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E 000 Initial Comments E 000

 A Comparative Federal Monitoring Survey was 

conducted on 8/7/2024 and 8/8/2024, following a 

State Agency Annual Survey on 6/17/24, in 

accordance with 42 Code of Federal Regulations, 

Part 483:

Requirements for Long Term Care Facilities. 

During this Comparative Federal Monitoring 

Survey, the facility was found to be in compliance 

with the Requirements for Participation in 

Medicare and Medicaid.

 

E9999 Final Observations E9999

 The facility was found to be in compliance with 

Title 42, Code of Federal Regulations, 483.73 et 

seq. (Emergency Preparedness).
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