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E 000 Initial Comments E 000

 An unannounced Initial Emergency 

Preparedness survey was conducted 5-16-23 

through 5-18-23.  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 Initial Medicare standard 

survey was conducted 5-16-23 through 5-18-23.  

The facility was in substantial compliance with 42 

CFR Part 483 Federal Long Term Care 

requirements.  No complaints were investigated 

during the survey.

The census in this 20 certified bed facility was 17 

at the time of the survey.  The survey sample 

consisted of 10 resident reviews.
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