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E 000 | Initial Comments E 000
A COVID-19 Focused Emergency Preparedness
Survey was conducted by the State Agency (SA)
on 08/03/2020. The facility was found to be in
compliance with 42 CFR §483.73 related to
E-0024 (b)(6).
At the time of the survey, the census was 105,
and the facility held a license for 121 beds.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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
program participation.
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