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I. IDENTIFYING INFORMATION

1. Facility Name: BUCKINGHAM PAVILION 5. Date of .

2, Clty: _CHITAGD Review:__083-0% -9 o_03-3o 11
3. County: CaoK 6. Reglon # __ 1A

4. Provider #: 362771634001 7. Ucanse #:___ 000019836
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fll. FACILITY STATEMENT OF REVIEW (To be completed by the administrator or dasignee.)

Tr:m hr;dmgs of the IOC team have been reviawed with me and | have had the opportunity to present all disagreements with
those findings.
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