Department of Health & Human Services Form Approved

Centersfor Medicare & Medicaid Services OMB No. 0938-0391
Statement of Deficiencies (X1) Provider/Supplier/CLIA (X3) Date
I dentification Number Survey
Completed
713026
03/19/2024
Name of Provider or Supplier Street Address, City, State
Bogalusa Rehabilitation Hospital 621 Columbia Street, Bogalusa, LA

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

(X4) 1D Prefix Summary Statement of Deficiencies
Tag
(Each deficiency should be preceded by full regulatory or LSC identifying information)

A0000 Complaint Survey #L.A00070227 Abbreviations CO- Compliance Officer DMCD-
Director of Marketing and Community Development LPN- Licensed Practicle Nurse
MD- Medical Doctor RN- Registered Nurse TA- Therapy Assistant



