Facility Extension Request & Progress Updates

AO: Select CCN: Facility Type: Select
AOID: RO: gglect State: Select

Name of Facility

Survey End Date: Deficiency Report Sent to Facility:
Ligature / Self Harm Deficiency Cited? Select IJ Called? Select
Describe Deficiency:

Describe Mitigation Plan:

Reason for Extension Request & Description of Hardship:

Expected Date of Completion:

Does the AO/SA Recommend CMS Approval of the Extension Request? Sg|ect

** Please attach copies of the deficiency report and facility plan of correction.
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