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E 000 Initial Comments E 000

 An unannounced Emergency Preparedness 

COVID-19 Focused Survey was conducted 

8/05/20 through 8/11/20.  

The facility was in substantial compliance with 42 

CFR Part 483.73, Requirement for Long-Term 

Care Facilities.

 

F 000 INITIAL COMMENTS F 000

 An unannounced COVID-19 Focused Infection 

Control Survey was conducted 8/05/20 through 

8/11/20.  

Corrections are not required for compliance with 

F-880 of 42 CFR Part 483 Federal Long Term 

Care requirement(s).  

Upon entrance on 8/05/20, the census in this 120 

certified bed facility was 61.  Of the 61 current 

residents, 23 were positive for COVID-19.  

Thirteen (13) staff members had also tested 

positive.  By closure of the survey, an additional 

18 residents and 5 staff members were reported 

positive for a total of 41 residents and 18 staff 

members positive for COVID-19.
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program participation.
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