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 CI MS #17489; CI MS #17502; and CI MS 

#17630

The State Agency conducted a COVID-19 

Focused Infection Control survey, along with 

complaint investigations (CI), CI MS #17489; CI 

MS #17502; and CI MS #17630 from 03/11/2021 

through 03/12/2021.  The facility was found to be 

in compliance with 42 CFR §483.80 infection 

control regulations and has implemented the 

CMS and Centers for Disease Control and 

Prevention (CDC) recommended practices to 

prepare for COVID-19.  The SA determined the 

complaints were unsubstantiated and no 

deficiencies were cited.  CI MS #17489 for 

infection control issues.  CI MS #17502 for 

physical environment, administrative/     

personnel/infection control,  CI MS #17630  for 

physical environment, quality of care and infection 

control.  No deficiencies were cited related to the 

COVID-19 Focused Infection Control survey or 

the complaint investigations. The census at the 

time of the survey was 29 and the facility is 

licensed for 60 beds.
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