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{E 000} Initial Comments {E 000}

 An unannounced Emergency Preparedness 

survey was conducted 09/7//22 through 9/8/22.  

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 Medicare/Medicaid revisit to the 

standard survey conducted 07/11/22 through 

07/14/22, was conducted 09/07/22 through 

09/08/22.  The facility was in compliance with 42 

CFR Part 483 the Federal Long-Term Care 

regulations.
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