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 An abbreviated survey was conducted onsite 

starting on 08/26/2020 and concluded offsite  on 

09/24/2020.  Two complaints were investigated 

during the survey.  No deficiencies were cited.  

Corrections are not required for compliance with 

42 CFR Part 483 Federal Long Term Care 

requirement(s).  

The census of this 180 bed facility was 136 

resident at the time of the survey.  A sample of 

four residents were reviewed for the complaint.  

There were no COVID19 staff or residents at that 

time.
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