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Based on the implementation of the acceptable Plan of
Correction, the facility was deemed to be in compliance
on 07/17/2025.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcling providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 80
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 day
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of comrection is requisite to continued program
participation.
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on 07/1712025.

Based on the implementation of the acceptable Plan of
Correction, the facility was deemed to be in compliance

Office of Primary Care and Health Systems Management

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE

(X8) DATE

STATE FORM

Event ID: 3KKX-H2 Facility iD: 101215

If continuation sheet Page 1 o



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/04/202
FORM APPROVEI
OMB NQ. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTIONS 185474

{X1) PROVIDER/SUPPLIER/CLIA
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(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A.BUILDING 06/24/2025
B.WING

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

K3 BUILDING: 0101

K6 PLAN APPROVAL: 2013

K7 SURVEY UNDER: 2012 Existing

K8 SNF/NF

Type of Structure: One (1) story (2013), Type V (111),
protected combustible construction with six {6) smoke
compariments and a complete automatic wet and dry
sprinkler system.

A Life Safety Code Recertification Survey was initiated
on 06/24/2025 and concluded on 06/24/2025, in
accordance with 42 Code of Federal Regulations (CFR),
Subpart 483:90(a) Requirements for Long Term Care
Facilities. During this Recertification Survey, The
Willows at Citation was found to be in compliance with
the Requirements for Participation in Medicare and
Medicaid.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

parlicipation.
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Type of Structure: One (1) story (2013). Type V (111),
protected combustible construction with six (6) smoke
compariments and a complete automatic wet and dry
sprinkler system

An Emergency Preparedness Recertification Survey was
conducted on 06/24/2025, in accordance with 42 Code of
Federal Regulations, Subpart 483 73 (a}3): (emergency
preparedness) Requirements for Long Term Care
Facilities. During this Recertification Survey, The

Willows at Citation was found to be in compliance with
the Requirements for Participation in Medicare and
Medicaid.
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safeguards provide sufficient protection to the patients. {See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of cosrection are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

participation.
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