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An initial Certification Survey was conducted on
12/18/13 to determine the facility met the

. minimum recertification requirements. The facility
i was found to be in compliance with 42 CFR Part
483, Requirements for Long Term Care Facilities.
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An initiat Life Safety Code survey was conducted
on 12/19/13. Joseph Eddie Ballard West KY
Veterans Center was found in compliance with
the requirements for participation in Medicare and
Medicaid.

| The findings demonstrate compliance with Title
42, Code of Federal Regulations, 483.70(a) et
seq. (Life Safety from Fire).
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