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E 000 Initial Comments E 000

 An unannounced Emergency Preparedness 

COVID-19 Focused Survey was conducted 

12/15/20 through 12/18/20.  

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 12/15/20 through 

12/18/20.  

Corrections are not required for compliance with 

F-880 of 42 CFR Part 483 Federal Long Term 

Care requirement(s).  

On 12/15/20, the census in this 60 certified bed 

facility was 46.  Of the 46 current residents, no 

residents were positive for COVID-19.  One staff 

member was positive.  Cumulative testing totals 

in the facility indicated a total of zero COVID-19 

positive residents.  A cumulative total of seven 

staff members have tested positive.
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