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A. BUILDING:
N087037 B. WING 05/26/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8600 E 21ST NORTH
BROOKDALE TALLGRASS
WICHITA, KS 67206
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The resurvey completed at the above named
facility resulted in a finding of no deficiency
citations on 5-25-16 and 5-26-16.
TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

6899

GTHK11

If continuation sheet 1 of 1



