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E 000 | Initial Comments E 000

An unannounced Emergency Preparedness
COVID-19 Focused Survey was conducted
08/25/2020 through 08/26/2020. 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 08/25/2020
through 08/26/2020. Corrections are not required
for compliance with F-880 of 42 CFR Part 483
Federal Long Term Care requirement(s).

The census in this 180 certified bed facility was
125 at the time of the onsite survey. Of the 125
residents 5 were positive for COVID-19.
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