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The State Agency (SA) conducted an annual
re-certification survey at the facility from 12/18/18
to 12/20/18. During the survey, the SA
determined the facility was in compliance with
Medicare and Medicaid regulations for
particpation. The census at the time of the survey
was 51 with a bed capacity of 60.
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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
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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
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' 42 CFR 483.70(a) . '
| The facility meets the applicable provisions of the |
2012 (existing) Edition of the Life Safety Code |
(LSC) of the National Fire Protection Association
‘ (NFPA).
There were no LSC deficiencies cited during this
survey.
|
\
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*EMERGENCY PREPAREDNESS*
' Survey conducted on 12/21/18 reveals the above
| facility meets all applicable Federal, State and
| local emergency preparedness requirements.

No deficiencies were identified.
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