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A Covid-19 Focused Emergency Preparedness
Survey was conducted by the State Agency (SA)
on 03/09/2022 through 03/11/2022. The facility
was found to be in compliance with 42 CFR
483.73 related to E-0024(b)(6).
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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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