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A COVID-19 Focused Emergency Preparedness 

Survey was conducted by the Centers for 

Medicare & Medicaid Services (CMS) on 

10/13-14/2020. The facility was found to be in 

compliance with 42 CFR §483.73 related to 

E-0024 (b)(6).  

The State Agency (SA) conducted a COVID-19 

Focused Infection Control Survey and the 

Complaint Investigation (CI) # 16912 and CI 

#17119 on 10/13/20 to 10/14/20. The facility was 

found in compliance with infection control 

regulations and has implemented the 

recommended practices by CMS and Centers for 

Disease Control and Prevention (CDC) to prepare 

for COVID-19. During the investigation CI #16912 

was not substantiated for concerns related to 

Quality of Care, Staffing, Neglect, Environmental 

concerns and staff screening for COVID-19. The 

CI #17119 was not substantiated for Physical 

Abuse. No deficiencies were cited. The census at 

the time of the survey was 44 with a license for 

58 beds. 

During the survey, the SA requested information 

from the facility related to Infection Prevention 

Control Policy and Procedure (P&P) and 

Implementation Procedure, Emergency 

Preparedness Plan P&P and Implementation, 

Personal Protective Equipment (PPE) Availability, 

Staffing, Visitor Restriction, Positive COVID-19 

Cases in facility, Hospital Transfers in past 14 

Days with signs and symptoms (S/S) of 

Respiratory Distress, Reporting of positive 

COVID-19 cases of residents and staff.  No 

concerns were noted during the review of the 

information.
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