PRINTED: 01/02/2019

! FORM APPROVED
State of Washington
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
60429197 B. WING 12/27/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
12844 MILITARY ROAD SOUTH
CASCADE BEHAVIORAL HOSPITAL TUKWILA, WA 98168
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION 45)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENGY)
B 00Q| Initiaf Cornments B 000
STATE COMPLAINT INVESTIGATION
The Washingtbn State Department of Health
(DOH) in accordance with Washington
Administrative Code (WAC), conducted this
health and safety investigation.
Onsite date: 12/27/2018
Examination number: 2018-16854
Intake number: 86720
The investigation was conducted by:
Surveyor #27347
There were no violations found pertinent to this
complaint.
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