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 A COVID-19 Focused Infection Control Survey 

and seven (7) Complaint Investigations, CI 

#17220, Cl #16922, Cl #16849, Cl #17139, Cl 

#16821, Cl #16994, and Cl #170000 was 

conducted by the State Agency (SA) on 10/27/20 

thru 10/29/20.  The facility was found to be in 

compliance with infection control regulations and 

has implemented the Centers for Medicare and 

Medicaid (CMS) and the Centers for Disease 

Control and Prevention (CDC) recommended 

practices to prepare for COVID-19.  The census 

was 216 with facility license for 230 and one (1) 

residents for Covid-19.  

The SA did not substantiate the  complaints of 

Quality of Care/Neglect related to grooming, 

staffing, medications or food service, or the 

complaint related to Abuse/Restraints.Isolation as 

precaution for Covid-19 per policy.  The SA cited 

no deficiencies.
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