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A COVID-18 focused infection control survey was
conducted by Healthcare Licensing and Surveys
on 5/18/20 - 5/19/20. It was determined, based
upon the findings of the survey team, that no
deficlencies were [dentified pertaining to the
infection control survey,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (¥8) DATE

R

G :

g Tlee== Executive Diyeclor 5[35’/3“0
Any deficlency statement ending with an asterisk (*) denoles a deficiency which the instilution may be excused from correcling providing It Is determined that
other safeguards provide sufficient proteclion to the patients, (See instructions.) Excapt for nursing homes, the findings staled above are disclosable 80 days
following the date of survey whether or not a plan of correclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days followin? um dale thasa documents are made avallable (o the facllity. If deficiencles are cited, an appraved plan of correction |s requisite to conlipued
program participation.
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