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 N 000 Initial Comments  N 000

On 03/17/2026, Surveyor completed a complaint 
investigation and abbreviated licensure survey at 
Eagle Crest North Memory Care. Data collected 
through 03/18/2026. 

The complaint was unsubstantiated. 

One deficiency was identified. 

Census: 18

 

 N 526 83.47(2)(e) Other evacuation drills.

Other evacuation drills. Tornado, flooding, or 
other emergency or disaster evacuation drills 
shall be conducted at least semi-annually.

This Rule  is not met as evidenced by:

 N 526

Based on record review and interview, the 
provider did not ensure that other evacuation 
drills were conducted at least semi-annually for 
2024 and 2025. 

Findings include: 

On 03/17/2026 at approximately 1 PM, Surveyor 
requested evacuation drills for 2024 and 2025. 
Interim Administrator (IA) A provided Surveyor 
with the facility's state binder.  The state binder 
did not contain evidence of evacuation drills for 
2024 or 2025. Program Manager (PM) B stated 
s/he remembered Administrator C completing 
them but did not know where s/he kept the forms. 

On 03/18/2026 at approximately 11:45 AM, 
Surveyor interviewed IA A, Human Resources 
(HR) D, and Registered Nurse (RN) E. RN E 
stated they were unable to find documentation for 
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 N 526Continued From page 1 N 526

the other evacuation drills for the last 2 years. RN 
E stated they found notes from a monthly staff 
meeting discussing a severe weather drill in 2025 
and reviewing a bomb threat in 2024. However, 
s/he stated there was no documentation that 
these drills were performed semi-annually in 2024 
and 2025. 

At appoximatley 2:20 PM, RN E sent Surveyor an 
e-mail with an attached Monthly Management 
Report dated 05/17/2025 through  06/13/2025 
that read, "...conducted an evacuation drill, on 
5/26/25!"
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