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F 000 INITIAL COMMENTS F 000

 For the standard Medicare/Medicaid 
recertification and complaint survey started on 
10/12/15 and completed on 10/14/15, the sample 
included 2 residents for complete review, 7 
residents for focused review, and 1 closed record 
for review. The sample included 1 additional 
resident to verify specific concerns during the 
survey.

Garrison Memorial Hospital Nursing Facility is in 
substantial compliance with the requirements of 
42 CFR Part 483, Sub-part B.

 

F9999 FINAL OBSERVATIONS F9999

 Based on observation, record review, review of 
facility policy and procedure, and resident, staff, 
and family interview, the complaint issues 
investigated in conjunction with the standard 
Medicare/Medicaid survey were not 
substantiated.
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