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AQCQ] Initial Comments A0D0
On 8/08/2020 - 8/07/2020 a generator
assessment and focus infection control survey
was conducted at Stepping Stones ALF in
Madison, Florida. The facility had signage
prohibiting visitors and a portable generator. On
site visits were made to the facility on 8/5/2020 at
10:00 AM 8/6/2020 at 8:30 AM and on 8/7/2020
at 9:00 AM. During all 3 visits, there were no staff
or residents and the ALF appeared vacant. On
8/7/2020 at 9:45 AM, an interview was conducted
with the administrator who confirmed that the ALF
had no staff or residents. The administrator
stated that they had not yet started admitting
residents since initial licensure.
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