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F 000 INITIAL COMMENTS F 000

 An unannounced COVID-19 Focused Infection 

Control Survey was conducted 07/30/2020.  The 

facility was in substantial compliance with 42 CFR 

Part 483.80 infection control regulations, and had 

implemented the CMS and Centers for Disease 

Control (CDC) recommended practices to 

prepare for COVID-19.  

The census in this 141 certified bed facility was 

112. There were 42 positive residents inhouse.  

Seven residents were in the hospital, and there 

have been 15 deaths related to COVID 19.   On 

7/24/20 through 7/27/20, 70 staff were tested.  

Eighteen staff results were positive. On 7/28/20, 

43 residents were tested with negative results.  

Eight residents tested positive, and 31 results 

were pending.  The facility is not accepting new 

admissions at this time.
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