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AROOSTOOK HEALTH CENTER

{E 000} | Initial Comments {E 000}

Federal Recertification Survey
Survey Date: 9/19/23

Aroostook Health Center, a long term care facility,
is in substantial compliance with 42 Code of
Federal Regulations Part 483.73 Requirement for
Long Term Care Facilities Emergency
Preparedness

{K 000} | INITIAL COMMENTS {K 000}

Federeal Recertification Survey .
Desk Audit 10/05/23

Aroostook Health Center, a Long Term Care
Facility, was surveyed to the National Fire
Protection Association 101 Life Safety Code 2012
Edition as reference on 42 CFR 483.90 (a-b)
physical environment and is in substantial
compliance.
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