, f wtllJ>- •IC bllM:Jr, lop_,.N ofpqnot/COtt; polldtJ. Ill n ,u,all, . I'Mil 
,o,fk(,-ttt,, dao:1t ;\t/ ct hl)''I .,,_,°""",.. 
wf,J,ltt i.rilf.OIpollcla. 

 

 
 
 

 

UdMJI U.SC-...,._.Jll6'ZOIO
• 



SECTION C - LONG TERMCARE PROVIDER APPLICATION 

DIRECTOROFNURSINGAGREEMENT 

 

                         u ..... •: 15019 

·······•·•····················...................... 
Th i  i).t u cc r1j(y tJ1:11I. Mrn  gn r o t Araa h , RM. BSH, C LTC 

J\'umt 

 

 
•m• 

 

,,\ k  rr.b,h:-rNI Nur"k.' n:gi.suy nu mbcr _"Rl.2..0. -4'.S. .8._  _  _  _  _  _  _  _  _  _  _  _ 
 

and em ployed 11s Dl r tt lor o r Nur,J ng for Ilicati...wc-namc fi,( lli t)' und <;1,ny the !Cupcrvisoty 
retro n1,ibili1ei<o f1hi,: r@ $.il ion:i.,ck$cribcJ in s1 1c Ri:cufa1ion$. 10.07.02 p;tr. 12 C & 0. 

My agn.'l:nm u with lhc Ad mt1:1l, 1n   1or n."q'Uin."' l h:al I be  on  d u ty   S   ( Fi  v e ) d .ay,  p(f 
w«k .imd 'Orio:11 minimumo( -10 hours P'l,"f ,.,:,a;l'., 

/YLC. ',J}--- ·<- O'.l!,o I 1-<>· -,  

l)m,:- 

 

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

 
T h " a bo  vf'  s la lt'  h t t n l b  N  OW   I a nd tn .r ro n h 1 n C't' ¥i'lt h l h f' f8 ndfll on. undrr tt hk h 

 

0 H;.•;;=.<; ll•.r;;.•;;.;..t.A;,;,nooll=•..=,;B;c.;.cKS.•:..-'RN=..•;.C;;.=T.L=C.=     k  tmpk>)td b)· thli hacillt y. 

   ( • -a.-L!x-. :) 
 

 
  03.01.2017  

Facility Adn1/m·.,1ruto,./.tignalur.•) 

Vincent P. KcCubbin 

 

•••••••••••••••••••••••••••••••••••• 

 

 

 

•••••••••••••• 
 

 

 

 

 

 

 

 

 

 

 
 

 



..,.,..,>ottOn 

 

  PROVIDER OWNERSHIP AHO CONTROL DISCLOSURE FORM  

 
RockvilloNursing Hoao. Inc. 

Ham.Ol'f(:NllkOQII W)'t)I' (M Ol'l'(<N   • 

(Ac,Qk;.,,..to.al d  lllllMor •  • lot pr o, o, 1• 
 

P'utwant to" 2 CFR "" $$.tOOot. Soq  ,, thodi:sdosuto of t,,of it o roquitod PQt1ion of t,,o II P 
- Tr-.eroSQfo .  PloHO01'1$WOI t7ICt r QU0$l:i0nl ond liOnttii$OOCVmonlolfnning l.haotU'wllnl15truo 

MO o. Md  tcb.lm.. 'fOlJ/1 .   I  .Pkl,M,oAbd\ooodnuadon lhoo't$. 

A. HAN.I: ANO MAJUHG N>DRESSof any1)0t't0tt'M'IO, wi!hro-,podtolfliollelo XVtnandforTClo)(lX Provldor9: 

t. I• an olllcotorcfroc10f 

List of tho Rockville Nursing Hoco Boord of GovonorsAttnchdc. 

Boord Meabcra nro Voluntary and ore not coapinsntcd tn nny vny. 

2. Is • PAl'tnC>f 
 

 

 

 

 

 

5. ft  lN'Iottn«l-,W'ho&o or  In  pa,n.Jdan lnW01t ot 5 %ot rnotoInony moftQ&OC'.1. dc<!dOftnao,t. nio<c, 0t   OChel 

oblga:tion toeurod(In Of Inpa,'IJbytl'IO PtOV.OOf orb propertyor IISSffl tr that Mt OQ'.lllb11tlocnt5% 
o(lhev...,.olU.prop«tyor otCM 

 

 

 

 
8.  re1Pktofanyf.UboonlnldOr In  mo bClf XJX PfOvl<ler Mt.  dltltCOy of . an CMnet$hlp0t  eontrol 

1M,  t es1ol 5%or  tnOte, ft4fflt 'A'hOf,llJ w.thinA. t-5obovo. ••  oppliod$01ho tub«ln anl90City 
'M'IIMol lht abOW'Oca"1)0fiff hottl$ wthll'I 

 

N A 
 

 
C. 1.  • .,,,  nome<ttn f,o1,p0n1,0 toP• A..1,$. aboYO, NI onyor tho ,.,&atiOnl,hlpJ doWlb,cd in that Port'MCh 

M'rf Ttdo XIX Pf'O'tldct d or IOMQO'Sothot thanChoor.. any  cn6ty ct'la1 n oe to  ffl 
M ICI1M b  t'OQuilrod lOdiWo$o O'l'llnerihip nndcorc,olinfotm6'ionbocM.1Mol PIW(ipatlon anyof 
thoptogrian'l:5-C$llablbhcd undor Ttllo V, XVIII, ot XXot Che Soc:urity Aa, MatoIN nMnCof thopcr50n, the 
nnm,  ooflhoact.Provic;So,, and lho N!Wrc of Chorcl.lCionshlp, 

 

N/ A 
 

 

2. Wtho   onsworto PM C. 1• .t>ovo,oonlaln,thonamc-s of tl'IOfO thant-..o!)04'0tlS,state"""lll'IYor thOsa so 
r1POl'Md •re ..-..lat.:!co•IKhOCN>t"as liPOUM. p.a,e-r(.Cl'IA:ior t.l>ltlg. 

 

N/A 
 

 



..- 
o, .,.,., 

◄ 
.,.,C7'1.-,°"""" °' pwowr_. 

.   e,a.....◄0 CM1Col  •  no-  M<\Ndb)'100ef<Wot(ll' dfl'f'• . b:•ln.'.-ed,n 

SEC l'IO O 

PROVIDER OWNERSHIP AND CONTROL DIS CLOS URE FORM 
 
 

Ihonlit,y O'lfirm N  thla inlonNbOois!Ne andcomplete toSM beM ofmykncr"4edge ond   bel4tf.Ond   lh,,,I lh(I 

roquo$lod inlorm.'ltion WIIbe 1./0d.l!ed oocur. t fl.lf'lnef O&ftltyChatupon speoll!C req uestl)y lho Soctot.vy 
of lho of Hoalthand Humano,1  MM)C•nd Oe,po,nmen1ot Heall'I Md monw  ttrgiet'IO.flA 

      o infonnoton bo&Uppl«f "M'CNn35 dlrpolthed41eol O'le,eque,st,conoetl'W'lg: 

A.  tho    t$hlpcit.trrysubQontrac:to,¥,il:h tho  t&  XlX hM Nid:, duflng the ptevloos 12  . 
Inan oggrog• to amountJne.-w,u of $2S0, 00,00Md 

 

6 ,    anyt,lgnlflcanlbcn.lnoMtrnnMCISoos'. oocun1ng thO    perlod ontheM01'$UC:h tc:qUO)t. 

bctwoonthoPf Md anysoppllN  ot 11ny UlbcOnl:radot, 

C.   l:he ldenllt)'of11ny t (O'r'lpany that    • oPtm,1oo, "'9  aPC)l,c:.ane to   rateU.t.c:My. 

0.   it,eO'M'letl,hip of t utltt.tt<I fo,Ol"odp,1r..t'llc.n . 

  0 ""..o - 1-i.- ?,..J-,-;;., 
AUTttORIZEO SHlNATVR:f 

Vincent P. XcCubbin 
Admi n ts t r n t o r 

 

_.,  
 

 
Ad a i nis t rn t or 

 

 

 
 

 
 
 

 

POS I TK)N 

'• or' p,O'Met' t.11.. M.- - .- . • IICAtf, o1n r,c1,,1y • elrk..• )'th.We f.-.:Afy,• 

""""' .,-. drlc.-l , • hMOIIN -Ol\.a , .,w,#'f'(_.,    ««)'INC or 

,.,. d 1ot .,_., a ....,_.. tt«-sll04 M- o, or 

 

.' ,.",e,to.oOlpr.« •  .......,.t,i,oo, f'-.thQ/'11pllCMO"«l• f'IO thN   prol<t\"'°".. • CO'II04 

,.l.l\lt. W"'ll'nO"I f........CO<"'W'N)n       "'I)    .C,(:Ol'M'IOf\  )out-to  notlormitd.p,rlQt  Id.,. 

rl • o, . or .,...f)'cw tt.hloltho.-oCaol.tff "''""""'lhf)'p,a(l,ci,,,  

.,,,per.cnt. . \lllf"(>.... 0 ..    . o, 

•.- W..ft( ,.._h  pol,M't,.wcn   <lql,Aylrl IM Qll;,ou,lo f. "" 11'1 N    Pf(lf.bOI... ..-cA').' 

b. /'IN() l'nNmr,ny ln..,, f'Wlthn Vli:i ll"IN 9f"tt; , fMWl"I 

#I i'l""'fflrtlil:/t"l.ll.lW.¥1Mred  _,_!11ltlo ..-.y. 

c.. · ot or eowo1 · 
, , i:i    ..a-n-.  ot!N"L'd -   l'-.dO)',.,.,..... 

In NO t.f\ r.wACMnto 10 d ,_   laod;InN    -"'Cho-eo oto-e 
OfIM -   A'• H«etlcoan8 p,erunt OIi Inh .....Wld"-I bi1 

- -, o°"""'ao ot!N!" °'• .......... 5pe,uwcdlhe110(.kottt,o 
fllU'j. 8a' IJIWN.!     II>•     r:,,erc:.N tt,t,,,p,i'leetfltirlh -«y Ntdl'IQII t.,  1'9P0""  ...0, 

2)    Plil"IM t()o'lttdiirlltfMt-...ordtrb of owr, , . dNd   olln.lll. -01 
.._ ll"IArJ'fhc OltM011dow'lQ... -..UuWdk>MOIIJtl'wodQ.l«'n, fo,• . 4AOWM 

-   ...10,'J).fft,M,lto,•,ro.1M.'MWf'IIOO)'OO OIN    • inMtt,A-.N«W h  .... 1 ec;u,r»t.to& Pft"0ll"ll 
h ' • M-Mn eq..dlft l04 ...,c,--, 1'1Qlo,t , 

.•..• ..... i, • .,.,.,tiu •   .--alo'\or_.._d INII.   M't'f r...wa,..,,c•OM01o i,,. 

m   , OOOor ) OfN  IOC.tl eo,e.-1tft) • CI• -- 

..     ff"411'11Ml   .or frtlffl •o,c,,.-ld«   ,good, uMdlr\""')'ngOIA 
     • d<•.0,. a «w"l't"ICfc,.,11   •  .t  m.   r"'-:::wrerol  • "°"".',.b,edo,a tm), , 

OIIMH,tl26,.G•Rn ·li.td JJ161l010 



Rockville Nursing Home - Board of Governor s 
 

 

O;rre1Longest - Chairman 

1075 81ucbc ny PointRoad 

WhiteStone. VA 22578 

301.2S2.3498C) 

212.mtut @ Df t, rl r 

nnc Priect 

1401o,04dwoodo,rvc 

Rod<villc, Moryland 208S7 

301.424.8286 (H) 

e,1, !:::?.l t @ v ri i Qn " !:l 

Or. Chris OUnfo td 

61.S w . Montgomery Avenue 

Rod<villc, Moryl• nd 208S0 
301.762.6148 (W) 

301 .309 . l2 40{F) 

Heruy a .ut.e. Jr••Esq- 

kfant 

6 Montgomery VIII.age Avcnuc 

Suite: S10 

Or, F,. uka Wonph• I 

5104 Widen Terrace 

Bclhcsda, Mo ryl• nd 20814 ·S71S 
301.219.54S2C) 

Ruth Doherty,RN 

1S211Elkridgc W• v 

#lA 
Sl rSpring. Maryland 20906 

Gallhcrsbu,g. Ma,v1and 20879 

301.948.5802 (0) 

30 1.94 8 .06 31 

Fw"\ W.JlliJt 2 @sn1;1,1  Sao  m  301 .S98.8817 (H) 

ruthfcfOh 4'fJY.@&miJILS:Q!D  

h c la dt4' @ 1;1t kt: lilw •md corn  

Frank M.ldtlson- Vlce:Presi dent 

2 Ouke Street South 

R0<kvlllc, Morylond 208SO 
301.424.m 4 (H) 

Br.>dley Korn,Jr. 

30'1 L3ura Llnc 
Rockville, Maryland 20850 

301.424.SOSl (H) 

Jeff Llliurc 

7 Booth Stree t •301 

Gallhcrsbu,g. MaryL'lnd 20878 

301.S19.792S 

fm o1 k il o n ( i>vr,1i1o n ,f'IN 0o t t•11•c:   Q:m!;,1\,t   n r  t WS!lvr,nn 1il:K@, gm .,H·" !:! 

S. nd,. Costkh-Rocordlng Joseph Etlonnc 

3 0 1 .467 . 0603 (0) 

Da nlc1 Rorrc r · £M £RITUS 

31S WIidwood DunesTrail 
ic os tich (:!bk , Qrt:, Si l ?, 6 @ ,1QI.S9..!!1 Myrtlo Beath , SC29S72 

1.843.497.2204 (H)   

843 .4S5.3725 C) 

d ro rrc r@)., g l,s;g m 

GeneDelmar  

5828Rolllng Drive 

ll<!rwood, Maryland 208SS 

Rich a rd Roblnson 

Rich;ud .ng snll)Or@ p.rr, 11con) 

Michae l KIUOulls • EMERITUS 

1440S Bun rnut Court 

R0<1Mllc, Moryl•nd 208S3 
30 l .n 4.982I {w) 
30 l. 926.8080{H) 

 301.460.5361 (H) 
301,335.1706 C) 

nt <f': l;)m r @ J o l com  mlk,je, nne@ve,lron,nct 
  

Robert to ni est Bruct Wll itc  

• Actfve MC'm bcrs: 14 

• Emeritus Members: 2 



Yiucc:u:1t kC'CubbiD - 301 . 279..!JOOO· 
1'ilihR 

Ra,ckvil.le  'Huro lng   Rc,a,c  -   JOJ  Mc l _ re 'RHd 

VK 0i b:bi n@ga11ll ,.c o. 

 I , 
Rm :k v ll.l.e 
, :-- _ -  -  -  - ---..-ccr--P,..,M...O...l...l,,ll-'-- -----  -  -r.-:=--_ --=-....:,. -, -  -  -  -----  

ttarylnnd 2.0BSO 

3014 2794  .9 000 .J U1. 762.68al 

Oiiiflit 

15 

I 

MEDICAL CARE PROGRAM • PRO\ttOE.R AJIPLICATION 
 

l:ltPOA:Yi\Hl: Pl...£ASE. REAi) AnACJi£:D UilSTRUCllOHS OEFORf CCtiPlETIWG .APPUCA.TION 

11 APPLICATION TYP.E:- 

0 N Cm.:6111ent 

[!I Em1riQ Pttr.i:f 

,Je,n,IMilll l 

    15019  

 
 

   hi,in Dirt· 
  ] 

□ 
0 - Sdo or Merrat- ct■ Group( 011CM J 

[! F. [P.ff.nt Mul:'.otns Hoac - R.an cval 

21 PROVJDER l'HFORMAllON 
•Pfease mertolhe klt1t1eappropr\atecedes. 

 
 

ltoctvi.lle Nur . i s Ho.fl • lne 

     tau.Nani 

NcCubb1n 

.- Conl.la nT 

 
- 

 
 
 
 
 

V1m::a n c 

:  :::ou   
r-.. 

Adaittletrator 

     Mil -  . 

 
 

 
 
 
 
 
 

 

 

JJ UCENSEJPalW IHFORMATtOH 

 
IIIIPMIIII 'Typ!I tlallllu.u.d N IAwOdl- EJ:phtiioc10idl 

lkdcill OUCQ 1.5 ...019 May 3. 101:5 "4)' J.. 2017 

DEA Dl!pt:. of Hct.al ch 60 !)9·44  \pril 30.., 2018 

:l,IIJlj,M DIIMU .bcfltl'lt ion f05()Jl9 O::t (U 017 )I.• 31• .l<JI 9 

Ct.IA ID-I l l DOZL 22 l 4 09..0 .L .2016 ).8   3 1.4 .20  18 

:NA8P     

  1-.adi I Contr .c t    
 

ON, HilS--H a n t Cou11t-y JOO OJ.01.. 20.17 03..0 1. 20 .LO 

SECTJOS D+ Rnb(d .)J Uill OSO 

l 



.,._is- ....,..,"""""""'........,,...... 

- •i,:,,nolht---  -. 
•m 

• Typoo-l 

  ScCOONO• ME1ltCAI.CAREPROORA.11• PIIOVIDER APPUCATIOH  

41PRACTICEINFORMATION 
• Ple.a.wttl<tflON klc• lea;det.. 

 

 

S7 - Nursing Facility N/A    

 
 

5) SPECIAUTYIHFORMATION 
• Please «letlo1110 IMlruetioM lot lhe•Pl'0Pri@<cd.. . 

 

Pri lll«on S~ la tvCodo CotUBcatlonDato Ct rtifk4tlon Numbor 
   

    

    

    

    

    

    

 

6) SPECIALTY1/cRlFICATIOH 

IPltlCJl)l(:ablt    tl'ldatlachO..r  . PiAua,,lto  IOPf'tysidans Sc,r.,.(0$ 
{COMAR l OJ» .02). c!.o' c,;,. M,-   .187!1.11-e!lo6calAs1!t:.lt,col'lopndw,csa as• - 

""°""°"""°"'Illefolo,,;,g"""1:a 

0 I.....b«nd<d.l,od-""'6edl>(1-ol11le-Boordot•-..iSoo<l>lills.-0""'1fflly,_INI... M. A 

     ol"'f s;:odllry- - b - . 

0 I N'w't> Atdlacr..orf)-co,  .,tMidtN.:yP"O;J'ltnr,y thtt..ialson JotMtdicalEe.aton«b)'N 

retiiOtrcytftiewconmCNdhi Medc:a!Anociakn. Abcnedisa MU#d'1'fliior.ioi,tomlhtCf'tatrNn(lC 

Cht,dtp,rtmtnl'llf'lfrttI rrtf  CW'-.he-e IMnnl'Jtf Th&lttwlnci.dtslt'ltNmtoClhe -.heirel 

.,, ......rq.,""11"ol.,, ,_..,.,...... rq,. 

0 lt... b«nd<d.l,od-""'6ed0,1 --l>rN>M,iso<ylloonlol Spt(i"'1soll>lht8oanjof 

T,,,_.olr.eA..,.ro,O,-.-. A  ol"'f    b_ . 

0  l...,.....,_,.._ti90ltO,•---O,...A<l,wyBolndl  
mt-"'1I bcmlo'90'ob .o.ch<d. 

Spoo,bu. v.-,;o,,,-, 

D I ..... • ......., Inlo<elg,co.ray. My....,,_....,..,;g ... - ,., - ""' 
A- olmt- boo>d .,_,;,.,,. 

 

Ifyc,.1   ilfot4Q!'C!.190f on.ph)1io,lninltlO  ot 111iho,w'Shcsio bc o 
S()OCi,alislmn:sutmth .-f'lbtioft. 

 

7) GROUPM EM   RSHIPINFORMATION 
 

G""'oNamt ProYldttNumber M6nfoOall 
   

   

   

   

 
St:C rt OS I>- Kn h nl Jl l tJl OIO 



- ----.,,.,- -  ,..;p;o,,ts.r·::: 
l'/<,J,Oyr,,prol<,1<>1""™'--• n leud p, p,,, - - •? YES 0 NO 

E
u
,p
c
,a
o
lo
n
oD
,
_!le,

-
_    _    _    _    _    _    _    _    _ 

Ct:y 

SECTIOI< D•111'.DICAI. CAAE PROCRA11 • PRO\IIOER AP9UCA1'10H 
 

ll MEOICARf INFORIIAllOH 

 

 

 

 

 

 
9) ALTERHATIVE ADDRESS INFORMATION 

 
P av10Addm s 

 
 

 

 
 

 

I¼ -"II-  - 1,-    1 :     
 

10) OTHER PRACTICE LOCATION INFORIIATIOH """"°"    *AltsPdY Eurol]rd ....,,.,.,._  - . 

c_ -. /A,..,.,,,,,._   .,.,g,rq,oa,o-.  . 1- N- 1- -  
 

 
 

 

 
 

 
 

 

 

 

1·°"""' Code 

Adaeu Rockville Nurning  U011•c I nc 

303 Adclnrc Rond 

Name Mtd'Jeare Humber 

u .  -  .L - - n -  - ·--  

  

  
 



□ 

-? 

"""°",..., 

 
 

  SECTIOH O•PROVIDER APPUCATIOH•PRACTtTIONER ANDGROUP ADDENDUM  
 

PAAC'TIT10HER 

H)'00am Ina grouppract;co,do)'00abo"'°'ldecatOlo M•ryta,,d Mo6coid <OOQients inyourprivM,,piO<!ico 

and i>htobe teimbursedd<ecllyb)'theS<alo?(Yourpersonol1llx ldenlilic31ionnurrbef mustappear onthis3jlllbtion) 

YES O NO 

"'"
 

GROUP 

"yourgroupIs allial>dv.ilh• h<a111lcat•I- 01modicalsd>ool, p1e.,..enierthenameanoIi.I>Odie<>of tile 

iU:rMionorschOOI. your*andabrief eJlj)latlalionofyouri,oop"sdutios: 
N.imoo!Facl_ily _ _ _ _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _   _ 

Adrdm _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

T_!Clo _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

[ M i _es _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
 

Is yourgroup >aiaried b,-tileabove 0 YES O NO 

If)'OU"'°• t D . otD.O. ii )'00bedio;>ensing J)hannaC>!O'Jcabother11\an """pies(asa pharmacy)?0 YES O NO 

If you¥O an0.0.areyou"'9dion!) 0jl(Omelly -si,ely? DYES O  NO orOl)4ome1ry aswel asp,oparni gand 

6spet,$ing (asonQP(ioon)?0 YES O NO 

Is )'OOrg«MJP opo,;,ting aLocal- t Clnle?0 YES O NO 

Isyour groupopo,;,ting• F, ...,.nd;ngCl<>lc O  YES  O  NO 

 
NOTE: Alf p,actltfoM/1 In• groupmtJSIbeon!Ollod.. ModlU ICon,l'Jog..mp<ovfdclt. 

 

LASORATORY IHFORMATIOH 

Cornplollono! IN• 1ocllonII19qultt<I byfndMd uolpracUUonon andgroup1. R..-101mod<;al13borol0ry 

SOMCOS )'00p,Olide lo olige;lo n,dple,,ts1$dopandenlonansworing11,o follon!ngque$1ioM and ng CXldosofCUA 

Cer611eale and.wt>en . nd Laboratory Peoritsotlell0<$ofE,coplion. Praailionefl)(O'Adei> cannot be 

fotSOMCOS11fell0d tomtdioollilboralotiM orOCl>elp,octicos. Thoselabornl<lriMot ptadi<esmu,ibl. 

Doyoupm,;cJomedcaf LlboraeorySOMC01lotyour o,.np,,Uenl$? [l!! YES O NO 

Do)'00pm,;cJomedC3f LlbornlorySOMCO<lorother"""1)'OOr °""polienil ?0 YES llD NO 

Do)'00 rece,,espec:lmens thatDieowlned omothersilosloco!OdInMal)lanrl? D YES 00 NO 

 
• •  •·· •, ·  AlMa<)lind p,ncli,...,.11ore l<qUirod10,,..,.• Mol)b>dlobora:ory Pemvt«l- of Exe,Nu-(§Hea1111- 

Mldo,17 202and 17•205,AnnotiledCedeof Mai)land) and CUACertlic.>lc Numbol(anicaf laboratory lmp,oyeme<rtof 

1988Publ,eLaw100-578) topedom>13borolory SOMCO$. Dul-of-•p,o.ider,aieonly1equlre<f lof)lo'>ide thellCUA 

c.it,!><a(eNumbef, If llleydonotrocei',e,pocmenstllot origin>toIn Maryland. 

 
 

St!Cn o s 0-- RC"id J/1612010 



YourFisc,IYe,rE..S0.  to: 06.3

_
0.20

.
1

,
7

_
 

 

 

  SECTIOND • PROIIID£R APPLICATION' INSTITUTION ADDENDUM  
 
 
 
 

 

SoMa> T)1'0  

-..-c 1Cf)  

Aa,e- [INP)  

5""c!""""9tSNF) 100 

OwM<- (CHB)  

11..-...R,_ (MR) °""'( O il<)  

  

 

OIAI.YSISFACUTIU 

Mtdieat' N U'l"lbet N/A 
 

 

AnlchJ (#,,J'f 0! 50Uot 'l\'4hOSs. q'ledu«k:art Puroor. 

All>cft•"'lf)'o!.....,..  )f,om- - ;,g.. "" ,,,. - - 

Ntl.e; Yoo•·bep,iidONLYb- lheni:e{I),opeamgri INl:'hese •) i,nadct,oion :0  flOMMIMOnP"Ow:ed, butnocirdJdod in 

IJ'ie tate. 

PORTABI.E X-RAY AHOOll<ER 01.\IIHOSTIC RI/ICESIIUBTSUPPLYTHE FOUOWIHG: N/ A 
M<d...TcsUl nitP<nnitHo. _   _    _    _    _    _    _    _    _    _    _    _    _    _ 

Oo}OU11,,,, Ho tinfo< 0 YES O NO 
_ , l>J- • <>tord_ ...,,.,..,_  ioe_ lOG>lld_ • lat)bnd 0t"" ;,g p>t«<slc<oled• ilhn l.bt)1>r<I MIJS T 

ha>I To,t1/ntPomil Tho OUl-ol-- po,Ut,,10 <ayord_ dlag-o,>e_ Nl  o no:-.,,..,.., 
Mo6<,1To,tUn<Ptnnll.,.,._.,.._Mocio>d- n v,oS....n•   ""1.,._,._.,..,v,oy 

mnt pr(Mde a Mfdc:aNt . 

LA80AATllllYINl'ORMAllO N 

   ondNs ..... ,i,,oqtiAd. _fot_bbonloty_}OU_IOelgt,it"""'°""b-ton 

Ww,t<' 9 U-.""°""'9-W   d CUACrio'ea» ord. - . IJ.J,)U"'   Pemi<so,  .-.ol 

Penni Pt><t6,r,ct    bo-fotSUV<osnolem,dlO--CI-P,  ............U­ 

OIP°ld<OI ff\1$!bl. 

Oo}OU O'O"demed<>ll• »ale<y"" icos!Ol)W .. •P>ientS? Ii) YES O HO 

Oo}OU- , tawa>,,y.....,.ro,_ lh,n_ ...,p.ment,?0 YES HO 
 

0o}OU-..,,,. ... ,._,..,   lo<al0d,n., 0 YES IX) NO 
 

AlMarylandpt;dollffl.·.,requitedto"°'"'aMal)landl llbo<alo,yPemif0<Lenerof €Jo:eptioiiNumber(§HealthG<nc<al 

Miele17-202• nd 17•20S. AnnobtodCodeol Matyiand) andCUAC.,rtl""'° Numbor (CklialLabor.!lotyimO<CM1mo1,t ol 

1088 N,i;e(.aw 100-578)lope,tom,labomloty sorkes. Out-of..t>topro. o,eorlyrequired10prO>ide!heirCUA 

Cel!lficoteNurrtl<f. if they donot"""""speomens lh.ltorlglnaleIn Mal)iand. 
 

P, l t:ASt: COM PI.ETt: t'OR.M OII M ll  ,U l 6--C, l' H:0 \ ' I O t:K.O\\' S J:RSIII  P A O   CO'.'.lil 
A!'IDS UBMITWITH PROVIDER APPLICAT ION. 

KOI, l)J.SC l . OSt.:Mt: • •o tt.,\l 

ltn lwd .lJt6tl 0 10 



O a 

-E,v- 

I. lhepradilioner, adrms!ralot oroothortzod p<o/ession,l _.ntMM>olllilsgroup. herebyaffitm!hatllilslnfo<molion fi,en 

 
 

11) AUTHORIZATION 

St:CTIOIID • MEDICAi.CAR£PROGRAM• PROIIIDER .APPLICATION 

-f. 
bymeis17Ue a ndcom;lele totheo"l'kfno,,ltdgo and 1-.-that WIor"'f  groupIssobrled by• fhoors-pilal o,r 0Cherfns""11onlotpatientc:ate,INII IOf"'f group wilno<bil lheM.llybnd Medical Core lor1, .... services 
or"'f Sl'WPIssobrled. , /;. 

Dale" /c. j'1.ot? v '-<{l.. f.>r  PJ<. - 
Sq\And.f'nitUcntr. <Y lcth ().NICyd. PdriCn 

 

 

Vincent P. McCubbin - Ad■ inlstratot / RockvJ.llo Huesing O<MU! 

PHcd T s.,...cc . I:# hO\AMl)'olPMf'CC.... 

 

 

 

 
PleaserecumODrrl)le ap to: Sy,temsandOpe,olionsAdlr/nlstralion 

P.O.Sox17030 
8alllmore. MO21203 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Sls:natun-of AuthorllNf Officl1al l>arl 

SECTION E - STATE AFFIDAVIT 
 

 
 

rc11rm n1a11l1n  on   thlJ1U1tcmcnt nt •)'  bt  proi«ulNf  undtr•pplltablt St•lc law._  In 
 

a dd h fon. knowlnc •nd l'illrully f111Uai:lo rotlylltldaccunatdy dl\.Clow the ln(omulloa 
 

 

I <ffllty th11t tbt"a d rnlnbtn. th't"•nd p rOttdural nqalrt-mHts wnu,lnNf InCO 1AR 

10.07.02(R<i?uf•1lnn1 to ' 'tr fllnt Cantprt hcnsh·t Catt Fadlllltt and E11,ndttl Cal"C 

 
 

 

 

 

 

<"trt ir) ' Chai I "UI santi(v lbc Officeor tlc11t1h CattQu11Uty UtbcR"• any fututt 
 

ulo lH IC\'t (h11nt,:r, In f11clllty ntan115:C"ffl('hl a n d operation,.. •  d(0nNI In thr ln1-trucflo1 u 
 

for<ontptnhm oft ht' t't'tlrntamda,·h. that Mi:nlnc11nlly aff«I potldandprOttdurN 11nd 
 

N AM  t-:0  1-' .- ACll ,t'r V:    RockvUlc  Nurs i ng ltoeic• lnc 
 
 
 

 
 

Vincont P. Mccubbin Adminhtra.tor 04.04.2017 
 

 

 
 

 

 

 



SECTION F - \VORKERS' COMPENSATION LA \V QUESTIONAI RE 

 
 
 

Nameof Facility 

Rockville Nursing llo■e . lnc. 

(Plca..,;,c 1ypcor rrini) 
 

Addtt-ss o( f acilily 

 303 Adclare Rond - RockvJllc. Maryland 20850  

( Pica« •>1'<or rrin1) 

Doyou hu,·c Workc ·Compensation ln uruncc for your cmploy«s'! 

(Check On<) l!'J YES D NO 

If )' OU h.uvc.1n.,;.wt:rcd Yf'.S :1bovc; r,lca(,C provide th!:following infonrnnion: 

 
rolicy Nmub<r. _248S_l 93   -   -   -   -   -   -   -   -   -   -   -   -   -   -   -   -   - 

8indcr Numbe_r: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
 

InsuranceCompany; _1_11_1_F  

 
F.fft:e1ivc O'Jtt: :-0 t .O 1-•2017  

E.,pmi   Iion D>t<: 1_2_._J  l._20  1_1_   _   _   _   _   _   _   _   _   _   _   _   _   _   _ 
  

 

If )•Ou have:inswCttd SO. plc:i.<. .ca uacha copyof your Ccn itk atc ofComrlia.ncc in 
nccordnnccwi1h S1n1c Workers· Compensation Laws. 

(Sec u1tuchcd fonn AS:? und lnstrui:tion Shtct} 

 

Pkast' note 
Your llcrnsf'nnnot bt    ls.surd   unku chis form   ls comptct«I.slgnrd, datrd nnd 
p rovldC'd  t o  thl$ Admlnl1tnuion a long whh)'Out..Crrtllkatr of'Compliu n ct>" t r 

a ppll cabto. 
 

 
 

Sign11turc 

Vincont P. Mccubbin 

 

  0 4. 04. 2017  

0:th: 

 

 

 

 

 

 
OH\ lfl JJJ,t.Rni.w-d JJl61l010 



 

 

SECTION I : ADVERSE ACl'IONS/CONVI CTIOl\'S 
 

1l1ls s«tion up11.1.tt1 i nfomuuion on ad\'Cl'5C lci:111 a,; 1ion", th;h iu convic-1ions. c. d usi,lns. 
,c\·oc111ions,andsuspc-nsions. All11pplicablc ull\'C'r$C' k6"'luc1ion.,; mu.st be n.·por1cd. n:gardli:ss. 
w he ther n record< werel!X un•,-dor an\' u • ·.at, :uc ·nJ in •. 

 
ConvfC'llon, 

1. The providct, $Upplicr,or MYowner of the pruvillctor supplier w.u. wi1hin tt.c lwt 10 yC':ll!t 

pr1Xtding cnrollmcnt or rc"·.1.tida1io nof aarollmcnt.cotwk1cd or a federal or State felony 

orrcl\.k thatCMS h:ts dcmmniocd to bednri mcnlal 10 thebest tntcrcnsof the JK01tmm ond IL 

ncfk wi cs. OO"i::nsct ittdud,c: 

Felonycrimes:11g1Uru.t fl'.1'SORS:i-nd othersimita1crimes fllr which the indiviJual w:i.,; 

convic1td. includini;:i uilty plcu :md :adjudlc.llc:d prc-trfat divcr.cion,-: fin:i.nci3I c rinM:' . uch 

n.'i e,i.1or1iun. cmcn1, inconlC UIX VMion, in)1Jnu1i:cfr;&ud unJ other:1imil:i.r crimi..--s 

for ,,. hit;hlhc iodividu.tl W41con\ •ic-tN includins guihy pknsMdcdjudkated p tri;1l 

di\'mtfons; :my (clony th.:u pixed theM1. -k ai1.l prog.rom or ils bc-ncfid aric$ .11 iuun1..-diat..: 

ri $k (suthcs a mratpmcd«suit thn.t n:sutu in a.convklii:,n of c-rimiruil neglect ur 

miscunJ oct);and any rdoni lh:tt would n:,,tuh in II numb1ory cxclu iou untkrSIX'liu n 

1128(•1 of the A<t, 

2. Any misJcme3.nor .-on viction.un,krf 1kr.1I,,fStntc1/\W, ri.:l;,t.:J to: (3) th!!Jdivcry of:m item 

or K n·icc under McJli.:-.,re ot n S1111c hcnllh careprui;.m111. or (h) 1hcah11 1)1'11cg k c1 of a pc11ictH 

in c:u nnc,,;liuns wi1h the delivery ur:.h hh1!.ar.; item or K-tv ic. . 

.l ,. \ ny  misdcmc   :mor  coo  vic1oi o. under Fedcrnl nfSm1c l:iw. rd :llcd to 1hcO, fr11ud.em ulcmt•o1, 

breachof fidudnry duty, ar 0100 financial mi$COnduc1 in conncc1ioo with 1hcd cll\'Cf)' of a. 

hc-:i.lth ci,rc itc-mor .-.crvice, 

4. Any mi$dcmc11nor con vie1ion, under F'c-deral ofSmtc faw, rcl31cd to the intcrfcn."JK"e with or 

obstrue1inn of 1my invcs1ig:11ion into:iny crimiMI ofTen.'k" dc.«ribcd in .S:!C . F.R. SC1:1ic,n 

1001.101 or 1001.101. 

S. Any mbdcmc11nor convh;tion, under FeJc-ral ofStn1c la"', rdnttd 10 theuni.awful m:inuf'll.:turc. 

distribution, pn:scrip1ion. or dlipcn.<1ing of" conrrollc-d :t1..1bstnncc. 

• : :u-l ud o n5,Rcvoc-11tlonJ o r S u, ptn s lo ns 

I.  Any rtvoc:ation or SUjpcnsion 1>f a  lkclUC h> povidche.11th c:uc by:my S1:11c liu·n..,int: :1U_ tl:..,rity. 

This includes lhc iu.m:ndcrof 1".lch licc n.\Cwhile o fonl131disciplinary proc:..-.c:dini; w.u J'IC'nding 

bc!fi.trt" 3 Smc liccmins11uthority. 

2. . Any rcv01.:a1iun of SUS{)(ruiun ttf 11..:..:n:ditalit\41. 

3. . Anys.uspcnsfon ot c-xclusiort tront partidp.aliun in. or anysanctiun imfl0$Cd by.n f-'-:d,:rnl vt • , . ·• 

Sttth:h..-..allh ..,..ru rro.::rom, ur u n y ddmmumt from,,1111icipa 1iun in -:r.ny1:1..•tk rul E:-t..-. cutiw Urn h 

p,ocurcmc1: 11or  000-rmxun.-..u._  1.  pn.lt;tum. 

4. Any -.:uncnt M dicurc payrn,:nt $U.Spc-m.ion under :i.ny Medi-:1u;,; hilling11u111ba . 

S. l\ny kdi re ttvoc1uion ofany M1,-dk.uc billing numb."..I'". 

 

Rn1wd J/ 1612011 

or 



 
 

S ECTIONI: ADVERS EACTIONS/CONVICTIONS (,. , ,.,. ,. , 
 

 

\l)\'IU,1 IH,\I 111,1ou, 

I. H:i.i.. yourorg:ini1:11ion,und,..,.anycum:nt o, fonm:r nalnl!'or bW.il\C$S i J c niily."'- 'er h.Ls:,.n 

ad V('QC'a d io n lbtc:don ".a••c I of Sec tion I imnn"cJ 11uai n)ol it'.' 
 

 

 

 

2.   If )'ts, rq>Qrt coch ad \·crw ae1ion. when itoc..:urrcd, l hi.: Fi'.tl1-.nll or Stuti.: ugrn'"-)' or the 

roun/admlnis1mtl\'tbody th.\t lmposc:J the ttcrion.and1t.c o:solulion,i( a.ny. 

An:u:h2 copy of theadvcl"k actiooJ.o<umcntAtion:mJ t'l.:$o lt11iun. 

 
Ot it T•b n Uy H:n nlu lfon 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 
 

·" 
 
 
 
 
 
 

R itc'd J116Jl010 

2 

0 YF.S - Con,;n Rclow liJ NO 



SEC l"IONJ: CHAIN HOMEOFFICE INFORMATION 

Thi\. sccticmc:,ptures in(omurion rt-gW ing:c:h:.in uq;:u,i tions.. This.in fom 1inn will h..: u<cd tn 
cnsuo: Jll'OP'",.'f Nimbu m<nt wh1-,.n t11.: pt\J vid1.- •$ y r< nJ t rq,ort is fikd with the Mcdit.:aid 
ftt  •fc>r- sc-rvicc  co nlrncot r. 

 

For mOTC infonn:ition on ch:i.in O'l:P-fli1..11. i n ns. 4! C.f .R. 421.41M. 

c rn:c l( HERElii!IF SECTION J DOES NOTAPPLY ANO SKIPTIIIS SECTION 

 

 

COO·k o ne: l!fft".1:li, ·c  th  1c 

0 Pro vider in c ha in i:i cnrulling in M.-.Jk:tl\:for    

the fiNt limo (t r-.ii-,,,,-,:,f  t{o..-  ,A,pl 

0 rr o vidcr i, no longcr:t..uoc i1ucd witJ1the duin       

orgn.ni1.111ion   previously repom:J 

 

0 r ,ovidcr h;uch.i.n3 cd form one chain10  11nothcr  _  _   _   _   _   _ 

 
0 Thu JU1mc u(pruvii.kr's hain home officeis    

ch.Jn ing (1111 •" ,., ,,,.,_.;,uu.,,. 

Sm luns lo Coniplrtt' 

Comr l1.'1c nll of 5'. tinn J. 

 

 
C('lmplctc   , cc tio n J•C. 

iJc111ify in l! lhc former 

ch:iin Immeoffit-..c. 
 

C mrte1cSci:tionJ in 
full to identify the new 
chain homeoOk  c-. 

 

C o rr.ph".1c S"-ctinn J.C. 

 

 

 
 

s.wncor Uomt omc: 1.1:"' -.., M.JJ!C"Namc I..> N,mc " ··· s,.. 
"' 

Tit.It o ( J101:nit om« Adminiur,ttor S.,Ci, I S,."(Ulil) ' Numbcf O.nc-o r Oinh <• "'H,J ) n •J 

 

 

 

 

 

 
 

 

 

 

 

 

 

RC"i'C'd J Jl 6,"!0lt 



SECTION J: CHAIN HOME OFFICE INFORMATION 1-, ,_,., 
N/A 

 
 

 

 
 

 

 
 

 
 

 
 

- - - - - - - - - -   
T d .f'f'C)(Ot,-Cvcr,t,cw 

S- r ; ll'CW..•' 
,,u-  ,-= .,,..,, ...-,,,, - -. -'-- JT_;-.I;A.,ii;w;;.,;. ,  -,-   -   -   

 

  J_ 
 

 
 

n, J \ f•r o r ut,· 

<.:ti« lc o ne: 

Volunta.ry: 

f\p,  ,,,,     ( ) f  1111 ( l l \" l u ,, 11 ( l l l l( l 

 
 

Gov" mmmt: 

0 zr.:on-Profil - Rcl!glOU1 Ort,tnin don D ft,kn,I 

0  S o,n  Ptufil -0 1her r.itWh' 

0 Pru fl' )l.1,,uy 
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MARYLAND 

DEPARTl\<1ENT OF HEALTH ANDMENTAL HYGIENE 

OFFICE OF HEALTH CAREQUALITY 
SPRING GROVE CENTER 

BLAND BRYANT BUILDING 
55 WADE AVENUF. 

C ATONSVIU. E. MARYLAND 21228 

 

U ccn No. 15019 

 

tssucd10: Rockville Nursing lfomc 
303 Ad<lorc Rood 
R0<kvlllc. MD 20850 

 

Type of f11c ili1y andNumber of Bed : 
Comprchco si\'c Co.re Facil ity . 100 Ocds 

 

 

l):nc Issued: Moy 3. 2015 
 

11lis license has been grunted to: Rockville Nursing Hoo1c. ltte. 
 

Authl>rll y U)   opmu·In thi,S h   p14 N CCI the    .t,,o e:<nthy 101  Th<lfa. ld1-Gcntr:dAnkk . 
Title 19 s«!JonJ I&.At,  N)C,t(tJ  Co.Jcof  b  t) IMIJ. am    [  J 11klft.andW \KIII  lnnffll,. bwt)C',, 
to any .id  aU MM pnn itii,,n1t,,. i.n(h1Ji"1, II"l'f)lk' k rule,#IJttg11ladon1, pmmup.l 

Thii t b not uwufct'.lble 

 
Expinuion 031c: May3. ZOl7 
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k'd Ihm:'uni.kt. 

 

 



HEALTH ANDHUMAN SERVICES 
UCENSURE ANDREGULATORY SERVICES 

255-PII<•.111,,_,SulO>100 
-Mar,44nd20650 

2Ao.m - . FAX2AO-m -3008 

 

 

 

 

 

NURSING 

HOME LICENSE 
This Certifies That 

 
ROCKVILLE NURSING HOME 
303 ADCLARERD 
ROCKVILLE. MD 208S0 

is licensed to operatea Comprehcnsi\'cCrue Facility 01: 

 
ROCKVlLLll NURSING HOME 
303 ADCLAR.£ RO 

ROCKVlLLE. MD 208S0 

This license is issued underthe authority of C hapter 2S,of the Montgomery 
CountyCode. 2004, M amended. 

Number of Residents: 100 
 
 

Err,-c1ivc Dote: 3/1/2017 Expimtion Dote:3/1/2018 License No: 300 

71/ISI.ICC,\'$£tJttYJutsJ'OI{)If  nttl7Ar£ IJ. t:.t. ,;sccu  m'J<:ArtISJ>£Nl£DON REJ'Ot W . 
 

ThlJ // nu IsnQI  tnJ,uferobl "1141 M C011,plc-u 1.1'4  IJ· po,td QntMprtmba. am#/ 

o plrotf )ndot 
nr!wtd pr/Qr 11, the 



HEALTH AND HUMAN SERVICES 
U CENSUREANDREGULATORY SERVICES 

255--· 1 st Floor, sutlo100 

2-IO-
-
m
.    

-3986 .  FAX
6
2• 0-m

)
-3088 

 

FOOD SERVICE 

FACILITY LICENSE 

 
ThisCertifies Tltat 

ROCKVILLE NURSING HOME, INC 
303 ADCLARE RD. 
ROCKVILLE, MD 20850 

 
is licensed to opcrnte a FoodService Facility a t: 

ROCKVILLENURSING HOME 
303 ADCLARE RD. 
ROCKVILLE, MD 20850 

 

 
This license is ls.sut>d under theauthorityof Chapter 15,of the Montgome ry 

Count)•Code.199-1, a s a mcndt>d a nd COMAR 10.15.03. 
 

Conditions: 
 

 

 

 

 

 

 

C1tcring No: 
UmaS. Ahluwal@, Di rector 

 

Expirotion Dote: 01/31/2018 U c:c:-nsc No: 2113 
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ROCKVIU.E NURSINGHOME 
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ROCKVILI.E, MO 20050-3325 
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LADORA'J'ORY DIRECTOR 
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ROCKVILI..E NURSING ttOME 

c/0 VIHCEHT P. MCCUB&N. A/Jf.A 

303AOC<AA£RD 

ROCKVILL.£ MO 20l$O 
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AOMOOSTER SCHn.Y 
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EXCEPTIONNUMBER: 050329 

VINCENTP MCCUBBNI 
ROCKVILLE NURSINGHOME 
303AOCLARERD 
ROCKVILLE, MD 20850 

LETTER OF PERMIT  

EXCEPTION 

 

PERIOD; 02101/2017 • 0 1/31/2019 

 

DearMr MCCUBBNI : 
 

Undo< Ille promloosIn H.,._11!1 -GeneralMlde,TIile17,205 and 212. of IlleAnnotatedCodeof Maryland.and 
based uponInformation recetvod from an on-liteinspectionand/«formatregistrationof tho polnt f-carelaboratory 
named aboYo,an exception to Ula permitrequiremenls to opemtea laboratoryin MarylandIs GRANTED. for111• above 
period. VndM1h11exception. Iha f-ngtosts and/or examinations may be performedIn your laboratory. 

 

C ho m iolly • Excepted: 

Gluco.e (FDAHome Device) 

Thie Sotte r orP e rm it Ex ce p tio n m u ■t be p ro m l no ntJy df1playedIn your1.lborato,y. 

If  )'OUhaveany questlonaconeeming thismatter. or find that you¥Mh to expandyoor taborator(s test menubeyond 

t11e18sts allowed under 1,111 excoptio<,, W>t8elClleryt Sloan at (410) 402-S025. 

Sincerely. 

-+ LR.. G.52_ 
Pa ul Co UI 

Labon,W<y ficatlonPn,gn,m Manager 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

l,•11I tC(',1. .J '. I,U Oll IIC - TT"I' \ l.u :,,:!u,J ftchy Sef\1..c 1-'\tlli-...J5 . 5s 

\\  ,: h "11:c  ,,.,-...,,.,, !h 111   m1 fa11.J  t\\ 

 

 
lvla ry la nd Dc pa n mcnl of Health and Mental Hygiene 
O0kc o( Health Care Quality 

Spring Grove Center • Blond Bryant Building 



(Tags:  Coronavirus attorney, covid-19, nursing home lawyer, nursing home attorney, medication error, 
pressure sores, bed sores, sepsis, wrongful death, wounds, falls, attorney handling medication errors, 

nursing home abuse attorney, assisted living attorney, assisted living accidents, dehydration, malnutrition 

claim, Maryland elder abuse attorney, nursing home injury, skilled rehab injury, skilled rehab attorney, 

drugs, pharmaceutical drugs, antipsychotic drugs, negligence attorney, nursing home abuse attorney, adult 
protective service lawyer, overdose, legal liability for overdose, nursing home abuse lawyer, nursing 

home chains, statistics on nursing home abuse, wrongful death case or claim, Maryland Nursing abuse 

attorney, Maryland nursing home attorney, pressure sores, Sterling Care Rockville Nursing, Rockville 
malpractice attorney, Montgomery County malpractice attorney) 


